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Abstract

Background Intimate partner violence (IPV) is prevalent among patients visiting the emergency department (ED).
Studies show that patients experiencing IPV continue to have negative care experiences in the ED, leading to an
increased risk of adverse physical, mental, legal, and economic outcomes. However, few studies explore ED care
metrics and gaps in knowledge on how providers can improve.

Methods We sought to fill these gaps by collecting quantitative and qualitative electronic data on ED care
parameters for patients experiencing IPV. A retrospective chart review was conducted for patients seen in our tertiary
care center’s ED and by our Sexual Assault and Domestic Violence Program between December 17,2018 and June
16,2021. Quantitative data, including sociodemographics, were summarized using medians/interquartile ranges

and frequencies/proportions as appropriate using SPSS. This paper describes IPV care metrics across three domains:
(1) ED mandatory reporting, (2) medical management of strangulation, and (3) discharge diagnosis containing IPV.
Additionally, when documenting IPV encounters in charts, the use of trauma- and violence-informed care (TVIC)
principles was evaluated as a secondary exploratory outcome.

Results A total of 124 clinical encounters were analyzed. Among these, 54 involved children in the home, and
documentation of mandatory reporting was absent in 43% (23/54) of such cases. Twenty-five patients experienced
strangulation; however, 88% (22/25) of these cases were inadequately investigated. Furthermore, IPV was omitted as
a discharge diagnosis in 38% (47/124) of encounters. Overall, 64% (79/124) of charts demonstrated a lack of trauma-
and violence-informed care (TVIC) principles in the documentation of IPV-related encounters.

Conclusions These findings highlight that gaps exist for ED patients experiencing IPV and illuminate areas for
improvement of clinical care. We provide evidence-based recommendations for ED providers to improve their
management of IPV, including review of mandatory reporting legislation, overview of clinical criteria requiring
contrast imaging for strangulation, and discussion around the significance of including IPV in ED discharge diagnosis.
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Background

Four out of 10 women and three out of 10 men have expe-
rienced some form of intimate partner violence (IPV) in
their lifetime [1]. Although IPV happens to all gender
identities, women experience the highest risk of morbid-
ity and mortality. As such, IPV is considered a form of
gender-based violence. Data regarding IPV are stagger-
ing: a recent Canadian report found that more than two-
thirds of all victims of femicide were killed by an intimate
partner [2]. In Canada, one woman is murdered by her
intimate partner approximately every 6 days [3, 4]. Of
those killed by their abuser, 44% were seen in the emer-
gency department (ED) in the two years preceding their
murder [5]. In this context, the ED can play a pivotal role
in preventing IPV-related morbidity and mortality.

Despite this, many ED providers feel uncomfortable
discussing and managing IPV [6, 7]. Evidence suggests
that ED providers often fail to ask about IPV, forgo offer-
ing safety planning and specialized services, or even avoid
fully engaging when IPV is raised [8—11]. In addition,
patients experiencing IPV often report overall negative
ED care experiences [12], including feeling blamed and
shamed by ED providers for their experiences of violence
[13]. Negative provider attitudes directly harm those
experiencing IPV by decreasing the likelihood of ending
violent relationships [14]. Negative ED experiences can
also lead to re-victimization [9], decreased future care-
seeking [15, 16], as well as many adverse health, financial
and legal outcomes [17, 18].

There are many local and international guidelines for
the management of IPV and sexual assault [19-21], but
despite this, medical management of IPV within the ED
is often sub-optimal. The standard of care based on these
guidelines includes avoiding harmful language in both
interactions and documentation, completion of manda-
tory reporting, appropriate treatment of injuries, offer of
referral to specialized IPV services, and inclusion of IPV
in the patient’s final discharge diagnosis. Despite these
clearly articulated guidelines, literature suggests that
fewer than 20% of patients coming to the ED for sexual
assault are provided care in accordance with guidelines
[22]. These shortcomings may be exacerbated by rising
rates of health care provider burnout [23], which has
been associated with victim-blaming attitudes towards
patients presenting for IPV [24].

With regards to mandatory reporting, healthcare pro-
viders in all Canadian provinces and territories (as well as
all American states) are required to make a report to their
local Child Protective Agency (henceforth referred to as
CPA, but also known as Family and Children Services
(FACS) or Children Aid Society (CAS) in other regions)

whenever there is concern that IPV is occurring in the
presence of a child [25, 26]. Of the 148,536 investigations
conducted by Ontarian CPAs in 2018, 74% were initiated
after a report from a professional referral source, such as
hospital personnel [27]. While there are some studies on
the barriers to screening for IPV in pediatric EDs [28],
there are few studies that assess ED provider compliance
with mandatory reporting laws.

In terms of medical management, strangulation is
unfortunately quite common amongst those experienc-
ing IPV, with data from the Alberta Council of Women’s
Shelters suggesting that at least 55% of women staying
in emergency shelters have experienced some method
of strangulation [29]. Identification of IPV-related stran-
gulation is critical, as having a history of prior strangula-
tion is associated with an over seven-fold odds (OR 7.48,
95% CI 4.53-12.35) of being killed by an intimate part-
ner [30]. Strangulation is associated with both an acute
and delayed risk of morbidity and mortality, through
arterial injury which can result in subsequent dissection
[31], pulmonary edema [32], and hypoxic-ischemic brain
injury [33]. While guidelines suggest that most strangu-
lation be investigated using head and neck computer-
ized tomography angiography (CTA) to rule-out vascular
injury [34], there is little data to assess what percentage of
patients are actually investigated with CTA after experi-
encing strangulation.

With respect to discharge diagnosis, not only does
adequately labeling a presentation contribute to popu-
lation-level data used for research and advocacy, but it
also allows better patient—physician communication [35,
36]. There are many studies detailing how emergency
room providers (ERPs) under-recognize IPV [36, 37].
For example, one study from Michigan found that, of all
people identified as experiencing IPV by the county pros-
ecutor’s office, only 6% were identified by ERPs [37]. In
addition, studies frequently use discharge diagnosis to
capture trends on health care utilization and demograph-
ics of patients experiencing IPV, relying on standardized
codes such as the International Statistical Classification
of Diseases (ICD-11) [38] which utilize non-specific and
sometimes even outdated terms such as “Battered Spouse
Syndrome” [39]. However, despite the importance of
accurate ED discharge diagnosis, there is a paucity of data
detailing how ERPs conceptualize IPV within their final
discharge diagnosis. In particular, no studies examine
how providers may recognize a patient as experiencing
IPV without including IPV in their discharge diagnosis.

Finally, numerous studies highlight the implicit and
explicit biases that individuals experiencing IPV may face
in the healthcare system, including within the ED [40,
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41]. Negative language, such as questioning a patient’s
credibility, stereotyping or portraying patients as diffi-
cult, particularly when written in the medical chart, has
been theorized to transmit bias and affect the quality
of care that patients receive [42]. Discourse analysis is a
method that studies and analyzes patterns in communi-
cation which depict a conception about the world [43].
Discourse analysis has been noted as a research strategy
which can be used to explore the relationship between
healthcare providers’ language and their ideology [44].
We defined discourse as a written communication that
depicts a narrative, in our case any beliefs held by provid-
ers regarding patients having experienced IPV. There are
few studies that have examined the presence of negative
discourses in ED provider documentation during care of
patients experiencing IPV. Furthermore, it is well estab-
lished that equity-deserving groups — such as 2-Spirited,
Lesbian, Gay, Bisexual, Transgender, Queer or Question-
ing (2SLGBTQ+) individuals, Black, Indigenous and Peo-
ple of Color (BIPoC) and individuals with (dis)abilities
— are more likely to have negative experiences and face
bias within the healthcare system [45, 46]. Yet, few stud-
ies report on these groups specifically, despite the fact
that they are disproportionally affected by IPV [47-50].

While conducting a recent retrospective chart review
regarding IPV presentations to the ED during COVID-19
[51], our research team captured data regarding ED man-
agement for IPV that was often divergent from the above
discussed guidelines. A literature review highlighted that
there is little data investigating whether such clinical
guidelines and recommendations are in fact being met.
Therefore, we sought to fill this gap while also providing
examples and recommendations on areas of improve-
ment for ED providers in caring for patients presenting
with IPV. Specifically, this analysis sought to examine
three primary objectives: (1) ED compliance with man-
datory reporting legislation, (2) medical management of
strangulation, and (3) inclusion of final discharge diagno-
sis containing IPV. We also analyzed the language used
by ED providers in Electronic Medical Records (EMR) of
patients presenting with IPV as a secondary exploratory
objective.

Methods

Study setting

This study took place within a two-hospital academic
institution in Ontario, Canada with a catchment area
serving 500, 000 residents [52]. Data were collected
through retrospective chart review of the ED’s EMR and
documentation from the hospital’s Sexual Assault and
Domestic Violence Program (SADVP). The SADVP is
a specialized service offering clinical and forensic care
for IPV and Sexual Assault. All patients included in this
study were initially seen in the ED and then referred to
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the SADVP, where they had detailed medical and foren-
sic data collected, including demographics, presence/
absence of children in the home where violence occurred,
as well as the types of violence experienced, including
whether strangulation had occurred. Data were collected
for all ED visits between December 17, 2018 and June 16,
2021.

Study participants

Any patient over the age of 14 years old (the SADVP’s
age cut-off) who were seen in the ED and subsequently
referred to the SADVP for IPV were included. IPV was
defined as any behavior by an intimate partner or ex-
partner that caused physical, sexual or psychological
harm, typically as an attempt to assert power or control
over the other [53]. Pediatric patients (< 14 years), or
those seen by the SADVP for non-IPV forms of violence,
such as non-partner sexual assault, were excluded.

Data collection

Clinical and sociodemographic data were extracted from
the charts by two reviewers (AR, JL), while 10% of charts
were audited by a third chart-reviewer (ED) for qual-
ity assurance. Data were de-identified and recorded in a
spreadsheet. Sociodemographic data included age, sex
assigned at birth, gender identity, (dis)ability status, lan-
guage, religion, marital status, ethnicity/race, housing
instability or homelessness, and current or previous men-
tal health diagnosis.

For mandatory reporting, the presence of depen-
dents at home was extracted from the SADVP charts
(or elsewhere if present). If this was the case, mandatory
reporting to CPA was considered complete only if it was
explicitly documented in the ED chart. This process was
repeated to assess the appropriate mandatory reporting
of gunshot wounds.

In cases where strangulation was recorded as hav-
ing occurred (whether in the ED or SADVP documen-
tation), reviewers assessed charts for any historical or
physical exam criteria requiring imaging with CTA (as
per guidelines [34]). Strangulation was deemed “inad-
equately investigated” if criteria were met but CTA was
not completed.

With regards to discharge diagnosis, ED charts were
marked as containing IPV if “IPV” or another equivalent
(including “abuse’, “domestic violence’, etc.) was recorded
as one of the ED discharge diagnoses. Notably, IPV could
be either the primary or a subsequent diagnosis (and this
was recorded as well).

For our exploratory objective regarding documentation
that did not align with TVIC in the charts, the follow-
ing four terms of interest were identified a priori based
on their negative connotations in the context of IPV:
“Refuses/Refused’; “Alleges/Alleged’, “Claims/Claimed’,
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“Denies/Denied”. These terms were felt to reflect victim-
blaming or stereotyping, paternalistic or controlling atti-
tudes, disapproval of the patient, use of harmful legal
terms, and/or discrediting or doubting the veracity of
patients’ experiences [21, 42, 54, 55]. They were chosen
specifically based on the Canadian Association of Emer-
gency Physicians’ (CAEP) 2022 Position Statement on
IPV as well as through discussion with our local content
expert (JL). These words were noted as either present or
absent during chart review. Using an approach adapted
from discourse analysis [43], reviewers also recorded ver-
batim quotes of overtly negative terminology to provide
qualitative examples. Of note, the term “Denies/Denied”
was subdivided into non-medical (statements illustrat-
ing doubt of patients’ truthfulness) and medical uses
(statements expressing the absence of physical or mental
health symptoms) for better contextualization.

Table 1 Sociodemographic characteristics of patients
experiencing intimate partner violence seen in the emergency
department between December 17, 2018 and June 16, 2021
(N=124)

Demographic Characteristics

Total (% of N=124)

Age (years) 31.0(26.0-408) '

Gender 120 (97)
Women

Marital Status 64 (52)
Single 46 (37)
Married/Common-Law 14(171)
Separated/Divorced/Widowed

Primary Language 119 (96)

English ) 5(4)
Non-English (with or without interpreter)®”

Number of Dependants 35(28)
None 27 (22)
One 27 (22)
>Two 35(28)
Missing Data

Employment 18 (10)
Employed 15(15)
Unemployed/Student/Retired 91 (73)
Missing Data

(Dis)ability 25 (20)
Any (Dis)ability 99 (80)
Missing Data

Other Important Sociodemographic Features 90 (73)
Current or previous mental health diagnosis 10 (8)
Current homelessness or housing instability 17 (14)
Disclosed history of abuse/trauma 15(12)

Previous SADVP Engagement
 Data are median +inter-quartlier ranges

5 Due to small cell sizes, categorical data were combined

“Non-English included the following sub-groups: French, Other/No-interpreter,
Other/Interpreter-used

2 (Dis)ability included the following sub-groups: Mobility/Physical (Dis)ability,
Mental Health Condition, Vision Impairment, Hearing Impairment, Intellectual
or Learning (Dis)ability and Other/Unspecified (Dis)ability
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This study received approval by the Queen’s Univer-
sity Health Sciences and Affiliated Teaching Hospitals
Research Ethics Board (#6033039).

Data analysis

All data were analyzed using SPSS Ver 27 [56]. Descrip-
tive statistics included frequencies and percentages for
categorical variables and median with interquartile for
continuous variables. A systematic review [55] was uti-
lized to identify providers’ commonly held ideas related
to patients experiencing IPV and to contextualize any
non-trauma-informed language used when documenting
IPV encounters in the EMR. The first step in analyzing
the data was repeated reading of the documentation. This
allowed the reviewers (AR and ED) to identify common
non-TVIC beliefs, behaviors or language. These occur-
rences were identified by examining the content within
the sociological and cultural context of the ED, using
both explicit and implicit themes found in providers’
documentation.

Results

Characteristics of the study population

There were a total of 124 presentations to the ED that
subsequently resulted in a referral to the SADVP, includ-
ing nine repeat visits. The median age of included
patients was 31 years (IQR 26.0-40.8), with a range of
18-71 years. Most patients self-identified as women, rep-
resenting 97% (120/124) of the study population. How-
ever, given that our EMR does not explicitly ask about
gender identity, data on the proportion of trans- versus
cisgendered women is incomplete. Data on religion,
employment, (dis)ability, ethnicity/race and sexual ori-
entation were frequently missing from charts, with 66%
(82/124), 73% (91/124), 80% (99/124), 90% (111/124),
and 99% (123/124) of data missing, respectively. A high
percentage of patients (73% or 90/124) had a current or
previous mental health diagnosis. A notable minority
identified as experiencing homelessness or housing insta-
bility (8% or 10/124). Detailed demographic data can be
found in Table 1.

Among the sample of individuals experiencing IPV and
seeking care in the ED, many and often multiple, forms
of IPV were reported: 85% (105/124) of presentations
involved physical violence, 18% (22/124) involved sexual
assault, and 54% (67/124) involved other forms of abuse
(such as verbal abuse, psychological abuse, stalking, con-
finement/isolation, cyber-violence, spiritual abuse, and/
or financial abuse). These exceed our sample size of 124
because they are not mutually exclusive.
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Table 2 - Management of intimate partner violence
investigations, documentation and mandatory reporting for ED
visits that involved IPV (N =124)

Number of Charts (%)
Strangulation
Presence of strangulation 36 (29.0)
Strangulation meeting criteria for CTA 25(20.1)
Investigated with CTA 3(24)
Not investigated with CTA 2207.7)
Mandatory Reporting for Children
Patients with Dependents at Home 54 (43.5)
CPA explicitly notified by ERP 31(574)
CPA not explicitly notified by ERP 23(42.6)
Final Discharge Diagnosis
IPV as only diagnosis 61(49.2)
IPV and other diagnosis 16 (12.9)
IPV not listed at all 47 (37.9)

CPA - Child Protection Agency

CTA - Computerized tomography angiography
ED - Emergency Department

ERP - Emergency room physician

IPV - Intimate Partner Violence

Mandatory reporting
Of the 44% (54/124) of patients with children at home,
43% (23/54) had no documented notification to CPA by
ED providers. These data can be found in Table 2.

Only one (0.7%) IPV-related gun-shot wound was seen
in the study period. This was not reported to the police.

Strangulation

Among participants, 29% (36/124) of IPV encounters
involved strangulation. Of these, 69% (25/36) warranted
contrast imaging based on the Family Justice Centre
Alliance Imaging Recommendations for the Medical/
Radiographic Evaluation of Acute Adult, Non-Fatal
Strangulation guidelines [34]. However, only 12% (3/25)
of these patients were investigated with a CTA in the ED
(Table 2).

Final discharge diagnosis containing IPV

Of the patients evaluated in the ED following IPV, 62%
(77/124) were discharged with a diagnosis of IPV, while
38% (47/124) did not have IPV listed as a discharge diag-
nosis (Table 2).

Language

Of the 124 ED charts reviewed, 64% (79/124) contained
at least one example of negative language and 20%
(25/124) had multiple instances of non-TVIC language.
The most frequently used negative terms were “denies/
denied’, which occurred in 53% (66/124) of charts.
Among these charts that documented “denies/denied’,
44% (29/66) of uses were in a strictly medical context,
such as when a patient expressed “no” to questions
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related to physical symptoms (e.g. “denies headache”), but
56% (37/66) of these charts used “denies/denied” in non-
medical contexts, such as inquiring whether the patient
was intoxicated by drugs or alcohol during an assault.
Other negative terms were also relatively commonplace
among ED charts: with 11% (14/124) containing “refuses/
refused’, 7% (8/124) containing “alleges/alleged’, and
2% (3/124) containing “claims/claimed” Other negative
language was seen in 19% (23/124) of charts, including
words such as “difficulty” (n=1), “uncooperative” (n=1),
“non-compliant” (n=1), “emotional” (n=1) and “hysteri-
cal” (n=2), among others. Demonstrative examples with
verbatim quotations are highlighted in Table 3.

Discussion

Summary of findings

Our findings demonstrate persistent deficiencies in ED
clinical care metrics for patients experiencing IPV. Spe-
cifically, in this retrospective chart review we observed
that mandatory reporting is often missed, strangulation
is routinely under-investigated, IPV is frequently omitted
from discharge diagnoses, and the use of negative lan-
guage in ED documentation is common. These findings
highlight current gaps in assessment and management of
IPV within the health care system, and the critical need
for more education and training for providers. Simi-
lar conclusions have been drawn by the 2024 Ontario
Domestic Violence Death Review Committee (DVDR),
which summarized data from a 10-year period in Ontario
[57], as well as The Ryan Inquest [58], a Coroner’s inquest
examining the tragic murder of Gladys Helen Ryan by her
husband in the Coburg ED in 2017. The inquest produced
several recommendations directed towards health care
training programs, Local Health Integration Networks,
Home and Community Care Support Services, as well as
the Ministry of Health. Both these reports emphasized
the need for enhanced training on elder abuse and IPV,
as well as the development of structured institutional
assessment and management strategies to better identify
and mitigate risks for patients experiencing violence [57,
58]. Despite such recommendations being raised repeat-
edly, progress in implementing meaningful change has
been slow.

Mandatory reporting

Data from this study highlights that ED providers fre-
quently overlook inquiring about the presence of chil-
dren in the home where violence is occurring, as well as
documenting completion of mandatory reporting when
it is indicated. Even more concerning is that this study
most likely underestimates this phenomenon as some
patients did not receive full SADVP evaluation and sub-
sequent documentation of children in the home. In addi-
tion to rules governing mandatory reporting of minors
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Table 3 Sample quotes of non-trauma informed language used in charts

Common Harmful False Stereotypes

Theme 1: Perpetuating victim-blaming

«“pt came home and she and her partner got in an argument because she is an EtOHolic”

«“Ptis still living with attacker”

Theme 3: Perceiving patient as “crazy” or “hysterical”

«“[ptis a] challenging historian, very scattered recollection of events”
«“emotional upset of same, rambling thoughts +++++"
+"too hysterical to provide her name and dob”

«“Patient whispering, but obviously able to speak in normal voice at times”

Theme 2: Perceiving patient as “difficult” or “hostile”
-“pt giving ++ attitude to RN"

«“[Patient is] Difficult”

«"Pt not willing to talk without an interpreter present as
ptis deaf”

Theme 4: Perceived discrimination based on mental
illness, substance use or low SES

-“poorly dressed/disheveled, unkempt”

«"Pt was ++ malodorous with smell of urine”

Common Harmful Words

Refuses/Refused

«“pt was seen by EMS on scene though refused to come with them”
«“pt refused further exam or investigation”

«"pt refused to sit in chair”

«"Pt refused to give consent and refused to talk with the SADVP nurse any further

Denies/Denied
Examples in medical context
-“denies hallucination”
«“denies SOB”
-“denies headache”
Examples in non-medical context
-“denies reciprocating”
-“denies any sexual violence at this time”,
+"saw SADVP [previously], although pt denies this”
Examples related to substance use
-“denies recent substance use”
-"denies crystal meth use in last days, denies IVDU"
-“denies opioids/etoh/other substances”

Alleges/Alleged

-"Allegedly assaulted by husband”

+“[...]J unlikely related to alleged assault”

- Discharge Dx 1 is "Alleged Assault”

-“describes being in an allegedly abusive relationship’, “al-
legedly, she was sexually abused and physically abused”

"

Claims/Claimed
«“[Pt] claims he struck her by punching her whole body”
«"Pt also claims that she was punched in the head”

Dx - Diagnosis

EMS - Emergency Medical Services

Etoh - Ethanol

IVDU - Intravenous Drug Use

Pt - Patient

SADVP - Sexual Assault and Domestic Violence Program
SES - Socio-Economic Status

at risk, many Canadian provinces and territories have
also adopted mandatory reporting policies for gunshot
wounds [59]. While there was only one gunshot wound
in the included study population, it went unreported
despite regulations, suggesting another overlooked area
of mandatory reporting as it pertains to IPV.

There are many potential reasons why ED providers
may have failed to document these mandatory reporting
instances, including forgetting to inquire in the first place,
neglecting to document that a report was made, and/or
purposefully avoiding asking about children in order to
circumvent their duty to report and risk breaking their
therapeutic alliance with the patient. It also is possible
that ED providers simply assume that specialized IPV-
care teams will complete a report on their behalf. How-
ever, this assumption is dangerous as it is not uncommon
for patients to leave the ED prior to their evaluation by

the specialized IPV care team, something that was seen
more than once in this study sample. Regardless of the
reason, these patterns place children at risk. It is well-
established that exposure to violence as a child is associ-
ated with increased risk of negative physical, mental, and
socioeconomic outcomes, as well as perpetrating and/or
experiencing IPV later in life [60]. Therefore, reporting
IPV that occurs in the presence of a child is an impactful
opportunity for intervention by ED providers.

Medical management of strangulation

We observed clinical variability in the investigation
of strangulation, including an alarming rate of under-
investigation of strangulation that was associated with
worrisome historical or physical exam features, such as
incontinence, dysphonia, dyspnea or neck contusions
[34]. Among the 25 patients who met imaging criteria
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following strangulation, only three (12%) were appro-
priately investigated with CTA, suggesting that many
patients in the study population were under-investigated.

Many previous studies have highlighted the dangers
of strangulation injuries, including the high mortality
it carries [30]. Despite its lethality, patients experienc-
ing violence often “normalize” strangulation, viewing it
as equivalent to other forms of physical violence such as
pushing [61]. This may explain why patients do not vol-
unteer that they have been strangled without prompting,
all of which highlights the critical importance of routine
screening for strangulation among persons experiencing
IPV.

Final discharge diagnosis

IPV is often unrecognized in the ED. In over a third of
the cases we reviewed, physicians omitted a diagnosis of
IPV altogether at ED discharge. This is in keeping with
previous studies that found healthcare providers often
use euphemisms to describe and discuss IPV, such as
“conflict” [62], “assault by bodily force” [63] or “social
problem” [64]. This may be due to providers’ lack of com-
fort with IPV [65], or it may reflect negative stereotypes
or victim-blaming attitudes more broadly [62]. The lack
of modern language in ICD-11 coding for IPV diagnosis
also likely represents a barrier to including IPV within
the discharge diagnosis. Failing to appropriately classify
a patient’s ED presentation as related to IPV represents
a misdiagnosis. This can negatively impact a patient’s
legal outcomes down the line [66] and also contribute
to underreporting of IPV-related ED visits on a local
and population-level. This underreporting can be detri-
mental to public health initiatives, research, and funding
allocation for IPV and IPV care programs [54]. We rec-
ognize that in some centres, EMRs automatically print
discharge diagnoses for patients prior to departure from
the hospital, which may increase the risk of violence from
an assailant. Therefore, we recommend a careful and
context-specific approach to including IPV in discharge
diagnoses. We strongly encourage providers to docu-
ment IPV whenever it can be done without increasing the
patient’s risk of harm (as in our context) and to advocate
for mechanisms such as “lock boxes” that allow for safe
and confidential documentation.

Language

We found many instances of negative language being
used by ED providers, which can have numerous negative
repercussions for patients during their ED care and long-
after. Previous literature has demonstrated that providers
often perceive patients presenting for IPV as “difficult’
or “hostile” [67]; “crazy’, “hysterical” and “unreliable”;
or as “incapable” because of mental illness, substance
use, or low socioeconomic status [55]. These negative
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stereotypes and false beliefs regarding IPV are unfortu-
nately reflected in our data, given multiple instances of
patients being described in such terms. Given the gen-
dered nature of IPV and the fact that most of our study
population identified as women, these tropes may be
rooted in misogyny [68].

Our study also highlights that victim-blaming attitudes
from providers are also relatively commonplace, as evi-
denced by representative quotations in Table 3. These
negative attitudes and stereotypes are not only hurtful
for patients who subsequently read their own medical
records, but can also perpetuate bias for the next pro-
vider who reads previous documentation during future
medical encounters [69]. Evidence suggests that patients
experiencing violence or trauma are hyper-aware of ver-
bal and non-verbal cues from providers [70]. Therefore,
if the negative language in charts reflects the providers’
state of mind during the clinical encounter, these atti-
tudes are likely to be noticed by the patient. This lack of
TVIC leads to negative ED experiences, which results
in further harm through secondary victimization [71].
This is supported by a recent study demonstrating that
patients having experienced IPV have had negative expe-
riences in the ED [12]. Ultimately, this leads to future care
avoidance and contributes to worse physical and mental
health outcomes from IPV [17, 18, 71-73].

Negative language in ED documentation can also have
significant legal ramifications. The use of legal terms
such as “alleged/alleges” implies doubt regarding the
patient’s experience which can impact legal outcomes.
Physicians have been previously noted to be worried
about legal repercussions or liability should they docu-
ment a false report of IPV [74]. However, false reports
of IPV are rare and have been estimated to occur in only
2-10% of cases [75]. Regardless, physicians are medical
practitioners, not legal stewards, and they typically rely
on patients’ accounts of events without calling them into
question. For example, when seeing a patient with an
ankle fracture, one would not document the mechanism
as “alleged fall from sidewalk”. Furthermore, using terms
such as “deny/denies” when asking about the patient’s
use of drugs or alcohol during the assault may imply
distrust or even blame of the patient that could prove
harmful in subsequent legal proceedings [66]. Although
health care providers often employ terms such as ‘deny/
denies”, definitions of this term in non-medical contexts
include to “refuse to admit or acknowledge (something)”
[76]. Ultimately, providers should aim to document visits
involving IPV with the same principles as for any other
medical presentations: in an objective, detailed, and com-
plete manner. Beyond helping validate criminal charges,
accurate documentation of IPV can have numerous posi-
tive impacts in patients’ lives including facilitating the
filing of a peace-bond or restraining order, qualification
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for special priority housing, gaining immigration ben-
efits, and even accessing insurance [77-79]. Given these
findings, it may in fact be harmful for providers to use
language that implies skepticism of the patient’s presen-
tation. This exemplifies the many reasons why the lan-
guage and attitudes expressed in provider documentation
is important.

Strengths and limitations
Limitations
This study has some notable limitations. First, only
patients who disclosed IPV during their ED care and
were subsequently referred to the SADVP were included.
Given how underrecognized IPV is within the ED, this
means many patients experiencing IPV were likely not
captured which represents a selection bias. Second, while
we attempted to collect detailed demographic data, we
were limited by the retrospective nature of this study and
demographic presets of our hospital's EMR. In addition,
charts with incomplete or missing data were encountered
as some patients were referred to the SADVP but subse-
quently declined care, while others left after only a par-
tial SADVP evaluation. Third, this was a single institution
study with a relatively small sample size. The study pop-
ulation was largely Caucasian women and thus may not
be representative of more diverse ED populations. Thus,
results from this study lack generalizability to other geo-
graphic settings and to more diverse populations. Fourth,
given the retrospective nature of this study that relied on
medical records, limitations related to lack of blinding
to the study purpose, presence of confounding factors,
and possible inconsistencies in coding information may
have been present. Examples of specific confounders in
this study include the impact of COVID-19 related burn-
out on ERPs’ ability to avoid biased documentation, the
impact of contrast shortage on completion of CTAs, and
EMR’s impact on selection of final discharge diagnoses.

Similarly, because many study outcomes relied on lan-
guage, limitations included language ambiguities and
confirmation bias. To minimize these ambiguities, previ-
ously established definitions were used to minimize bias
and increase consistency [42]. The term “denies/denied”
was also subdivided into medical and non-medical con-
texts to be more representative of language encountered
in clinical practice. In addition, because there was no
control group, we cannot compare the use of negative
language used by ED providers caring for patients pre-
senting with medical complaints unrelated to IPV, or for
other equity-deserving patient groups. Thus, more stud-
ies are needed to say with certainty if negative language is
universally more frequent for patients experiencing IPV
compared to those who aren't.

Lastly, it is likely that cases of strangulation were
missed by providers and are subsequently underreported

Page 8 of 12

in our dataset. To begin, patients may not recall expe-
riencing strangulation due to loss of consciousness or
post-traumatic retrograde amnesia. Next, strangulation
was only recorded during data collection when docu-
mentation explicitly stated its presence, thus, missing
cases where providers did not ask about or did not docu-
ment strangulation. Additionally, some patients may not
understand technical language such as “strangulation”
and may have been missed when providers did not ask
questions in lay terms such as “being choked” or “having
an object or hands around your neck” Lastly, the exis-
tence of dependents was recorded during the detailed
SADVP intake interview. This was then compared to ED
documentation. This may have led to a discrepancy in
cases where ED providers asked about children or noti-
fied CPA without documenting it. In addition, no age was
recorded for dependents and therefore some dependents
may have been older than 16 years old, which would not
necessitate mandatory reporting in our region.

Strengths

This study is the first to our knowledge to evaluate
clinical care parameters for IPV such as ED mandatory
reporting patterns, medical management of strangula-
tion, inclusion of IPV as a final discharge diagnosis and
non-TVIC language in official documentation. It is also
one of few studies to specifically examine ED charts for
the use of harmful legal terms and biased language. We
employed duplicate review to establish inter-rater reli-
ability and add validity to the chart abstraction. Inclusion
of qualitative information from the charts allowed for
contextualization of quantitative findings.

Recommendations

Recommendations for clinicians

Based on our findings, we present recommendations to
improve ED care for patients experiencing IPV which can
be found in Table 4. In summary, medical management of
patients should include appropriate TVIC which includes
avoidance of harmful language in documentation, as well
as appropriate management of injuries from strangula-
tion [79]. Departments should offer frequent educational
opportunities regarding IPV to all providers in direct
contact with patients, as well as offer reminders regarding
legal duties of care based on their province/state policy.
Providers should also be mindful of listing IPV within the
discharge diagnosis when this does not place the patient’s
safety at risk. This should be the case even if the patient
has presented for suicidal ideation, alcohol intoxication,
physical injuries, or pelvic inflammatory disease. In these
examples, it is important to consider IPV as a potential
contributing factor and enter it as non-primary discharge
diagnosis when a patient screens positive.
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Table 4 Recommendations for clinicians
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1. Create educational opportunities for ED providers surrounding:
4 Providing Trauma-Informed Care
¢ Myths surrounding IPV
4 Managing IPV in the emergency context
2. Avoid harmful language in medical documentation
- Implication of Doubt
4 Use patient “states” or “reports”instead of “alleges” or “claims”
# Avoid documenting “alleged assault”
4 Avoid using “denies”in a non-medical context
- Bias Check

# Believe your patient

4 Be cognizant of the impact of biased language in medical records on future visits

4 Document “declines/declined” instead of “refuses/refused”

¢ Document “states/stated no [...]" or "does/did not report [...]"instead of “denies/denied”

4 Emphasize thoughtful and informed shared-decision making
- Harmful Stereotypes
# Perceiving patients as manipulative or hostile

4 Perceiving patients as incapable because of mental illness, substance use, or low SES

# Perceiving patients as “crazy’, irrational or unreliable
# Perceiving patients as deserving of violence (victim-blaming)

3. Complete appropriate mandatory reporting
- Review Local Requirements for Mandatory Reporting

4 Ask and document about presence of children
4 Remember gunshot wounds require reporting

4 Consider Duty to Warn and Protect in cases of serious risk of homicide

4 Don't rely on other providers to report in your place
4 Consider legal ramifications of not performing all duties of care

4. Assessment of strangulation
- Screen
# Screening questions examples include:

« Does your partner ever put their hands or an object around your neck?

- Does your partner ever sit/kneel on your chest or back, making it difficult to breathe?

« Does your partner ever put a hand/object over your nose and/or mouth?

-Image
4 Complete contrast imaging of head and neck when indicated:

@ History: loss of consciousness, visual changes, incontinence, seizures, amnesia or dysphonia
@ Physical Exam: decreased level of consciousness, facial, intraoral or conjunctival petechiae, neck contusions or subcutaneous emphysema

5. Indicate the appropriate discharge diagnosis

- Include IPV or equivalent within the discharge diagnosis if it does not jeopardize patient safety

IPV - Intimate Partner Violence

SES - Socio-Economic Status

Recommendations for future research

Future research should include larger scale prospective
studies allowing for more reliable detection of trends in
provider behaviors. Given the disproportionate risk of
bias within the healthcare system, under-recognition of
IPV, and lack of specialized resources for diverse popula-
tions [80, 81], more research focused on IPV-related ED
visits among men, 2SLGBTQ + and BIPoC patients, as
well as other equity-deserving groups should be under-
taken. Future studies should also focus on medical man-
agement and care experiences of patients seen in the ED
without subsequent SADVP or specialized outpatient
follow-up. To foster this, providers and administrators
should consider the automatic incorporation of detailed
sociodemographic information related to race, sexual

orientation, gender, and (dis)ability in EMRs to facilitate
more inclusive data collection and equitable care.

Conclusion

Many gaps remain in the assessment, management, and
documentation of IPV in the ED. These include failing to
document presence of children at home and subsequent
mandatory reporting, suboptimal clinical management of
strangulation, omitting IPV from the final discharge diag-
nosis, and use of non-TVIC language in charting. This
study allows for reflection on avenues for improvement
of providers’ approaches to IPV and offers several tangi-
ble recommendations for clinical practice. These include
ensuring appropriate medical management of strangula-
tion, avoiding harmful language in documentation that
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conveys doubt or perpetuates harmful stereotypes, and
prioritizing the selection of an accurate discharge diag-
nosis whenever safe.
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