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Clinical Report—Intimate Partner Violence:
The Role of the Pediatrician

abstract
The American Academy of Pediatrics and its members recognize the
importance of improving the physician’s ability to recognize intimate
partner violence (IPV) and understand its effects on child health and
development and its role in the continuum of family violence. Pediatri-
cians are in a unique position to identify abused caregivers in pediatric
settings and to evaluate and treat children raised in homes in which
IPV may occur. Children exposed to IPV are at increased risk of being
abused and neglected and are more likely to develop adverse
health, behavioral, psychological, and social disorders later in life.
Identifying IPV, therefore, may be one of the most effective means of
preventing child abuse and identifying caregivers and children who
may be in need of treatment and/or therapy. Pediatricians should
be aware of the profound effects of exposure to IPV on children.
Pediatrics 2010;125:1094–1100

INTIMATE PARTNER VIOLENCE: DEFINITION AND EPIDEMIOLOGY

The Centers for Disease Control and Prevention defines intimate part-
ner violence (IPV) as a pattern of coercive behaviors that may include
repeated battering and injury, psychological abuse, sexual assault,
progressive social isolation, deprivation, and intimidation.1 These be-
haviors are perpetrated by someone who is or was involved in an
intimate relationship with the victim. Traditionally, research has fo-
cused on the subset of IPV that is partner violence against women. It
has long been recognized, however, that partner violence against men
is a substantial concern as well.2 IPV occurs in heterosexual relation-
ships and although the research is limited, it is also known to occur in
lesbian, gay, bisexual, and transgender relationships.3

Patterns of dating violence behavior often start early. Adolescents have
a particularly high risk of IPV. Approximately 1 in 5 female high school
students report being physically and/or sexually abused by a dating
partner.4 A study of college students revealed that nearly half of them
had been the victim of emotional, sexual, and/or physical violence by a
partner.5 Females 16 to 24 years of age aremore vulnerable to IPV than
any other age group.3 Given the complexities and unique dynamics in
the teenaged population, further discussion of IPV in adolescent rela-
tionships is beyond the scope of this report. Information on adolescent
dating violence is available from the Centers for Disease Control and
Prevention.6

It is estimated that approximately 1.5 million women and 830 000 men
are physically or sexually assaulted by an intimate partner annually in
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the United States.7 Many of these vic-
tims are victimized more than once,
which raises estimates of event inci-
dence to approximately 4.8 million
women and 2.9 million men assaulted
annually in the United States. When
considering additional and more com-
mon forms of IPV, such as emotional
and psychological abuse, it is believed
that 1 in 3 women worldwide will be
abused in her lifetime.8 In 2004, IPV re-
sulted in 1544 deaths in the United
States; 75% of the victims were
women.9

IPV AND THE CHILD

As children develop and grow in a
home in which they are exposed to IPV,
they face not only the risk of becoming
involved in an abusive act but also
the risk of significant psychosocial
trauma from exposure to abusive
events. Each of these risks will be
considered separately.

The Child as a Victim of Abuse

Children can become the victims of
IPV-related abuse even before birth.
Pregnancy may increase a woman’s
risk of being abused, and it is esti-
mated that 3% to 19% of pregnant
women are the victims of IPV.10 Abuse
during pregnancy has been associated
with several poor health outcomes for
the infant, including preterm labor,11

low birth weight,11 intracranial inju-
ry,12 and neonatal death.13 Rivara et al14

reported increased health care utiliza-
tion and costs for children whose
mothers have experienced IPV, even
when the violence stops before the in-
fant’s birth.

The co-occurrence of child abuse and
IPV is well documented, and study re-
sults have indicated that in 30% to 60%
of families in which either child mal-
treatment or IPV is occurring, the
other form of violence also is being
perpetrated.15 One study revealed that
if IPV was occurring in the home dur-

ing the first 6 months of child-rearing,
physical child abuse was 3.4 times
more likely, and child psychological
abuse or child neglect was twice as
likely up to the child’s fifth year.16 In
many of the studies that examined the
co-occurrence of child abuse and IPV,
child maltreatment was preceded by
IPV. IPV has been called the leading
precursor of child maltreatment.
Identifying and intervening on behalf
of a caregiver who is experiencing
IPV, therefore, may be an effective
means of preventing child abuse and
neglect.14

It is also important to remember that
children may become the collateral
victims of IPV. A child may become the
victim of abuse by simply being held in
a caregiver’s arms while he or she
is battered. Older children may be
harmed while mediating a crisis or de-
fending the abused caregiver.17

The Child Exposed to Abuse

Exposure in the home to IPV as a child
is associated with a multitude of be-
havioral and mental health conse-
quences. It is estimated thatmillions of
children are exposed to IPV each
year,18 and pediatricians should be
aware of the profound effects on chil-
dren who are exposed to such vio-
lence.19,20 A clinical report from the
American Academy of Pediatrics (AAP)
provides guidance to the clinician on
understanding the behavioral and
emotional consequences of child mal-
treatment, including exposure to IPV.21

Perhaps the most compelling data to
detail the impairment associated with
exposure to IPV has come from the Ad-
verse Childhood Experiences study.
The original study assessed the effects
of abuse and household dysfunction
during childhood on long-term health
and quality-of-life outcomes.22 A suba-
nalysis of these data by Dube et al23

demonstrated that adults who were
exposed to IPV as children were 6

times more likely to be emotionally
abused, 4.8 times more likely to be
physically abused, and 2.6 times more
likely to be sexually abused than chil-
dren who were not exposed to IPV. The
behavioral effects of exposure to IPV
can be long-reaching, and the medical
effects can be profound. Exposure to
IPV, along with other adverse child-
hood experiences, has been shown to
be associated significantly with many
risk factors for the leading causes of
death in adulthood, including smoking,
severe obesity, physical inactivity, de-
pression, and suicide attempts.24

Children of abused caregivers demon-
strate significantly more internaliz-
ing behaviors, including anxiety, de-
pression, withdrawal, and somatic
complaints, as well as externalizing
behaviors, including attention prob-
lems, aggressive behavior, and rule-
breaking actions, than do children of
nonabused caregivers.24,25 These chil-
dren frequently have social function-
ing difficulties and trouble establish-
ing andmaintaining relationships with
their peers. They may be more likely to
be aggressive with peers and demon-
strate cruelty, bullying, and meanness
to others.26 Academic performance
may be poor. As adolescents, they may
adopt the same dynamic of violence in
their own dating or peer relationships.
Stress and anxiety can persist long af-
ter the trauma of IPV exposure, and
many children exhibit symptoms con-
sistent with posttraumatic stress dis-
order. Ultimately, some of these chil-
dren become abusers themselves.27

Given the significant overlap between
IPV and child maltreatment, practitio-
ners may wonder when a report to
child protective services is appropri-
ate. Individual states have differing re-
quirements for reporting concerns of
children exposed to IPV on the basis of
age of the child, relationship of the
child to the perpetrator of the violence,
and physical proximity of the child to
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the violent act. When a report is man-
dated, the practitioner should inform
the caregiver of the practitioner’s re-
sponsibility to report. In many situa-
tions, it is helpful for the caregiver to
file a report as well; doing so may
lessen later accusations of “failure to
protect.” When making this decision,
as every decision relevant to IPV situa-
tions, the safety needs of both the care-
giver and the child should be taken into
consideration. The Family Violence
Prevention Fund offers recommenda-
tions for pediatricians in states with-
out specific reporting requirements
for children exposed to IPV.28 These re-
quirements include an inquiry about
direct injury to the child, an assess-
ment of potential for danger (threats,
weapons, substance abuse), an as-
sessment of the caregiver’s ability to
plan for the child’s safety, and an as-
sessment of support and connections
to community resources.

ASSESSMENT FOR IPV

It is clear that IPV is a pediatric is-
sue. Plans for identification and
resources to incorporate into a
response are important consider-
ations for the pediatrician.

Whom to Ask?

Assessment for IPV may be ap-
proached in a universal or “case-
finding” manner. There is insufficient
evidence at this time to support one
approach over another. Some experts
advocate a case-finding approach to
IPV detection. Using this approach,
only caregivers with specific signs,
symptoms, or risk indicators for abuse
are asked about exposure to IPV. Pedi-
atricians need to be aware that most
abused caregivers will seek care for
their children but not for themselves,
which makes the pediatric setting an
ideal place to be alert to the presence
of IPV.29 Although a caregiver may
present with overt signs of injury, such
as facial bruising, it is much more

likely that the signs of abuse will be
subtle—depression, anxiety, failure to
keep medical appointments, reluc-
tance to answer questions about disci-
pline in the home, or frequent office
visits for complaints not borne out by
the medical evaluation of the child. In
fact, most of the time, indicators of
abuse are absent altogether.

Because of this situation, some experts
advocate “universal screening”—asking
all caregivers about IPV regardless of
clinical indicators. Assessing for IPV at
every patient encounter in the pediat-
ric setting has been demonstrated to
significantly increase the number of
victims who are identified.30,31 It re-
mains unknown whether there are po-
tential benefits and risks of conducting
assessments on a universal basis. The
US Preventive Services Task Force
found that, although screening in-
creases identification of abuse, there
is insufficient evidence to recommend
for or against universal IPV assess-
ments because no evidence exists that
universal IPV assessments reduce
morbidity or mortality of the abused
caregiver.32 Future research is neces-
sary to explore effective interventions
for IPV and to determine potential
harms and benefits of universal IPV as-
sessments. While these studies are be-
ing performed, it seems reasonable to
incorporate early and repeated ques-
tioning regarding IPV as part of antici-
patory guidance while remaining
mindful of clinical presentations that
suggest risk.

How to Ask?

Approaching the subject of IPV may be
uncomfortable for both the pediatri-
cian and the caregiver. Many studies
have examined the barriers that pedi-
atricians and caregivers face during
an assessment for IPV. Common barri-
ers that pediatricians experience in-
clude limited time, lack of education/
experience with IPV, absence of

resources to assist caregivers who
have experienced IPV, and a fear of of-
fending or angering the caregiver.33

Caregivers may have attitudes and be-
liefs that make them reluctant to dis-
close IPV, including shame, fear that
disclosure will escalate the abuse, or a
desire to protect the abuser.34 Other
barriers that inhibit disclosure include
the fear that a disclosure will result in
a report to child protective services, a
perceived lack of provider empathy, or
the concern that a child’s health care
needs are the priority over those of the
caregiver.35 Intrinsic characteristics of
the provider/caregiver dynamic, in-
cluding race and gender, may nega-
tively influence a caregiver’s comfort
level when being assessed for IPV.36

Pediatricians should be aware of
these barriers and how they may in-
fluence the process of conducting
IPV assessments.

Two primary approaches to conduct-
ing assessments for IPV have been
identified: verbally administered as-
sessments and self-administered as-
sessments, including written, comput-
erized, and tape-recorded surveys.37

Most literature suggests that verbally
administered assessments (face-to-
face interviews) are associated not
only with lower detection rates38–40 but
also, as some have reported, less
patient comfort.41 Studies that di-
rectly compared verbal and self-
administered assessments revealed
that women significantly preferred
self-administered assessments.42,43

Not only are self-administered assess-
ments preferred, but they may over-
come many of the barriers described
previously. It is imperative that verbal
follow-up is provided if a patient dis-
closes abuse on a self-administered
assessment. It is likely that there is not
a “1-size-fits-all” screening method.
The type of assessment used will de-
pend on many factors, such as type of
clinical environment, resources avail-
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able, and acceptability to practitioners
and parents/caregivers. Several sim-
ple screening tools exist, many of
which have been well validated and
can be incorporated easily into a pedi-
atric setting.44–46

If IPV is detected, or if the pediatrician
has concerns that IPV may be occur-
ring in the home, further questioning
is warranted. The pediatrician should
explore the topic with the caregiver in
a sympathetic and sensitive manner.
The interview should be conducted in a
private setting away from all children,
family, friends, and the suspected
abuser. It is important to remember
that even very young children may be
affected by the discussion of IPV.
The pediatrician should gently intro-
duce the topic in a way that assures
the caregiver that the conversation is
confidential (if allowed by law), the
problem is acknowledged, other re-
sources for help are accessible, and
his or her wishes about further disclo-
sure or referral will be respected.
These introductory statements can be
developed and reviewed in advance for
appropriateness with local violence
advocacy groups. The Appendix pro-
vides nonjudgmental introductory
statements that may be helpful in fo-
cusing the topic and setting the care-
giver at ease.

It is appropriate to document all IPV
assessments, although health care
professionals must be aware that an
abuser may have access to the child’s
and/or caregiver’s health records. A
generic statement indicating that an
IPV assessment has taken place and
resources have been offered per prac-
tice protocol provides documentation
that inquiry has occurred but does not
specify whether a caregiver has dis-
closed abuse or not.

REFERRALS/SAFETY PLANS

The Family Violence Prevention Fund
has published a pediatric guideline for

managing situations of IPV.28 A free
training video is available on its Web
site (http://fvpfstore.stores.yahoo.net/
screentoenda.html). Ideally, a protocol
or action plan that has been developed
with the input of local shelters, rape
crisis centers, and victim advocacy
groups should exist. Because of time
constraints in a busy office practice or
acute care setting, an interdisciplinary
approach to IPV is most appropriate.
The American Medical Association rec-
ognizes that optimal care for the care-
giver in an abusive relationship de-
pends on the physician’s working
knowledge of community resources
that can provide safety, advocacy, and
support.47 Pediatricians are encour-
aged to partner with obstetricians,
prenatal clinic nurses and social work-
ers, hospital nurses and social work-
ers, public health administrators, and
early childhood education programs
to coordinate a community response
to the issue of IPV. The American Med-
ical Association and many state medi-
cal associations provide directories of
agencies that provide services or in-
formation about all forms of family vi-
olence. A national toll-free hotline (800-
799-SAFE) is available to anyone
who needs information about local
resources on IPV. Additional re-
sources may be accessed at the
Family Violence Prevention Fund’s
Web site (www.endabuse.org/health).
The AAP also provides resources
to pediatricians on dating violence
through the Connected Kids program
(www.aap.org/connectedkids).

Pediatricians must understand the dy-
namics of abusive relationships. Zink
et al48 have suggested that physi-
cians understand the transtheoretical
model, known as “stages of change,” to
help patients with behavior changes
and more effectively address the issue
of IPV. It has been suggested that the
risk of injury and/or death increases
at the time a caregiver discloses abuse

and attempts to leave his or her abu-
sive partner. Thus, the process of dis-
closure is naturally very frightening
and may not occur unless the care-
giver feels that he or she is not in sig-
nificant jeopardy. Unlike the situation
with child maltreatment, there are no
mandated state agencies that step in
and act to ensure a caregiver’s safety
during this process. Few states have
passed laws that mandate reporting of
suspected IPV for individuals being
treated by the health care profes-
sional, and few states have laws re-
quiring health care professionals to
report IPV if it is suspected or discov-
ered during an evaluation of the child.
Knowledge of existing state laws for
reporting partner violence is essen-
tial.* A compilation of these laws is
available for public access.32 In addi-
tion, pediatricians should be aware of
their state laws regarding the report-
ing of children exposed to IPV and how
it may influence their practice of in-
quiry for IPV. An updated database of
these laws is available through the
Child Welfare Information Gateway.49

It is important to use discretion when
providing printed information about
partner violence to patients or their
caregivers. If the information is discov-
ered by the abuser, the victim may be
at increased risk of violence. If the
caregiver feels safe, information about
legal and crisis counseling and shel-
ters can be provided in written form.
Written plans may be completed by the
caregiver to facilitate ongoing safety,
and many templates are available for
use.50,51 Because of the strong associa-
tion between homicide in the home
and the presence of both guns and
partner violence, it could be life-saving
to help an abused caregiver to recog-
nize the value in removing firearms
from the home, if it can be accom-

*For additional information and assistance with
state laws and related advocacy issues, please
contact the AAP Division of State Government
Affairs.
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plished safely. The possible role of sub-
stance abuse contributing to IPV
should be considered. Pediatricians
also need to be sensitive to ethnic and
cultural attitudes about violence spe-
cifically toward women, not because
such attitudes are acceptable but be-
cause they may have a profound influ-
ence on the willingness of women to
discuss this problem.

Pediatricians can provide education to
agencies that deal with IPV about
the risk of maltreatment to children
whose caregivers are abused. Every
reasonable effort should be made to
assess risk of harm and lethality in the
home and to protect children from a
potentially dangerous environment.
Counseling should be secured for chil-
dren who have been exposed to IPV.
Such treatment may be provided in
groups or individually, but the focus
should be on understanding violence
and how to avoid it.

CONCLUSIONS

The evidence is overwhelming that
children who are exposed to IPV are at
risk of child maltreatment and both
short-term and long-term medical, be-
havioral, and mental health problems.
The Institute of Medicine recommends
several core competencies on family
violence for health care profession-
als.52 These core competencies include
training on the identification, assess-
ment, and documentation of abuse;
knowledge of interventions to ensure
victim safety; recognition of culture
and values as factors that affect IPV;
understanding of applicable legal re-
sponsibilities; and violence prevention.
Pediatricians who possess knowledge
and skills in these areas will be in a
position to intervene when IPV is
present and provide more effective

health care to children and their
families.

GUIDANCE FOR THE CLINICIAN

1. Residency training programs and
continuing medical education pro-
gram leaders are encouraged to in-
corporate education on IPV and its
implications for child health into
the curricula of pediatricians and
pediatric subspecialists.

2. Pediatricians should remain alert
to the signs and symptoms of expo-
sure to IPV in caregivers and chil-
dren and should consider attempts
to identify evidence of IPV either
by targeted screening of high-risk
families or universal screening.

3. When caregivers are asked about
IPV, it is ideal to have a plan in place
to respond to affirmative screens.

4. Pediatricians are encouraged to in-
tervene in a sensitive and skillful
manner and attempt to maximize
the safety of caretakers and child
victims.

5. Pediatricians should be cognizant
of applicable IPV laws in their state,
particularly as they relate to report-
ing abuse or concerns of children
exposed to IPV.

6. Pediatricians are encouraged to
support local and national multidis-
ciplinary efforts to recognize, treat,
and prevent IPV.

APPENDIX: SUGGESTED
STATEMENTS TO INTRODUCE THE
TOPIC OF IPV

“We all have disagreements at home.
What happens when you and your part-
ner disagree?”

“Is there shouting, pushing, or shov-
ing? Does anyone get hurt?”

“Has your partner ever threatened to
hurt you or your children?”

“Do you ever feel afraid of your
partner?”

“Has anyone forced you to have sex in
the last few years?”
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