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Introduction: Family violence is common with significant
long-term negative health effects. Health professionals are
recognised as key providers of family violence intervention. In
2002, the Hawke’s Bay District Health Board launched a Family
Violence Intervention Programme in its emergency department.
The intervention programme involved staff training, the
development of resources and routine questioning for partner
abuse within the social history for all women 16 years and over.
The aim was to identify the barriers and enablers to routine
questioning one year after the programme was launched to inform
programme improvements.

Methods: Evaluation research using semi-structured interviews;
eleven staff participated in either a single or a group interview.
Content and thematic analysis, with triangulation of findings
was used.

Results: The interviews revealed that routine questioning for
partner abuse is difficult in the emergency department. Some
staff screened routinely while others only offered intervention

when overt abuse was identified. Barriers, enablers and solutions
revealed by participants were either personal or organisational; all
had the common theme of safety.

Discussion: Routine questioning for partner abuse is
challenging and its introduction into practice requires a systems
approach to achieve change. Barriers to questioning exist and
by simultaneously addressing these and implementing enablers,
at an organisational and personal level, barriers are eliminated
or at least minimised. A link was evident between nurses’ level
of comfort and their rate of questioning. A multifaceted approach
focusing on safety of all concerned can support change resulting
in implementation of family violence intervention in the
health sector.
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Family violence is a significant social policy issue that
affects every person directly or indirectly. Direct im-
pacts may occur if a person is victimized by violence

or is a witness to violence; indirect effects may include an
individual’s inability to access health services because beds
are occupied by victims of abuse or a funding request is
declined because government/health authority funding is
needed to address family violence.1

Family violence is defined as abuse of any type, perpe-
trated by one family member against another family mem-
ber. It includes child abuse, partner abuse (PA), and elder
abuse. PA is physical or sexual violence, psychological/
emotional abuse, or threat of physical or sexual violence
that occurs between intimate partners.2

The New Zealand Ministry of Health requires the
health sector to actively address family violence because it
affects the health and well-being of many New Zealanders.2

The Family Violence Intervention Guidelines: Child and
Partner Abuse (2002)2 state that routine screening using
questioning for PA should occur for all female patients aged
16 years or older when they are seeking services from the
health sector, and assessments of men and children should
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occur if abuse is suspected. This screening can occur within
the context of taking a social history. In accordance with this
national directive, the Hawke’s Bay District Health Board
introduced its Family Violence Intervention Programme
(FVIP) in 2002. The program was sequentially introduced
into 3 areas over a 2-year period: emergency department,
pediatrics, and maternity. The FVIP used a systems ap-
proach to implement screening for PA.3-5 This included
maximizing management support, amending documenta-
tion, developing a policy, training using evidence-based lit-
erature, establishing resources, and undertaking an ongoing
evaluation. In the emergency department this program in-
volved the introduction of routine screening for PA for all
women. This screening was undertaken by nurses. Social
workers had a role in the program as a referral resource
and a support for the nurses.

This study is a component of the larger process and
outcome evaluation undertaken while implementing the
FVIP. The larger evaluation was designed to measure prog-
ress, support and inform implementation, and sustain
change.3-5 It consisted of clinical audits every three months
in each area and staff interviews every six months to iden-
tify FVIP impacts on practice in each area.5 This ED study
is one aspect of this larger study. At the time this study
commenced, no other emergency department in New Zea-
land had adopted PA screening.

Many studies have identified that significant provider
barriers exist to implementing screening as a family vio-
lence intervention.6-17 These barriers are based on a health
professional’s lack of knowledge and understanding about
victimization. Although changing how health practitioners
work with victims of abuse has been shown to be difficult,
it is important that this change comes about, given the prev-
alence of abuse in society.

American prevalence rates of current (within 12 months)
physical or sexual abuse in female patients presenting to the
emergency department ranged from 11.7% to 14.4%, with
the lifetime incidence for physical or emotional abuse being
between 36.9% and 54.2%.18-21 A New Zealand study sug-
gested that 21% of women presenting to the emergency
department reported current abuse,22 with Australasian
studies suggesting a lifetime incidence between 23% and
44%.22-25 Battered women do seek care from emergency
services on a regular basis.22,26,27 Abuse effects may include
trauma injuries,26-29 physical health effects,30,31 and mental
health effects.32 Abuse during pregnancy impacts the health
of both the mother and the unborn child.33-35

The emergency department should be a place of safety
for victims and should offer them confidential acute care.22

People experiencing abuse who are not offered family vio-
lence intervention report negative experiences regarding

their ED visit; they wanted the health professional to ask
them about abuse, and they wanted to be offered informa-
tion with options.27,36 Although victims of PA may not vol-
unteer a history of abuse,18 if asked by a health professional,
many disclose abuse.37,38

The purpose of this study was to explore the experi-
ences of the emergency nurses 1 year after the launch of rou-
tine screening for PA. The research aimed to establish the
impact of the implementation on staff practice, as well as
the level of compliance with the policy, and to identify the
barriers and enablers for implementing routine screening
for PA in the emergency department.

Methods

The study used a qualitative descriptive design to capture
individual staff members’ stories, enabling in-depth under-
standing of the program’s operation from a staff perspective.
The approach used the 4 levels of evaluation described by
McNamara.39 These include reactions and feelings, learning
(enhanced attitudes, perceptions, or knowledge), changes in
skills, and effectiveness (improved performance because of
enhanced behaviors).

STUDY DESIGN

The principal investigator (M.R.) conducted semistruc-
tured interviews during 2003, 12 months after program
implementation, which allowed for the anxiety associated
with the new initiative to settle. The regional ethics com-
mittee granted ethical approval for the study. The respect
for and safety of the participants were the paramount con-
cern of the study, and all participants were provided with
information on how to access family violence counseling
services. In addition, recruitment processes required staff
to contact the principal investigator to ensure that there
was no coercion to participate in the research.

All 35 permanent registered nurses and the 1 social
worker who worked in the emergency department and
who had attended the FVIP training or were scheduled
to attend the training were eligible for the study. These
included experienced and novice emergency staff. All float
(casual) nurses were excluded because they had not under-
taken the training and do not routinely work within the
department. The medical staff were also excluded, as their
role at the time of this evaluation did not include respon-
sibility for the routine questioning. Recruitment processes
included regular meetings held in the emergency depart-
ment during which time the study was described and writ-
ten information outlining the purpose and the structure of
the study was distributed. The information was also for-
warded to those not present to invite their participation.
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Potential participants were offered a choice of a single or
group interview. All participants signed informed consent
forms before the interview.

The interviews included open- and closed-ended ques-
tions. A previous cycle of interviews conducted as part of
the larger evaluation found that this method was effective
in obtaining staff’s perceptions and everyday experiences40

with the FVIP program. The research team developed an in-
terview schedule that covered 4 areas: (1) the participant’s
level of emergency nursing experience, degree of FVIP train-
ing, and involvement with program implementation; (2)
the participant’s level of comfort with routine questioning,
as well as barriers to questioning and possible solutions to
these barriers; (3) training and other enablers, including re-
sources currently available and those considered necessary;
and (4) questions on the proactive nature of the FVIP and
job satisfaction. The semistructured interview schedule en-
abled the interviews to be thorough yet concise, recognizing
that staff may have a variable level of comfort with screening
for PA. The schedules varied slightly to accommodate the
differing dynamics associated with group and single inter-
views. The researchers made it clear at the commencement
of each interview that all perspectives were valued, as the
focus was to obtain information that would inform the de-
livery of the FVIP.

Of the staff members, 11 (31%) participated in the in-
terviews. Three single and two group interviews were held.
Each interview lasted approximately 1 hour. Purposeful
grouping41 of the recruited participants shaped the mem-
bership of the groups; one group consisted of 4 senior
emergency staff (3-12 years’ emergency experience), and
the other involved 4 emergency staff with a range of experi-
ence (1-14 years’ emergency experience). Ground rules
were established and agreed to at the outset of the group
interviews and addressed issues such as respect for individ-
ual viewpoints and that group consensus was not required.
Audiotaping, note-taking, and poster paper notes were used
to record what participants said. The interview transcriptions/
notes were returned to participants for review and to provide
the opportunity for amendment. Because these member
checks resulted in only minor changes, which expanded the
content rather than amending it, the researchers are confident
that all interviewees’ perspectives were expressed.

The researchers analyzed the data individually and as a
team in 3 phases.42 This involved the researchers reviewing
each interview transcript for content first. This review en-
abled key words from each question to be grouped, for ex-
ample, barriers to change. Second, the themes and patterns
from the content analysis across all interviews were
grouped. At this point, the transcripts were reviewed again.
The final phase involved the triangulation of findings from

each question to establish whether there were any relation-
ships among the findings. Although a small number of re-
search participants were involved, the triangulation process
of combining the findings from the 5 interviews showed a
level of data saturation across several key themes. Because
the participants had various levels of engagement with the
program, the researchers are confident that the findings do
not reflect the researchers’ views of the FVIP.

Results

The 11 interviewees ranged in age, years of emergency de-
partment experience (1-14 years), and receptiveness to the
FVIP (apprehensive to total commitment to the FVIP).
The depth of experiences with conducting PA screening
expressed by all participants during the interviews was con-
siderable. All participants believed that the PA brief inter-
vention model was an important identification, assessment,
and referral process for the emergency department. There
was a pattern to participant’s frequency of questioning that
related to their individual level of comfort. The participants
who asked “all women”43, p. 1 spoke of being comfortable
with screening and actively sought opportunities to screen.
Others asked when circumstances permitted, for example,
“when they’re on their own.”43, p. 1 One participant asked
only on suspicion of abuse. Organizational factors that in-
fluenced participants’ ability to question included lack of
time, resources, and privacy.

For those who had attained a level of comfort with
screening, the challenge was optimizing the opportunities
to ask the screening questions. Those who were less com-
fortable viewed the intervention of screening as a challenge.
One participant referred to the questions as the “bomb-
shell,”43, p. 2 a sentiment shared by another participant
who said, “it is a big question to ask.”43, p. 5

BARRIERS TO ROUTINE QUESTIONING

All participants described organizational barriers that im-
pacted their ability to ask the screening question. Barriers
included delay from training to implementation, lack of
time, lack of privacy, and lack of training. Other barriers
presented were of a personal nature, including an individ-
ual’s level of comfort, forgetting, and perception of role.

ORGANIZATIONAL BARRIERS

It was stated that the long delay (9 months) some experi-
enced between training and launching of the FVIP resulted
in lost motivation. However, a participant noted, “having
said that, we had that refresher course which I think has
certainly helped with people that attended that as far as
being enthusiastic.”43, p. 2
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Participants reported that the level of privacy available
in the department is a key barrier that reduced their ability
to screen for PA. Some rooms had doors, some had a cur-
tain, and other areas involved a large room with curtain
screening only between people. The other key privacy issue
concerned the challenge of separating the woman and her
family to create a safe environment for screening.

ED roles were another barrier for some participants
who were in senior roles, such as being the shift coordi-
nator or the triage nurse. Some suggested that they could
not ask the questions because they lacked the necessary
rapport or patient contact or because the pressures of
the role meant that offering an immediate intervention if
abuse was disclosed could be problematic; therefore they
did not ask.

A comment expressed during both group interviews
and 1 single interview was that there was often insufficient
time to accommodate the questioning process. Both senior
and junior nurses suggested that questioning was dropped
when there was pressure on time available because of the
acuity and volume of patients in the emergency department,
with a perception that questioning takes time. “When you
are really busy and you think can I do it? I’ve got eight other
patients to look after.”43, p. 2 The acuity of patients was also
a barrier. Senior and junior nurses suggested that their role
requires them to prioritize the care; this prioritization often
meant patients who were seriously ill or in pain had ques-
tioning omitted from the initial assessment. Another barrier
included the location of the screening question in the ED
documentation. It was suggested that having the screening
question at the bottom of the page sometimes meant staff
missed seeing it. The final major organizational barrier iden-
tified was that not all medical staff were trained in the FVIP,
which meant they did not always understand the need for
nurses to have the space for such questioning.

PERSONAL BARRIERS

Personal barriers include both personal practice issues and
personal experiences that influence their practice. “There
was certainly quite a lot of fear I suppose. And reluctance
to start routine questioning. People, while they thought it
was a good idea, were just still a little bit nervous about
actually asking questions.”43, p. 1 The level of comfort ap-
peared to decrease if a woman experiencing violence dis-
closed abuse. The fear associated with the yes response
was evident in the following quote: “I find if you get a
‘yes’ then I start to get a bit unstuck really … I don’t feel
as confident … in dealing with it because I feel kind of
qualified to ask the initial question, but … I don’t really
feel that … comfortable with dealing with that, that next
bit. But … I do [usually ask].”43, p. 19

Participants in both group interviews admitted that
sometimes they simply forgot to ask the question. A rapport
between the nurse and the woman was essential for ques-
tioning to take place. Participants recognized the FVIP’s
focus on empowering women to decide. However, when a
woman who had disclosed abuse declined the intervention
or referral and returned to the current home situation, then
there was some frustration for the nurse associated with this
outcome. “I mean [it is] sometimes a little bit frustrating
when they sort of won’t do anything about it and you’re
nervous about what’s going to happen when they do go
home.”43, p. 4

ENABLERS TO ROUTINE QUESTIONING

The enablers identified by the participants included their
use of many components developed as part of the program,
such as training, management support, supervision, docu-
mentation, resources, and redefining success. As health pro-
fessionals, we like to “fix” issues, and family violence
intervention is not a “quick fix”; a successful outcome in-
cludes asking the questions and offering information. Par-
ticipants also suggested how these enablers could be
modified to increase the use of the screening question. As
with the barriers, these enablers were either organizational
or personal.

ORGANIZATIONAL FACTORS THAT SUPPORT THE
IMPLEMENTATION OF ROUTINE SCREENING

The training and policy were considered excellent re-
sources; they both influenced the nurses to ask the ques-
tion, as it was required practice. The refresher training
offered was considered to be a useful resource that ad-
dressed the delay between training and launching the
FVIP, and it reminded and refocused staff to the program.

The resources available within the emergency depart-
ment were considered to be helpful, with information read-
ily available as a resource for people experiencing abuse.
Other resources cited include cue cards, senior staff sup-
port, reminder posters around the department, and infor-
mation about community resources that women could use.
One participant commented on the audit feedback and the
targets set for screening; this was a motivational enabler.

Participants suggested enablers to address the barriers.
For example, to address the lack of privacy, solutions in-
cluded using opportunities such as asking in the x-ray
room, using a vacant room, or asking in a quiet voice. Sev-
eral participants identified that they ask the partner to leave
to enable an examination or medical assessment to be com-
pleted. The suggestions for the barrier of time included
having more prompts and reminders, such as the addition
of a yellow dot sticker on the assessment form that stays
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until the question is asked and moving the location of the
question on the documentation form so that it appears
with other screening questions, thereby increasing its visi-
bility. Other suggestions included all medical staff attend-
ing training, increasing the management profile, increasing
supervision training, increasing feedback on success of the
program, and developing a safety plan resource.

PERSONAL ENABLERS

The personal enablers grouped into 6 main themes. They
were an individual’s level of comfort with asking, recogniz-
ing that the FVIP addresses a previous deficit in care, the
initial implementation process, the epidemiology of family
violence including child abuse, sense of empowerment, and
personal commitment and determination.

Most participants suggested that the training and pol-
icy supported them to ask the question. They learned the
skills and developed their own “patter,” and many consid-
ered that the more they asked, the more comfortable they
became. They were encouraged by the positive feedback
they received from some women. “I think the feedback
you get too because the number of times I’ve routinely
questioned and more often than not, the woman’s said I
think that’s really good what you’re doing.”43, p. 18

Participants identified that “it’s empowering”43, p. 26

for the staff to offer support and intervention for victims
who in turn empower themselves to review their options.
Participants’ concern about the level of family violence was
an enabler, as questioning was viewed as a strategy that ad-
dresses family violence. The recognition of the co-occurrence
of child abuse and PA was recognized as an outcome of train-
ing that worked as a motivator.

Participants identified that a successful outcome for
one victim was a motivator to include questioning about
family violence. Even the potential for such an outcome
was motivational. Some felt that the cost was too high
not to question. “And I think it’s the old thing of you
know, if we can identify one woman you know out of
the exercise it makes it worthwhile. That’s what motivates
me.”43, p. 18 One motivational factor for several participants
was that questioning was a proactive and tangible way of
addressing child abuse and PA.

Determination and commitment were required when
the program began. “I was determined to do it so just went
with it and that’s got easier as it’s gone really.”43, p. 1 Par-
ticipants also liked the positive experience of questioning
and that the FVIP was addressing a significant issue. The im-
pression from the interviews was that all participants,
whether they were asking all women or only those who
cause concern, have a level of pride in what they were doing.
“I think we can be proud that we’re doing it.”43, p. 27 For

some participants, routine questioning has impacted them
positively by increasing their job satisfaction. For others,
the impact was less or they felt that it was too early to have
made any change.

Discussion

This research confirmed much of what is already under-
stood related to screening for family violence2,4; however,
previous research has not presented a comprehensive model
for informing change. The barriers and enablers were ex-
amined in relation to the staff member and the victim. Fig-
ure 1 shows how grouping these create a model of barriers
and enablers to ensure safety when routinely questioning
for PA.43 This model demonstrates the link from barriers
and enablers to the staff member’s professional and per-
sonal safety and the victim’s safety.

Improving victims’ safety was the primary motivation
for staff in this program. Therefore, with victims central to
the program, they are positioned at the innermost point of
the model. The staff are next to the victim. This indicates
their close relationship with the victim and identifies them
as the link between the FVIP and the victim. The FVIP
cannot reach the victim without the staff member offering
the intervention that he or she accepted responsibility for
delivering. All female patients aged 16 years or older could
be placed at the center of the model; however, victims of
abuse are at the center of the model because the impact of
the barriers has a greater effect on victims of abuse. This
also avoids gender-biased language and is inclusive of chil-
dren and men who experience abuse.

The barriers and enablers are the outer processes. They
impact directly on the nurse’s ability to routinely screen.
Safe practice is a fundamental requirement for all New
Zealand registered nurses.44 Nurses need to feel safe with
the FVIP if they are to adopt screening for PA into their
practice. The results suggested that nurses can feel safe to
screen women if they are given the knowledge and skills
and have appropriate and effective support processes in
place. Their ability to screen and offer the appropriate
intervention may increase the safety of victims. Routine
screening also needs to be safe for the women; staff will
not ask if they are not confident in their ability to respond
in an appropriate environment with the privacy and time to
offer the intervention.

Although it is known that comfort with the question
influences the questioning process, the results from this
study suggest that there is a correlation between the level
of comfort with the questioning process.5,43 Figure 2 illus-
trates the proposed link between the level of an individual’s
comfort with questioning and the extent to which he or
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she routinely questions for PA. Some participants had a
high level of comfort with the questioning process, so they
maximized opportunities to question, still recognizing the
principles of safe questioning. The majority of the partici-
pants were routinely questioning when the enablers out-
weighed the barriers, ensuring that it was safe for the
health professional and the victim. This placed them some-
where in the middle of the level-of-comfort continuum.
The staff member who was still establishing a level of com-
fort or a sense of safety with the concept of routinely ques-
tioning all women is located toward the left side of the
continuum. His or her perception of who should be screened
appeared to influence his or her actions, in that he or she
only asked women who appeared to be at risk from their
presenting history or injuries. This reflected his or her rela-
tively low level of comfort with the process. Encouragement
was required to assist further expansion of the questioning
process. Although it felt safe to ask on suspicion, the level of
comfort did not extend to asking all women.

The findings are consistent with other studies on rou-
tine questioning for PA in the health sector.6-17 Key bar-
riers of time, privacy, and level of comfort were found in
other studies with ED staff to identify barriers.8,17 What
this study adds is an enhanced understanding of the sys-
tems that support routine questioning. The findings have
directly impacted the program where the study was under-
taken; for example, the documentation form has been

amended. The principle that the question is best placed
with other social history questions may be useful to other
emergency departments and other service areas. To our
knowledge, the suggestion that safety underpins the barriers
and strategies for health professionals is new, as is the model
proposed. Future studies could consider the transferability
of these findings (barriers and enablers, continuums of com-
fort, and safety) to other service environments.

Limitations

The study findings may reflect a selection bias, as only one
third of staff invited to participate in the research consented
to participate. Because respondents reported variable prac-
tice and differing views with screening, we do not consider
that only those with a positive experience participated in
the study. The sample represents most characteristics of
the ED staff, including full- and part-time staff, senior
and less experienced staff, and staff with varying levels of
commitment to the FVIP. The study may also be limited
by the lack of medical involvement in the research; the de-
cision to exclude this group was made on the grounds of
the screening being the responsibility of the nurses and
not the medical profession.

Implications for Emergency Nurses

Family violence is common, and people experiencing abuse
often seek help in the emergency department.22,27,36 The
implementation of family violence intervention, including

F I G U R E 1

Model of barriers and enablers for routine questioning. (Copyright 2004,
Miranda Ritchie.) This figure is available in color and as a full-page document
at www.jenonline.org. JMO junior medical officers.

F I G U R E 2

Level-of-comfort continuum for routine questioning for PA. (Reproduced
with permission from Blackwell Publishing from Wills R, Ritchie M, Wilson
M. Improving detection and quality of assessment of child abuse and partner
abuse is achievable with a formal organisational change approach. J Paediatr
Child Health 2008;44:92-8.) This figure is available in color and as a full-page
document at www.jenonline.org.

RESEARCH/Ritchie et al

102 JOURNAL OF EMERGENCY NURSING 35:2 March 2009

http://www.jenonline.org/
http://www.jenonline.org/


routine questioning for PA, requires commitment from
emergency nurses and organizational support.3-5 In addition
to emergency nurses being supported to address personal
concerns with family violence interventions, organizational
support is needed for change. This support includes ad-
dressing barriers to intervention within the ED context, in-
cluding acuity of patients and awareness of departmental
processes such as documentation requirements and physi-
cal environment. By addressing safety issues of patients
and of emergency nurses during the implementation phase,
nurses can be supported to include routine questioning for
PA within their patient assessments and contribute to the
health services role in addressing family violence.

Conclusions

Introducing routine questioning requires a practice change;
a multifaceted approach focusing on safety can assist staff
to make this change. The approach includes management
support, policy, resources, training, and evaluation. A key
finding of this evaluation was the influence of safety during
implementation of change. To achieve change, a program
needs to focus on optimizing safety for all stakeholders.
The barriers and enablers found within the FVIP were cen-
tered on this theme.

REFERENCES
1. Snively S. The economic cost of family violence. Wellington:

Coopers & Lybrand; 1994.

2. Fanslow J. Family violence intervention guidelines: child and
partner abuse. Wellington: Ministry of Health; 2002. p. 84-5.

3. Grimshaw J, Shirran E, Thomas R, Mowatt G, Fraser C, Bero
L, et al. Effective health care: getting evidence into practice. Eff
Health Care Bull 1999;5:1-16.

4. Campbell JC, Coben JH, McLoughlin E, Dearwater S, Nah G,
Glass N, et al. An evaluation of a system-change training model
to improve emergency department response to battered women.
Acad Emerg Med 2001;8:131-8.

5. Wills R, Ritchie M, Wilson M. Improving detection and quality
of assessment of child abuse and partner abuse is achievable
with a formal organisational change approach. J Paediatr Child
Health 2008;44:92-8.

6. Raphael B. Domestic violence. The healthcare sector could be-
come agents for change. Med J Aust 2000;159:513-4.

7. Mazza D, Lawrence JL, Roberts GL, Knowlden SM. What can
we do about domestic violence? Med J Aust 2000;73:532-5.

8. Ellis JM. Barriers to effective screening for domestic violence by
registered nurses in the emergency department. Crit Care Nurs
Q 1999;22:27-41.

9. Lapidus G, Cooke MB, Gelven E, Sherman K, Duncan M,
Banco L. A statewide survey of domestic violence screening be-

haviors among pediatricians and family physicians. Arch Pediatr
Adolesc Med 2002;156:332-6.

10. Loughlin S, Spinola C, Stewart L, Fanslow J, Norton R. Emer-
gency department staff responses to a protocol of care for abused
women. Health Educ Behav 2000;27:572-90.

11. McCoy M. Domestic violence: clues to victimization. Ann
Emerg Med 1996;27:764-5.

12. Sugg NK, Inui T. Primary care physicians’ response to domestic
violence. Opening Pandora’s box. JAMA 1992;267:3157-9.

13. Waller AE, Hohenhaus SM, Shah PJ, Stern EA. Development
and validation of an emergency department screening and refer-
ral protocol for victims of domestic violence. Ann Emerg Med
1996;27:754-60.

14. Maxwell G, Barthauer L, Julian R. The role of primary care
providers in identifying and referring child victims of family
violence. Wellington: Office for the Commissioner for Chil-
dren; 2000.

15. Waalen J, Goodwin M, Spitz A, Petersen R, Saltzman L.
Screening for intimate partner violence by health care providers.
Barriers and interventions. Am J Prev Med 2000;19:230-7.

16. Larkin G, Hyman K, Mathias S, Amico F, MacLeod B. Univer-
sal screening for intimate partner violence in the emergency de-
partment: importance of patient and provider factors. Ann
Emerg Med 1999;33:669-75.

17. Yonaka L, Yoder M, Darrow J, Sherck J. Barriers to screening
for domestic violence in the emergency department. J Contin
Educ Nurs 2007;38:37-45.

18. Abbott J, Johnson R, Koziol-McLain J, Lowenstein SR. Domes-
tic violence against women. Incidence and prevalence in an
emergency department population. JAMA 1995;273:1763-7.

19. Dearwater SR, Coben JH, Campbell JC, Nah G, Glass N,
McLoughlin E, et al. Prevalence of intimate partner abuse in
women treated at community hospital emergency departments.
JAMA 1998;280:433-7.

20. Kramer A, Lorenzon D, Mueller G. Prevalence of intimate part-
ner violence and health implications for women using emer-
gency departments and primary care clinics. Womens Health
Issues 2004;14:19-29.

21. McCloskey L, Lichter E, Ganz M, Williams C, Gerber M, Sege
R, et al. Intimate partner violence and patient screening across
medical specialties. Acad Emerg Med 2005;12:712-22.

22. Koziol-McLain J, Gardiner J, Batty P, Rameka M, Fyle E,
Giddings L. Prevalence of intimate partner violence among
women presenting to an urban adult and paediatric emergency
care department. N Z Med J 2004;117:U1174.

23. de Vries Robbe M, March L, Vinen J, Horner D, Roberts G.
Prevalence of domestic violence among patients attending a hos-
pital emergency department. Aust N Z J Public Health 1996;
20:364-8.

24. Fanslow J, Robinson E. Violence against women in New Zea-
land: prevalence and health consequences. N Z Med J 2004;
117:U1173.

RESEARCH/Ritchie et al

March 2009 35:2 JOURNAL OF EMERGENCY NURSING 103



25. Roberts GL, O’Toole BI, Lawrence JM, Raphael B. Domestic
violence victims in a hospital emergency department. Med J
Aust 1993;159:307-10.

26. Fanslow J, Norton R, Spinola C. Indicators of assault-related
injuries among women presenting to the emergency depart-
ment. Ann Emerg Med 1998;32(Pt 1):341-8.

27. Campbell J, Pliska M, Taylor W, Sheridan D. Battered women’s
experiences in the emergency department. J Emerg Nurs 1994;
4:280-8.

28. Kyriacou D, Anglin D, Talliaferro E, Stone S, Tubb T, Linden
J, et al. Risk factors for injury to women from domestic vio-
lence. N Engl J Med 1999;341:1892-8.

29. Grisso J, Schwarz D, Hirschinger N, Sammel M, Brensinger M,
Santanna M, et al. Violent injuries among women in an urban
area. N Engl J Med 1999;314:1899-905.

30. Campbell J. Health consequences of intimate partner violence.
Lancet 2002;359:1331-6.

31. Champion JD, Shain RN. The context of sexually transmitted
disease: life histories of woman abuse. Issues Ment Health Nurs
1998;19:463-80.

32. Mullen P, Romans-Clarkson S, Walton V, Herbison G. Impact
of sexual and physical abuse on women’s mental health. Lancet
1988;1:841-5.

33. McFarlane J, Parker B, Soeken K. Abuse during pregnancy: as-
sociations with maternal health and infant birth weight. Nurs
Res 1996;45:37-42.

34. McFarlane J, Parker B, Soeken K. Physical abuse, smoking, and
substance use during pregnancy: prevalence, interrelationship,

and effects on birth weight. J Obstet Gynecol Neonatal Nurs
1996;25:313-20.

35. McFarlane J, Parker B, Soeken K, Bullock L. Assessing for abuse
during pregnancy: severity and frequency of injuries and asso-
ciated entry into prenatal care. JAMA 1992;267:3176-8.

36. Chang J, Cluss P, Ranieri L, Hawker L, Buranosky R, Dado D,
et al. Health care interventions for intimate partner violence:
what women want. Womens Health Issues 2005;15:21-30.

37. Hegarty K, Hindmarsh ED, Gilles MT. Domestic violence in
Australia, prevalence and nature of presentation in clinical prac-
tice. Med J Aust 2000;73:363-7.

38. Astbury J, Atkinson J, Duke JE, Easteal PL, Kurrie SE, Tait PR,
et al. The impact of domestic violence on individuals. Med J
Aust 2000;73:427-31.

39. McNamara C. Basic guide to program evaluation. Available at:
http://www.mapnp.org/library/evaluatn/fnl_eval.html. Accessed
on June 6, 2002.

40. Bryman A. Research methods and organizational studies. London:
Unwin Hyman; 1989.

41. Parahoo K. Nursing research: principles, process and issues.
London: MacMillan Press; 1997.

42. Norwood S. Research strategies for advanced practice nurses.
New Jersey: Prentice Hall Health; 2000.

43. Ritchie M. Process evaluation of an emergency department
family violence intervention programme [unpublished master’s
thesis]. Wellington: Victoria University of Wellington; 2004.

44. Code of conduct for nurses and midwives. Wellington: Nursing
Council of New Zealand; 2001.

Did you know?

Did you know that you can search this journal, MEDLINE, or all Elsevier journals on this platform with just one click at
www.jenonline.org? Just enter your search term in the box at the top right-hand corner of the page or choose Advanced
Search. Complete the quick, one-time registration, and you can save your search and have the results sent to your e-mail
inbox!

Get the most out of your journal subscription, go online today!

ENA members can access the Journal online through www.ena.org.

You can reach our Customer Service Department by telephone at (800) 654-2452 or 314-453-7041, or by e-mail at JournalsCustomer-
Service-usa@elsevier.com.

RESEARCH/Ritchie et al

104 JOURNAL OF EMERGENCY NURSING 35:2 March 2009

http://www.mapnp.org/library/evaluatn/fnl_eval.html
http://www.jenonline.org/
http://www.ena.org/
mailto:JournalsCustomerService-usa@elsevier.com
mailto:JournalsCustomerService-usa@elsevier.com

	Family Violence Intervention Within an Emergency Department: Achieving Change Requires Multifac.....
	Methods
	Study Design

	Results
	Barriers to Routine Questioning
	Organizational Barriers
	Personal Barriers
	Enablers to Routine Questioning
	Organizational factors That Support the Implementation of Routine Screening
	Personal Enablers

	Discussion
	Limitations
	Implications for Emergency Nurses
	Conclusions
	References


