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Objective: Little is known about availability of resources for managing intimate partner violence
(IPV) at rural hospitals. We assessed differences in availability of resources for IPV screening and
management between rural and urban emergency departments (EDs) in Oregon.
Methods: We conducted a standardized telephone interview of Oregon ED directors and nurse
managers on six IPV-related resources: official screening policies, standardized screening tools,
public displays regarding IPV, on-site advocacy, intervention checklists and regular clinician
education. We used chi-square analysis to test differences in reported resource availability between
urban and rural EDs.
Results: Of 57 Oregon EDs, 55 (96%) completed the survey. A smaller proportion of rural EDs,
compared to urban EDs, reported official screening policies (74% vs. 100%, p=0.01), standardized
screening instruments (21% vs. 55%, p=0.01), clinician education (38% vs. 70%, p=0.02) or on-site
violence advocacy (44% vs. 95%, p<0.001). Twenty-seven percent of rural EDs had none or one
of the studied resources, 50% had two or three, and 24% had four or more (vs. 0%, 35%, and 65%
in urban EDs, p=0.003). Small, remote rural hospitals had fewer resources than larger, less remote
rural hospitals or urban hospitals.
Conclusion: Rural EDs have fewer resources for addressing IPV. Further work is needed to identify
specific barriers to obtaining resources for IPV management that can be used in all hospital settings.
[West J Emerg Med. 2011;12(2):178-183.]

INTRODUCTION
Intimate partner violence (IPV) includes any pattern of
assaultive and coercive behaviors, including physical injury,
psychological abuse, sexual assault, social isolation, stalking,
deprivation, intimidation or threats perpetrated by someone
who was or is in an intimate relationship with the victim.1 It
occurs in an estimated two million United States (U.S.)
women each year and 26% of U.S. women over their
lifetime.2,3 However, partner violence is even more common
among individuals visiting the emergency department (ED)
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for care; estimates range from past-year prevalence of 12 to
19% and lifetime prevalence of 44 to 54%.4-8
The prevalence of IPV in rural settings appears to be
similar to that in non-rural settings.9-12 However, in rural areas,
geographic and economic barriers to seeking healthcare are
often greater and alternatives for follow up and referrals may be
limited.13,14 Therefore, the ED visit may be particularly important
as an opportunity to identify and comprehensively address IPV.
The objective of this study was to assess differences in IPV
resource availability between urban and rural EDs.
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METHODS
Study Design
We conducted the study among ED directors and
managers at all of Oregon’s 57 hospitals, using a standardized
telephone survey. We targeted ED physician directors and
ED nurse managers, reasoning that these individuals would
be responsible for and knowledgeable of the protocols and
services in use in the ED. We merged survey data with
hospital-level variables from the Office for Oregon Health
Policy and Research and the Oregon Office of Rural Health.
The Institutional Review Board of the study institution
approved this protocol.

Figure 1. Survey of emergency department (ED) administrators.*
1.
2.
3.
4.
5.
6.

Study Setting and Population
Oregon has an estimated population of 3.8 million people.
Fifteen rural areas in Oregon are defined as geographic areas
10 or more miles from the centroid of a population center of
40,000 or more, while frontier counties are those with less
than six people per square mile.16 Approximately 26% of the
Oregon population lives in rural or frontier counties and 54%
in mixed urban and rural counties; the rest (20%) live in one
of six urban areas. Of Oregon’s 57 acute care hospitals, 35 are
classified as rural.16
An additional framework for understanding the needs and
resources of the acute care hospitals is provided by Oregon’s
Medicaid program, which reimburses hospitals according to
one of three categories, based on hospital capacity (inpatient
bed size) and remoteness (distance from nearest acute
inpatient care facility).17 Type A rural hospitals are small, with
50 beds or fewer, and are located greater than 30 miles from
the closest acute care facility. Type B rural hospitals also have
50 beds or fewer but are located 30 miles or less from the
closest acute inpatient care facility. Diagnostic Related Group
(DRG) hospitals, which receive a fixed payment for each
patient based on the DRG to which the patient is assigned, are
larger-capacity hospitals typically located in urban areas; only
three DRG hospitals are classified as rural.

*”Domestic violence,” instead of “intimate partner violence,” was
used for the survey, assuming that this term would be most
familiar to hospitals and their staff.
†
On-call advocates were not considered “on site.”

management of child abuse; these results were reported
separately.19 The survey took approximately five minutes to
complete.
We obtained hospital-level variables, including urban/
rural designation, annual ED census, bed size, trauma
capabilities and a nurse staffing score, from the Office for
Oregon Health Policy and Research.20,21 The nurse staffing
score represents the number of nursing full time equivalents
(FTE) for every 100 hospital admissions and was included to
reflect available hospital human resources. The distribution
of these characteristics between urban and rural locations is
shown in Table 1.

Measurements
To measure availability of IPV resources, we adapted
survey questions from the “Delphi Instrument for HospitalBased Domestic Violence Programs” developed by the
Agency for Healthcare Research and Quality (AHRQ).18 To
optimize participation, we limited our survey to six questions
addressing policies and procedures relevant to the ED setting
(Figure 1). The survey was pilot tested among ED staff
unaffiliated with the study and revised based on their feedback
prior to administration elsewhere.
The survey was administered by telephone to ED directors
and nurse managers over a one-month period from September
to October 2008. A single individual was interviewed at each
site. Respondents were asked to answer “Yes” or “No” to the
availability of each of the resources. The full survey included
three additional questions about ED resources for the
Western Journal of Emergency Medicine

Is there an official policy in place that requires mandatory
screening of all women for domestic violence in the ED?
Does the hospital or ED provide regular, ongoing training on
domestic violence for nurses and/or doctors working in the
ED?
Are there posters and/or brochures on domestic violence on
public display in your ED?
Does the ED use a standardized instrument, with at least
three questions, to screen patients for domestic violence?
Is there a standard intervention checklist for staff to use/
refer to when domestic violence victims are identified?
Are on-site victim advocacy services (for example, by a
social worker, counselor, or trained nurse) for domestic
violence provided in the ED?†

Statistical Analysis
We used frequencies and proportions to characterize the
reported availability of IPV resources among the surveyed
EDs. Differences in the proportion of rural and urban EDs
reporting individual resources were evaluated using univariate
(Pearson’s chi-square) analysis. We examined the advocacy
variable both as a dichotomous variable (present or not
present) and as a categorical variable (not present, part-time,
or full-time). We also examined differences between rural and
urban EDs with respect to total number of IPV resources (0-1,
2-3, ≥4) using chi-square analysis.
To see if resource availability was related not just to rural
/ urban designation but also to factors such as hospital
capacity and remoteness, we repeated analyses using the
Medicaid reimbursement categories (DRG hospitals versus
Type A and Type B hospitals). Finally, to address whether
resource availability was related to higher ED volume – with
presumably higher numbers of IPV cases – among rural
hospitals, we compared resources reported and between larger
(>10,000 vists/year) and smaller (<10,000/year) ED census.
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Table 1. Characteristics of rural versus urban Oregon hospitals.a

Total N (%)b
Survey respondents
Nurse managers
Physician directors

Urban

p-value

20 (37%)

N/A

27 (79%)
7 (21%)

14 (70%)
6 (30%)

10,978 (10,151)

34,586 (30,844)

<0.001

39 (35)

205 (134)

<0.001

1.16 (1.15)

1.85 (1.75)

<0.001

12 (35%)
19 (56%)
3 (9%)

N/A
N/A
20 (100%)

c

Average 2008 emergency department Census (median)
Mean inpatient bed count (median)d
Mean nursing full time equivalents per 100 patient admissions (median) d
Medicaid reimbursement type
Rural Type A
Rural Type B
Diagnostic related group
a)
b)
c)
d)
e)

Rural
34 (63%)

e

0.44

N/A

According to the Oregon Office of Rural Health, except as noted.
Represents row percentage.
Based on survey results.
This variable was not available for one urban hospital that participated in the survey; results reflect 54 hospitals
Represents column percentage.

RESULTS
Fifty-five of 57 EDs (96%) participated in the survey, with
13 physician directors and 42 nurse managers responding. The
director and nurse manager of one hospital could not be
reached, and one ED declined participation. Table 1 compares
characteristics of rural and urban hospitals. Thirty-four (63%)
of the participating hospitals are classified as rural.
Figure 2 shows reported resource availability by practice
setting. In univariate analysis, a smaller proportion of rural
hospitals reported official IPV screening policies (p=0.01),
standardized screening instruments (p=0.01), regular clinician

training (p=0.02), and on-site IPV advocates (<0.001). Urban
EDs more often reported availability of full-time on-site
advocates than rural EDs (38% vs 6%, p<0.001). Use of
public displays regarding IPV and standardized intervention
checklists was greater in urban settings, although these
differences were not statistically significant.
The total number of available IPV services differed
significantly between urban and rural EDs (Figure 3) as well.
Twenty-seven percent of rural services reported none of the
six resources examined, while all urban hospitals reported two
or more IPV resources and 65% had four or more (p=0.003).
Results based on reimbursement category are shown in
Table 2. For every resource except use of public displays, a
smaller proportion of Type A hospitals reported resource
availability than Type B hospitals, and a smaller proportion of

Figure 2. Availability of individual intimate partner violence (IPV)
resources in rural vs. urban emergency departments (N=55).

Figure 3. Total number of intimate partner violence (IPV) services
in rural vs. urban emergency departments (N=55).

We defined statistical significance as a probability of a type
I error of less than 5% (2-tailed). Analyses were conducted
using Stata, version 10.1 (StataCorp LP, College Station, TX).
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Table 2. Reported resources by Oregon Medicaid hospital reimbursement category.a
Type Ab

Type Bc

DRGd

12 (22%)

19 (35%)

24 (24%)

N/A

Intimate partner violence (IPV) policy (%)

7 (58%)

15 (79%)

24 (100%)

0.005

Regular clinician training (%)

2 (17%)

9 (47%)

16 (67%)

0.018

Public IPV displays (%)

6 (50%)

14 (74%)

16 (70%)

0.396

Screening instrument (%)

0 (0%)

5 (26%)

13 (54%)

0.004

Intervention checklist (%)

0 (0%)

8 (42%)

10 (42%)

0.024

On-site advocates, any (%)

4 (33%)

9 (47%)

22(96%)

0.001

On-site advocates, how often
None (%)
Part-time (%)
Full-time (%)

8 (67%)
3 (25%)
1 (8%)

10 (53%)
8 (42%)
1 (5%)

2 (8%)
14 (61%)
8 (35%)

Total reported IPV resources
0-1
2-3
≥4

6 (50%)
6 (50%)
0 (0)

3 (15%)
9 (47%)
7 (37%)

0 (0%)
7 (30%)
17(70%)

Total N (%)

a)
b)
c)
d)
e)

e

p-value

0.002

<0.001

According to the Office for Oregon Health Policy and Research.
As defined by Oregon’s Medicaid program, Type A rural hospitals are small, with 50 beds or fewer, and located greater than 30
miles from the closest acute care facility.
Type B rural hospitals have 50 beds or fewer and are located 30 miles or less from the closest acute inpatient care facility.
Diagnostic Related Group (DRG) hospitals are larger-capacity hospitals typically located in urban areas.
% represents row percentage; for the rest of the table, % represents column percentage.

victims upon entry into the healthcare system (e.g., at ED
triage), education of staff about the management of IPV, and
appropriate assessment and referrals by staff. These
recommendations are uniform for all hospitals and do not
acknowledge potential resource differences between rural and
urban hospitals, or hospitals of varying sizes.
There are a number of potential solutions to resource
limitation in rural areas. Resources such as IPV management
guidelines or patient educational posters and pamphlets are
DISCUSSION
relatively inexpensive to develop and use, particularly with
We describe differences in the reported availability of IPV the increasing availability of free or low-cost materials from
resources between urban and rural EDs. Overall, rural EDs
non-profit domestic violence groups and medical societies.23,24
seem to have fewer resources to address partner violence, with Existing leadership and continual medical education activities
less reported availability of all six types of studied IPV
may be modified to include material on IPV and to emphasize
resources and fewer total number of IPV resources.
skills that will allow individuals to train others within their
Comparison of reported resource availability based on hospital institution. Statewide or county-wide collaborations may
reimbursement categories suggests that resource limitations
allow rural institutions to benefit from a variety of educational,
were exacerbated by factors such as small size and
research and community initiatives related to the management
remoteness. However, we did not find a correlation between
of IPV. 25 State and national hotlines are available 24/7
ED volume and number of resources reported. It seems
for counseling patients experiencing IPV. Telemedicine is
unlikely, therefore that need (i.e., number of IPV cases
providing intriguing new possibilities for counseling victims
encountered) is what dictates availability of services.
of IPV in rural locations.26
In 1992, the Joint Commission (formerly known as the
LIMITATIONS
Joint Commission on the Accreditation of Healthcare
Resource availability was determined by the responses of
Organizations, or JCAHO) defined basic standards for hospital
surveyed ED staff. The studied resources may have been
policies and procedures to increase the identification of IPV
mistakenly reported as present when absent or reported as
within EDs and hospital-based ambulatory care centers.22
absent when actually present. Further, a resource may be
Updated in 2004, the standards include maintenance of
specific criteria for identifying victims of IPV, identification of technically present but not provided to patients meaningfully;
Type B hospitals reported resource availability than DRG
hospitals. Fifty percent of Type A hospitals reported none of
the examined resources, while all DRG hospitals reported at
least two resources and 70% had four or more (p= <0.001).
In the comparison of hospitals by annual ED census, the
only resource with a statistically significant difference was
a written IPV policy, which was reported more frequently
among hospitals with an annual ED census less than 10,000.
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Table 3. Reported resources among rural hospitals, by emergency department (ED) annual census.a
Smaller Hospitals (≤10,000 ED visits/year)

Larger Hospitals (>10,000 ED visits/year)

Total N (%)b

17 (50%)

17 (50%)

N/A

Intimate partner violence (IPV)
policy (%) c

16 (94%)

9 (53%)

0.007 d

Regular clinician training (%)

7 (41%)

6 (35%)

0.72

Public IPV displays (%)

8 (47%)

12 (71%)

0.16

Screening instrument (%)

4 (24%)

3 (18%)

0.67

Intervention checklist (%)

7 (41%)

3 (18%)

0.13

On-site advocates, any (%)

8 (47%)

7 (41%)

0.73

On-site advocates, how often
None (%)
Part-time (%)
Full-time (%)

9 (53%)
7 (41%)
1 (6%)

10 (59%)
6 (35%)
1 (6%)

Total reported IPV resources
0-1
2-3
≥4

2 (12%)
10 (59%)
5 (29%)

7 (41%)
6 (35%)
4 (24%)

a)
b)
c)
d)

p-value

0.94

0.14

According to the Office of Oregon Health Policy and Research
Represents row percentage
Represents column percentage
Statistically significant, but note that smaller hospitals have greater reported resource availability than larger hospitals in this category

for example, a written policy may exist but would have little
effect on patient care if it was rarely referred to or if there was
no quality assurance process to make sure it was adhered to
rigorously. On the other hand, it may be that an ED does not
have a formal policy in place yet in practice still delivers a
service well. Our study was not able to measure actual ED
practices.
Our findings may also be limited by recall bias. ED
representatives may have been more likely to report having
resources when unsure, particularly if they were aware that
specific IPV resources are mandated for hospitals by the Joint
Commission. Further, as a non-anonymous survey, respondents
may not have felt free to answer honestly. However, there is no
reason over-reporting or under-reporting of resources should
have occurred differentially between rural and urban sites, so
this bias, if present, would not explain our findings.
Because our study was limited to the state of Oregon, the
findings may not be generalizable to the entire U.S. Oregon
does not require reporting of IPV unless a weapon was used
to inflict an injury. States without reporting requirements
may have different resource utilization than those with these
requirements. The hospitals surveyed did represent a broad
range of practice settings, with varying bed and staff sizes
and trauma capabilities, so are likely to be relevant to a broad
range of practice types.

needed to identify specific barriers to obtaining IPV resources.
At the same time, further cost-effective means of improving
the initial assessment and care of IPV victims in the ED
should be identified and developed.
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