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Abstract
Intimate partner violence is of national concern, resulting in an annual 4.9 million intimate partner physical and
sexual assaults occurring in the United States. Due to resulting traumatic injuries, the emergency department is an
ideal setting to assess for patients in abusive relationships. Because of this, it is critical that emergency department
nurses involved in the screening process have perceptions and attitudes conducive to identification, care, and
appropriate referral, to ensure the safety of these patients. Research has shown that nurses are not always effective
in screening for intimate partner violence. There is a paucity of research on the attitudes and perceptions of these
nurses that may provide a basis for this ineffective screening. The purpose of this research was to determine the
attitudes and perceptions of emergency department nurses in a rural mid-eastern hospital regarding their
experiences in referring for and/or administering an instrument that assess a patient’s risk for being murdered by an
abusive partner. Results of 9 interviews determined there were three emerging themes: 1) Worthwhile assessment
tool 2) Barriers Encountered 3) Solutions to Barriers.
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Introduction
Emergency department nurses are often the initial contact for
interaction with an abused intimate partner. The attitude and
perceptions of nurses toward patients reporting partner abuse has
been found to be an important factor in subsequent interactions [1-4].
Patients in abusive relationships are reluctant to discuss their situation
and depend on members of the health care team to bring up the
subject, recognize their abuse and provide support and assistance
[5-9]. Because attitude and perception is instrumental in the
communication between the abused patient and the nurse, it is
important to study the experiences of the emergency nurses who are at
the forefront to determine if these experiences, or previous life
experiences affect their referral for and/or administration of an
instrument that measures how at risk that abused patient is for being
murdered by their intimate partner.
Often victims of intimate partner abuse enter an emergency
department for their injuries [10]. Unfortunately, the screening rates
for the abuse in an emergency department are low, with a mere 13% of
injured patients being screened for intimate partner violence [11]. It is
of utmost importance that nurses in hospital emergency departments
screen for intimate partner violence to decrease the 44% of women
murdered by an intimate partner who had prior emergency
department visits within just two years before their murder [12].
Previous studies cite barriers that impede the identification and
subsequent referral of abused patients include concern for appearing
intrusive by asking about abuse [13-15]. It is not enough to identify the
barriers, it is essential to have an understanding behind these attitudes
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and perceptions in order to determine and implement effect strategies
for change.
The purpose of this study was to make a contribution to what is
known about the experiences of nurses who refer for and/or
administer the Domestic Violence Lethality Screen for First
Responders [16] to emergency department patients who identify
partner abuse. This 11-question assessment determines a person’s risk
for being murdered by an abusive partner, and furthermore assists in
identifying appropriate referrals geared toward safety. In order to
increase detection of domestic violence, it is important for health care
professionals to have an understanding of any attitudes and
perceptions behind the barriers to the referral and/or administration
process of a lethality tool in the emergency department of hospitals.
Research which provides an understanding through the experiences of
emergency department nurses may provide insight into possible
development of interventions to decrease or eliminate these barriers
[17]. This study explored the nursing staff’s attitudes and perceptions
of using this lethality tool with regard to the perceived challenges to
patients and nurses.

Methodology
Research questions
This qualitative phenomenological study sought the perceptions of
the nurses involved in referral and administration of a lethality tool.
Information regarding the barriers to the implementation of this
process implicated the need for an in-depth approach for better
understanding of this phenomenon. The overall broad research
question for this study was: “How do the experiences of emergency
department nurses affect the referral for and/or the administration of a
lethality tool?”
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The following research questions were used to guide this
study:
•
•
•
•
•
•
•

What are the perceived benefits to patients in referral for and
administration of the Lethality Tool in an emergency department
setting?
What are the perceived benefits to nurses in referral for and
administration of the lethality tool to emergency department
patients?
What are the perceived challenges/barriers to the process of
referral for and administration of the lethality tool in the
emergency department?
How does referral for and administration of the lethality tool
impact the work environment of the nurses?
How does referral for and administration of the lethality tool
impact the personal life of the nurses?
How does referral for and administration of the lethality tool
impact the nurses’ perceptions of patients in abusive relationships?
How does referral for and administration of the lethality tool
impact the nurses’ perceptions of patients who report abuse?

Ethical considerations
Intimate partner abuse is a sensitive research topic that has ethical
implications. This section is provided to give an overview of the
procedures that were undertaken to ensure informant well-being, and
to meet ethical requirements. Approval for the conduction of this
research was obtained from the Research Council and Ethics
Committee of the rural hospital where the study took place as well as
the Salisbury University Institutional Review Board before initiation of
the study.
Individual interviews were conducted with 9 nurses who signed
informed consents agreeing to be in the study as well as to have their
interviews audio-taped. Potential risks discussed and included in the
consent form included possible discomfort relating to past lived
experiences related to referral for and/or administering the lethality
tool, including caring for abused patients, and possibly having a
personal history of abuse. To prevent the possible loss of
confidentiality, no real names were included in the digital tape
recordings, transcripts, or analyses. All materials were stored in secure
cabinets and/or with secure passwords. The interviewer of all the
participants was a women’s health care nurse practitioner with
expertise in qualitative research and intimate partner violence.
Possible benefits discussed and included in the consent form were
to provide a voice for these participants in telling these experiences, an
awareness of participation in a study that may identify barriers to the
care of abused patients, participating in a research activity that may
lead to Magnet accreditation for the organization as well as
participating in a study to increase discipline knowledge and address
the knowledge gap for nurses who refer for and/or administer a
lethality tool in an emergency department nurses involved in this
process, the overall possible benefit for such a study would be
decreasing barriers to identifying, caring for and referring abused
patients in an emergency room setting.

Against Domestic Violence and adapted from Dr. Jacqueline
Campbell’s Danger Assessment with her assistance [18]. The tool was
used by law enforcement officers to assess risk and connect victims of
domestic violence for high risk as well as to connect them to services.
In 2007, the emergency department forensic nurse examiners (FNE’s)
completed a 4-hour train-the-trainer education prepared and
completed by David Sargent. These trained FNEs then expanded the
scope of the screenings to include the Emergency Department charge
nurses. There is an FNE on staff or on call 24/7 for the emergency
department. The FNEs have an hour response time when on call.
Should the FNE need the full 6minutes to respond, a delay in
screening may occur. It was logical to expand the scope of screening to
include the charge nurses allowing for immediate screening and
intervention for the patient.

Questions that trigger referral on the LAP tool
The emergency department at this rural hospital uses a
comprehensive tool for triage of the emergency department patient.
The tool originally had a psychosocial screening question “Do you feel
safe in your home?” among a few other vague questions. Two benefits
emerged from the implementation of the LAP tool.
If a patient answered that they do not feel safe in their home, the
nurse now had a resource to provide intervention for the patient.
The psychosocial questions were updated to be better:
Psychosocial
•

Evidence of Abuse/Neglect/Self Harm Yes* No

•

Do you feel safe in your home? Why not? Yes No*

•

Is there anyone you are afraid of? Yes* No

•

Is anyone hurting you? Yes* No

•

Family needs assistance to comply with plan of care? Yes* No

• Do you have any intentions or thoughts of harming yourself? Yes*
No
•

Need for psychosocial/spiritual or cultural referral? Yes* No

•

Self-harm Assessment Trigger (Yes to 1 & 6) Yes No

•

Lethality Assessment Trigger (no to 2, yes to 3,4 Yes No

Results and data interpretation

History of the lethality assessment tool

After interviews were analyzed, themes emerged. Data analysis was
ongoing and adherence to protocol was followed as to maintain the
focus on answering the research questions according to the
phenomenological approach. Validity was addressed by way of
conveying an understanding by the researcher of basic philosophical
tenets of phenomenology as well as ensuring that the essence of the
phenomenon was captured by the description and interpretation of
the researcher. The use of reflection was utilized to come to an
understanding of the phenomenon and interpreted by the researcher.
Memos as well as field notes documenting the process were kept in a
journal that established an audit trail. Themes that emerged from the
data were: 1) Worthwhile Tool, 2) Barriers Encountered, and 3)
Solutions to Barriers.

The Lethality Assessment Program (LAP) is the state of Maryland
model [16]. The program was created in 2005 in conjunction with
David Sargent (law enforcement trainer), the Maryland Network

Participants in the study felt that the lethality tool is worthwhile.
One participant responded, “It helps by showing that someone else
cares and they don’t have to live like this.” Another respondent was in
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agreement, adding, “It is a good thing to give them resources.” Several
respondents felt the length of the tool was an advantage, “It is short,
sweet…gets right to the point.”
The second theme that emerged from the study was that there were
barriers encountered with the administration of and/or referral of the
lethality tool. Most of the participants felt a challenge they
encountered was that there was a difficulty administering the tool in a
private area, saying, “Not private…difficult to get the abuser away.”
Many participants were frustrated that once they administered the tool
and connected them by referral, the victims’ outcomes were unknown
to them. One participant expressed this by saying, “I haven’t seen the
final effects…don’t know what happened to her.” Another barrier
dealt with the exhaustion of dealing with the administration of the
tool. One participant said, “It can be emotionally and mentally
taxing…takes time…don’t want to rush…don’t want to take it home.”
By “taking it home”, the participant meant that she did not want to
carry the emotional weight of the assessing process back to her family.
All of the participants offered solutions to these barriers they
encountered. Many said that they “Could use debriefing”, especially
after particularly draining encounters. There were, in fact, protocols
set up for such debriefing at their workplace, but some of the
participants were unaware these existed. Most of the participants felt
they “should have annual training with role playing” to help them stay
fresh with their administration of the tool as well as their experiences
with the victims and their abusers. It was felt by all participants that
they “could use more education of what the tool indicates”. They felt
this could be incorporated into the annual trainings.

Discussion
Women who experience intimate partner violence are often seen in
emergency departments [19,20]. The themes that emerged from this
study predominantly dealt with communication. Results indicated that
participants felt the LAP was a worthwhile tool to administer to
victims of intimate partner violence to determine their risk for danger
and to initiate support and referral. Much of the research related to
domestic violence screening has been about communication from the
perspective of the victims as well as their health care providers
regarding the difficulties in disclosure [5,7,9,21-25].
The participants in this study felt that it was important for their
abuse patients to know someone cared and provided them with
resources. Research has found that use of caring allowed their patients
to feel understood and visible to the health care providers [24,26-31].
Providing services such as resources was found to be important to
abuse victims [32-35]. Providing a respectful dialogue has been shown
in research to be of great importance to victims of abuse [7]. There is
much evidence to support that the communication between health
care provider and abuse victim can effect change in their lives if done
with compassion and without judgment [7,9]. Trust has been shown to
be an important element during communication between the
healthcare provider and the abused victim [30,33].
In this study, the emergency department nurses suggested solutions
to some of the barriers inherent in administering the LAP. One
solution posed by the participants in this study was a desire to have
annual workshops that would include role play to aid in their
confidence in administration of the lethality tool. Role play has been
associated with increased communication skill in screening for
domestic violence [36].
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Conclusions
Any emergency department can be busy and the added task of
administering the lethality tool may be felt to be a burden in an already
environment with time constraints. Although limited time has been
reported as a barrier in studies [37-39], it has also been shown that
substantial additional time is not added by this process [40]. Time was
a theme that emerged in this study, although while some participants
felt the tool was concise, others expressed concern that the process
took time away from their other patients.
Perhaps facilities should take stronger measures to ensure that their
employees are aware of the debriefing policies that could provide them
with the relief that may address and decrease the emotional exhaustion
expressed by the participants in this study. It was also brought out in
this study that the emergency nurses were disappointed and frustrated
that they were not told about the outcome of their assessment and
referrals. This may be an area that facilities could address to keep their
nurses in the loop of the care provided to their patients. Future
research might endeavor to determine how an annual workshop
involving education and role-play may improve their communication
skills in dealing with victims of intimate partner violence. Providing a
workshop that involves role play may assist the healthcare provider to
identify ways in which to separate the abuser from the victim in order
to be able to privately administer the lethality assessment tool as well
as practicing with the assessment to assure more time efficiency while
not compromising an attitude of caring. It is of the utmost importance
to show concern, advocacy and collaboration during any LAP
assessment [41].
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