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Abstract

Accurately identifying victims of intimate partner violence (IPV) can be a challenge for 
clinicians and clinical researchers.  Multiple instruments have been developed and validated to 
identify IPV in patients presenting to health care practitioners, including the Woman Abuse 
Screening Tool (WAST) and the Partner Violence Screen (PVS). The purpose of the current 
study is to determine if female patients attending an outpatient orthopaedic fracture clinic who 
screen positive for IPV using three direct questions (direct questioning) also screen positive on 
the WAST and PVS.  

We conducted a prevalence study at two Level I trauma centres to determine the prevalence of 
IPV in female patients presenting to orthopaedic fracture clinics for treatment of injuries.  We 
used three methods to determine the prevalence of IPV; 1) direct questioning, 2) WAST, and 3) 
PVS.  We compared the prevalence rates across the three screening tools.  

Ninety-four women screened positive for IPV using any method.  The prevalence of IPV was 
30.5% when a direct questioning approach was utilized, 12.4% using the WAST, and 9.2% using 
the PVS.  The WAST identified 37.2% (35/94) of the IPV victims detected and the PVS 
identified 27.7% (53/94) of the IPV victims detected, whereas direct questioning identified 
89.4% of the IPV victims.

Identification of IPV may be under-estimated by the WAST and PVS screening tools. Our 
findings suggest direct questioning may increase the frequency of disclosure of IPV among 
women attending outpatient orthopaedic clinics.  
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Introduction

Intimate partner violence (IPV) is defined by the World Health Organization as “acts of 
physical, sexual and emotional abuse by a current or former intimate male partner, whether 
cohabiting or not. In addition, [the definition includes] controlling behaviours, including acts to 
constrain a woman’s mobility or her access to friends and relatives, extreme jealousy, etc.” 
(World Health Organization [WHO], 2010)    Identifying IPV victims in a medical setting can be 
challenging for clinicians and researchers.  Methods for IPV identification have including 
screening tools and direct questioning.  In a busy clinical setting, it is important to have a tool 
that is brief and easy to administer, as well as one that accurately identifies victims of IPV.  
Some tools fail to identify a surprising number of victims.  For example, Coker, Pope, Smith, 
Sanderson and Hussey (2001) found that the Index of Spouse Abuse- Physical (ISA-P) failed to 
identify 45% of victims of abuse. Several of the validated screening tools available to help 
identify victims of IPV include the Woman Abuse Screening Tool (WAST; Brown, Lent, Brett, 
Sas & Pederson, 1996) and the Partner Violence Screen (PVS; Feldhaus et al, 1997).  Direct 
questions have also been used to determine the prevalence of IPV (McCord-Duncan, Floyd, 
Kemp, Bailey & Lang, 2006; Muelleman, Lenaghan, & Pakiester, 1998; Ruiz-Perez, Mata-
Pariente, & Plazaola-Castano, 2006). 

The WAST was developed in 1996 by Brown et al. because existing IPV screening tools 
were too lengthy and intrusive (Brown et al, 1996).  The WAST is comprised of eight questions 
and it was developed to quickly screen for IPV in a busy family medicine setting (Table 1)
(Brown et al, 1996).  This tool has been validated in a family medicine setting (Brown et al, 
1996) and has been used in numerous studies in the fields of family medicine (Yut-Lin et al, 
2008; Wathen, 2008; MacMillan et al, 2009; MacMillan et al, 2006; McCord-Duncan et al, 
2006), emergency medicine (MacMillan et al, 2009; MacMillan et al, 2006; Halpern, 2005; 
Wathen, 2008), and perinatal care (Vivilaki et al, 2010).  In a recent review of IPV screening 
tools, the WAST was found to have good internal reliability, and it differentiates women who are 
victims and those who are not (Rabin, Jennings, Campbell, & Bair-Merritt, 2009).  The WAST 
was found by the developers to have classified 100% of the non-abused women and 91.7% of the 
abused women in a purposive sample of abused and non-abused women (Brown et al, 1996).  
MacMillan et al. (2006) found that The WAST had a sensitivity of 47.0% and a specificity of 
95.6% compared to the Composite Abuse Scale (CAS; MacMillan et al, 2006).  Test-retest 
reliability of the WAST has not been studied (Rabin et al., 2009).  

The PVS is comprised of three questions and was developed in 1997 by Feldhaus et al.
(1997) to quickly screen for physical and nonphysical partner abuse in a busy health care setting 
(Table 1; Feldhaus et al, 1997).  The first question addresses physical violence and the second 
and third questions address feelings of safety (Feldhaus et al, 1997).  This tool has been validated 
in an emergency medicine setting (Feldhaus et al, 1997) and has been used in numerous studies 
in the fields of family medicine (Halpern et al., 2005; MacMillan et al., 2006; McCord-Duncan 
et al., 2006), emergency medicine (Halpern et al., 2005; MacMillan et al, 2006) and perinatal 
care (Vivilaki et al., 2010).  Compared to the Index of Spouse Abuse, the PVS had a sensitivity 
of 64.5% and a specificity of 80.3% (Feldhaus et al, 1997).  The same study found that, 
compared to the Conflict Tactics Scale, the PVS had a sensitivity of 71.4% and a specificity of 
84.4% (Feldhaus et al, 1997).   A systematic review found that the PVS has a good specificity of 
80-94%, but has varying sensitivities of 35-71% (Rabin et al, 2009). The review also found that 
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the PVS or PVS plus additional questions has only been evaluated in a healthcare setting in five 
studies, yet this is one of the most well-validated screening tools (Rabin et al, 2009).    

Table 1: Questions on Each Screening Method
Direct Questioning Approach WAST PVS

Has your partner ever abused you 
physically?
(Often, Sometimes, Never)

Has your partner ever abused you 
emotionally?
(Often, Sometimes, Never)

Has your partner ever abused you 
sexually?
(Often, Sometimes, Never)

In general how would you describe your 
relationship? 
(A lot of tension, Some tension, No 
tension)

Do you and your partner work out 
arguments with:
(Great difficulty, Some difficulty, No 
difficulty)

Do arguments ever result in you feeling 
put down or bad about yourself? 
(Often, Sometimes, Never)

Do arguments ever result in hitting, 
kicking, or pushing?
(Often, Sometimes, Never)

Do you ever feel frightened by what your 
partner says or does?
(Often, Sometimes, Never)

Has your partner ever abused you
physically?
(Often, Sometimes, Never)

Has your partner ever abused you 
emotionally?
(Often, Sometimes, Never)

Has your partner ever abused you 
sexually?
(Often, Sometimes, Never)

Have you been hit, kicked, 
punched, or otherwise hurt by 
someone in the past year?
(Yes, no)

If so, by whom?** 
(Person in a current intimate 
relationship, Person in a previous 
intimate relationship, Person who 
you have no intimate relationship 
with)

Do you feel safe in your current 
relationship?
(Yes, no)

Is there a partner from a previous 
relationship who is making you 
feel unsafe now?
(Yes, no) 

**This question is only to be 
answered if the answer to the 
previous question is “Yes”

Some researchers have used direct questions to screen for IPV, although the questions 
used vary greatly from study to study.  Ruiz-Perez et al. (2006) asked similar direct questions 
about physical, emotional, and sexual abuse such as “Have you ever been abused by your current 
partner physically (hit, slapped, kicked, pushed)?”  In this study, the overall prevalence of any 
type of IPV was 22.8%.  McCord-Duncan et al. (2006) used the direct question “Have you ever 
suffered domestic violence?”  Using this question alone, the overall rate of IPV was 39%.  
Muelleman et al. (1998) used the questions “Have you ever been in a relationship and 
intentionally injured by an intimate male partner?” to determine the prevalence of IPV.  Using 
this question, 37% of women were positive for IPV.  

Although there have been many estimates of prevalence of IPV in several medical 
specialties such as family medicine and emergency medicine, only one study has reported the 
prevalence of IPV in among orthopaedic patients (Bhandari et al., 2011).  The study found that 
32% of female patients presenting to two Ontario orthopaedic fracture clinics with injuries had 
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experienced IPV in the past 12 months and that 2.5% of participants were presenting to treat an 
injury due to IPV (Bhandari et al., 2011). 

The purpose of the current study is to determine if female fracture clinic patients who 
screen positive for IPV using the direct questioning also screen positive using the WAST and 
PVS.  In addition, we explore the possible reasons for the differing results between the Direct 
Method, WAST, and the PVS.

Methods

Prevalence Study
We conducted a cross-sectional observational study in two Level I trauma centres in 

Ontario, Canada to determine the prevalence of IPV in orthopaedic clinics (Bhandari et al, 2011).  
The primary study results are reported elsewhere (Bhandari et al, 2011).  A female research co-
ordinator screened all women attending the fracture clinics for eligibility.  Inclusion criteria 
were; 1) The patient is presenting to the fracture clinic for her own appointment, 2) The patient is 
18 or older, 3) The patient is able to read, understand and write in English, 4) The patient is 
attending the fracture clinic for treatment of an orthopaedic injury, 5) The patient is able to 
separate herself from anyone who accompanied her.  Exclusion criteria included the following; 
1) The patient is too ill or injured to participate, 2) The patient is cognitively impaired, 3) Other 
reason 4) Patient did not provide informed consent.  Once the research co-ordinator screened the 
patient, she obtained informed consent and provided the patient with a questionnaire to complete.  
Eligible and consenting participants answered questions about their injury and demographics, 
and they completed two validated self-report questionnaires (WAST and PVS) in written format 
(Table 1). The WAST includes three direct questions asking about physical, emotional, and 
sexual abuse in the past 12 months.  We scored these questions separately and referred to this 
approach as “direct questioning”.  We received formal ethical approval from McMaster 
University/Hamilton Health Sciences Research Ethics Board #08-369, and St. Michael’s 
Hospital Research Ethics Board #09-047.

Measuring and Defining IPV
We defined IPV as a partner of any gender physically, sexually, or emotionally abusing a 

current or previous female partner.  The written questionnaire included a preamble stating that an  
intimate partner is a current or previous spouse, common-law partner, or any sexual or dating 
partner within the last 12 months.  Patients were asked to consider only the past 12 months when 
answering questions.  A woman was considered a victim of IPV if she: 1) screened positive on 
the direct questioning method by answering “sometimes” or “often” to one or more of the three 
direct questions, 2) screened positive on the WAST, or 3) screened positive on the PVS.  The 
WAST was scored according to a 2008 revision with a positive cut-off score if 13 (Yut-Lin et al, 
2008).  The PVS was scored according to the original developers’ instructions (Feldhaus et al, 
1997).   

Data Analysis
We compared the IPV prevalence rates across the three methods of screening for IPV.  

We used the comparisons to calculate a sensitivity and specificity for the PVS compared to the 
direct questioning approach.  We also analyzed the types of abuse (i.e. emotional, physical 
and/or sexual) that women experienced and compared them across screening tools.  We 
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performed cross-tabulations for all frequency data.  No extrapolation processes were carried out 
for missing data. We included partially completed questionnaires in the study.  The WAST has a 
positive cut-off score of 13, and the PVS has a positive cut-off score of one.  Once the cut-off 
score was reached, we identified the patient as a victim of IPV regardless of whether she 
completed the remainder of the questions.  In addition, we carried out analyses using only fully 
completed questionnaires for comparison.  We analyzed all data using PASW Statistics version 
18.0 (SPSS Inc. Chicago, IL).     

Results

Out of 395 eligible patients, 282 gave informed consent and completed the questionnaire 
(response rate 71.4%).  The majority of women in this study were white (85.1%), over forty 
years old (62.8%), and had an annual income of less than $40,000 (59.6%).  Most participants 
were reporting for the treatment of a fracture (73%).  Additional participant details are reported 
in Bhandari et al, 2011.

Prevalence of IPV
Ninety-four of 282 participants (33.3%) screened positive for IPV on our composite of 

three screening methods (direct questioning, WAST, and PVS).  Eighty-six women (30.5%) 
screened positive using the direct questioning approach, 35 (12.4%) using the WAST, and 26 
(9.2%) using the PVS.  The direct questioning approach identified 85 victims of emotional abuse 
(85/282, 30.1%), 24 victims of physical abuse (24/282, 8.5%) and 9 victims of sexual abuse 
(9/282, 3.2%).  Of the 94 women identified as victims of IPV, half screened positive only using 
direct questioning and not on either the WAST or PVS (47/94, 50.0%).  Refer to Tables 2, 3, 
and 4 for comparisons of those who scored positive on the WAST vs. direct questioning, the 
PVS vs. direct questioning, and the WAT vs. the PVS. Please see Table 5 for characteristics of 
participants who screened positive on the PVS versus the WAST versus the direct questioning 
method.

When we excluded participants with missing responses, 74 women out of 208 (35.6%) 
screened positive for IPV.  Seventy women out of 208 (33.7%) screened positive using the direct 
questioning approach, 27 (13.0%) using the WAST, and 20 (9.6%) using the PVS.  Of the 
women who screened positive for IPV, 38 of 74 (51.4%) screened positive using only direct 
questioning and not on either the WAST or PVS.  

Table 2: Prevelance Rates of IPV Using Direct Questioning Compared to WAST

N=226*
Direct Questioning

Positive Score Negative Score
WAST Positive Score 34 (15.0%) 1 (<0.1%)

Negative Score 47 (27.8%) 144 (63.7%)
*Includes women who completed enough questions to score on both tools

Table 3: Prevelance Rates of IPV Using Direct Questioning Compared to the PVS

N=215*
Direct Questioning

Positive Score Negative Score
PVS Positive Score 19 (8.8%) 3 (1.4%)

Negative Score 56 (26.0%) 137 (63.7%)
*Includes women who completed enough questions to score on both tools
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Table 4: Prevelance Rates of IPV Using the PVS Compared to the WAST

N=213*
WAST

Positive Score Negative Score
PVS Positive Score 14 (63.6%) 8 (36.4%)

Negative Score 15 (7.9%) 176 (92.1%)

*Includes women who completed enough questions to score on both tools

Table 5: Characteristics of Patients who Screened Positive for IPV
Patient 
Characteristic

Direct Questioning 
Approach (N=86)

WAST (N=35) PVS (N=26)

Age <30: 22 (25.6%) <30: 14 (40.0%) <30: 6 (23.1%)

Annual Income
(Canadian dollars)

<$40,000: 59 (68.8%) <$40,000: 28 (80.0%) <$40,000: 17 (65.4%)

Education No post-secondary: 38 
(44.1%)
Post-secondary: 47 (54.7%)

No post-secondary: 17 
(48.6%)
Post-secondary: 18 (51.4%)

No post-secondary: 11 
(42.3%)
Post-secondary: 15 (57.7%)

Ethnicity Caucasian: 72 (83.7%)
Other: 14 (16.3%)
-African Canadian: 3
-Native Canadian: 4
-Asian: 1 
-Middle Eastern: 1
-Mixed Ethnicity: 5

Caucasian: 27 (77.1%)
Other: 8 (22.9%)
-African Canadian: 2
-Native Canadian: 2
-Asian: 1
-Mixed Ethnicity: 3

Caucasian: 17 (65.4%)
Other: 9 (34.6%)
-African Canadian: 2
-Native Canadian: 2
-Asian: 2
-Middle Eastern: 1
-Mixed Ethnicity: 2

Injury type Fracture: 58 (67.4%)
Other injury: 28 (30.2%)
-Dislocation: 7
-Strain or sprain: 5
-Cartilage injury: 1
-Unsure: 6
-Other (Unspecified): 8

Fracture: 23 (65.7%)
Other injury: 12 (34.3%)
-Dislocation: 4
-Strain or sprain: 3
-Unsure: 2
-Other (Unspecified): 3

Fracture: 18 (69.2%)
Other injury: 8 (30.8%) 
-Dislocation: 1
-Strain or sprain: 2
-Unsure: 2
-Other (Unspecified): 3

*We found a statistically significant difference in race between the women who screened positive on the PVS versus 
the Direct Method (p=0.043).  No other difference across screening tools is significantly different. p<0.05 was 
considered statistically significant.
**Percentages may not add due to missing values.

Validation Measures
Compared to the direct questioning method, the PVS has a sensitivity of 25.3% and a 

specificity of 97.9%.  We could not calculate sensitivity and specificity of the WAST compared 
to the direct questioning approach because the direct questions appear on the WAST, which 
could lead to misleading sensitivity and specificity data.  When incomplete questionnaires were 
excluded, the PVS has a sensitivity of 24.6% and a specificity of 97.8% compared to the direct 
questioning method.      

Discussion

Our study found surprising differences in the prevalence rates of IPV in orthopaedic 
injury patients across three different screening methods.  Specifically, we found that the 
prevalence of IPV was 30.5% when a direct questioning approach was utilized, 12.4% using the 
WAST, and 9.2% using the PVS.  There are a number of plausible explanations for the 
difference in prevalence rates identified by these three methods.  
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The first explanation for the differences in prevalence rates is that different screening 
tools define IPV in a different manner, and they are therefore not identifying the same women as 
victims of IPV.  This is a problem because the WAST and the PVS were both developed for the 
same purpose, and they are often used for the same purpose in research and clinical practice.  
Our direct approach included three questions that asked about physical, sexual, and emotional 
abuse, incorporating three types of abuse into our definition of IPV.  The WAST also includes 
these three questions, however, answering positively to any of these three questions does not 
necessarily result in a positive score.  For example, a woman may report no tension and no 
difficulty in her relationship, no emotional or sexual abuse, but she may have been punched by 
her partner on a few occasions after he came home intoxicated.  Her WAST score would likely 
be negative, but we argue that she is still a victim of abuse.  The direct questioning method 
would likely detect this while the WAST would not.  The PVS asks questions relating to physical 
violence and threats of violence.  A woman who is sexually abused but not physically abused by 
her partner may screen negative on the PVS if she reports feeling safe at home.  Two-thirds of 
women in this study who said they had been sexually abused reported feeling safe at home.  
Many women experience more than one form of violence; however, women experiencing 
emotional abuse only may not be classified as IPV victims on the PVS, and those who 
experience emotional abuse only sometimes may not screen positive on the WAST.  The WAST 
also includes questions about threats of violence.  This is an advantage the WAST has over the 
direct questioning approach that we used.  

Another plausible explanation for the differences that we identified in IPV prevalence is 
that patients are misinterpreting the questions or are not comfortable answering the questions.  
For example, women who suffered emotional abuse comprised a large percentage of those who 
screened positive for IPV using all methods.  Since emotional abuse is a subjective term, each 
woman may have her own definition and threshold of what is considered emotional abuse.  
These differences in definitions may lead to a wide variation in who reports that they have been 
emotionally abused and who does not.  Since the WAST asks the direct question “Has your 
partner ever abused you emotionally?” and the PVS does not ask a similar question, a patient’s 
interpretation of what is and is not emotional abuse may skew the results.  Women who have 
been abused may not admit that they have been abused if they feel uncomfortable discussing 
their abuse.  Brown et al (2000) found that more abused women were uncomfortable with the 
physical and sexual abuse questions than non-abused women.  We chose to include emotional 
abuse in our definition of IPV because emotional abuse has a tendency to escalate to physical 
abuse, and emotional abuse often co-occurs with physical and/or sexual abuse (Ahmad, 2007).  

Another possible explanation is that one or more of the measures are incorrectly 
classifying women who have not experienced IPV as victims of IPV.  While it is true that falsely 
identifying women as victims of IPV could be embarrassing and uncomfortable, we believe that 
failing to identify victims can be more harmful.  Rabin et al (2009) recommend that IPV 
screening tools have maximal sensitivity to avoid missing victims.  The direct approach that we 
used is an attempt to err on the side of inclusion when screening for IPV.  After a woman screens 
positive for IPV using a direct approach such as this, the health care professional can initiate a 
more in-depth discussion of the patient’s situation to determine which actions, if any, are 
necessary for her specific situation.  Even though the direct questioning approach is likely to 
increase the number of false positives, initiating an in-depth conversation with patients who have 
screened positive can help to reduce the number of false positives.     
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We chose to use direct questioning about IPV because the questions are simple, easy to 
understand, and intuitive.  The three-question approach is also quick to administer and easy to 
score, which is an important issue in a busy health care environment.  Medical organizations 
such as the American Medical Association (AMA, 1992) and the Canadian Orthopaedic 
Association recommend using direct questions because “it tends to elicit direct answers” (COA, 
2009).    

Previous Literature
In this study we asked direct questions in the form of “Have you been abused 

[physically/emotionally/sexually]?”  Several other studies have also used a direct approach.  
Ruiz-Perez et al (2006) asked “Have you ever been abused by your current partner physically 
(hit, slapped, kicked, pushed)?” They estimated the overall prevalence of any type of IPV as 
22.8%.  McCord-Duncan et al (2005) used the direct question “Have you ever suffered domestic 
violence?” and estimated the overall rate of IPV to be 39%.  Using the direct question “Have you 
ever been in a relationship and intentionally injured by an intimate male partner?” to determine 
the prevalence of IPV, Muelleman et al (1998) found that 37% of women were positive for IPV.  
Our study showed a similarly high prevalence using the direct questioning approach; however, 
these studies examined the lifetime prevalence of IPV while our study examined one year 
prevalence.  Although patients in our study were explicitly asked to disclose ‘IPV within the past 
year’ at the beginning of the questionnaire, the language a few of the questions (use of the word 
“ever”) could have caused some confusion and they may have disclosed IPV in their lifetime, 
leading to an overestimation of prevalence.  Whether our findings do represent an inflated 
estimate remains debatable. Our findings are not that dissimilar from another Canadian study 
which found that the overall prevalence of IPV in the past year was 25% (Cox, 2004).      

Few studies have compared the WAST to the PVS for the purposes of screening for IPV 
in a health care setting.  Vivilaki et al (2010) compared a Greek translation of the WAST to the 
PVS using a sample of women at a perinatal care clinic in Greece.  Using the PVS as a criterion 
standard, the sensitivity of the WAST was 99.7% and the specificity was 64.4% (Vivilaki et al, 
2010).  MacMillan et al (2009) found that, in English-speaking emergency, family medicine, and 
women’s health clinic patients, the PVS and WAST had similar sensitivities and specificities 
when compared to the CAS.  This high degree of correlation between the two screening tools is 
not seen in our study.  Orthopaedic injury patients are not a well-studied population; therefore we 
cannot assess the impact of population on the results of each screening tool.   

Brown et al (1996) determined, using a known sample of abused versus non-abused 
women, that each question on the WAST (including the direct questions) correlated significantly 
with the Abuse Risk Inventory (ARI), and that there are significant differences between the 
answers of abused and non-abused women on the direct physical and emotional abuse questions.  
The direct sexual abuse question was not studied.  To our knowledge, no study has compared 
prevalence of IPV using direct questions alone to prevalence of IPV using the PVS.  

Limitations
A limitation of the current study is a small sample size of women who screened positive 

for IPV using our composite of the three measures.  The questionnaire was self-reported, and did 
not require verification of the answers.  Since the research coordinator who conducted the 
interviews did not look at the completed questionnaires before the patients left (for privacy 
reasons), information that was missing or incorrect could not be corrected.  The questionnaire 
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was anonymous and the results were not shared with the treating surgeon or any other health care 
provider, so answers could not be verified verbally with the patient or by consulting medical 
records.  Some women may not feel comfortable with direct questions if they do not trust the 
medical system.  They may fear being judged or not believed.  Another limitation is that the 
study excludes non-English speaking women and previous studies have shown that people of 
many races and ethnicities are affected by IPV (McCloskey et al, 2005, Azziz-Baumgartner et al, 
2010, El-Bassel et al, 2007).  Each participant was asked the PVS questions, followed by the 
WAST questions, including the direct questions last.  This may mean that the participants were 
primed to see abuse after answering questions about various abusive behaviours.  This may have 
lead to an overestimation of prevalence of IPV on the direct questions.  Another potential 
limitation is that participants may have misread the instruction to disclose IPV in the past year 
only, which could have inflated the one year prevalence rate.     

Future Considerations
It is important to consider the definition of IPV that one wishes to use before screening 

for IPV in a clinic setting or in IPV research initiatives.  Since the WAST, PVS and many other 
tools screen for different types of violence, selecting the most appropriate screening tool for the 
task is essential.  Using a combination of screening tools may broaden the types of IPV victims 
identified (i.e. physical, emotional, sexual abuse victims), and a direct questioning approach can 
broaden the definition even further.  Researchers and clinicians could consider asking directly 
about physical, emotional, and sexual abuse when screening for IPV as a means of broadening 
the definition of IPV.  However, validation studies are required before this approach should be 
widely implemented. Future research should focus on using one reference standard to evaluate 
existing screening tools.  The direct approach could be used as the reference standard for other 
screening tools because of its broad definition, ease of administration, and simple to understand 
questions.  

Conclusions
Despite being tested for validity and being developed and used for the same purpose, the 

WAST and the PVS largely identified different women as victims of IPV, as there is very little 
overlap in the women who screened positive for IPV on the WAST and the PVS.  This difference 
in identification is concerning for investigators and clinicians who use only one of the WAST or 
PVS to detect IPV in their study or practice.  Some women who are victims of IPV may remain 
undetected when using only one screening instrument.  In the current study, the direct approach 
identified more women as victims of IPV than the WAST and PVS, and missed fewer victims 
compared to the WAST and PVS.  We suggest that the direct questioning approach should be 
used as a preliminary assessment for IPV, and then the clinician can initiate a more in-depth 
discussion of the patient’s situation and determine which actions are appropriate for her situation.  
By ssing this approach clinicians can err on the side of detecting more victims.  All three 
measures are quick to administer in a clinical setting.
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