
Central JSM Sexual Medicine

Cite this article: Todahl J, Walters E (2020) Sexual Victimization: Universal Screening and Education in Trauma-Informed Medical Practice. JSM Sexual Med 
4(3): 1037.

*Corresponding author
Jeff Todahl, Center for the Prevention of Abuse and 
Neglect, 5251 University of Oregon, Eugene OR 97403, 
USA, Tel: 541-346-0919; Email: jtodahl@uoregon.edu

Submitted: 13 May 2020

Accepted: 28 May 2020

Published: 30 May 2020

ISSN: 2578-3718

Copyright
© 2020 Todahl J, et al.

  OPEN ACCESS  

Keywords
•	Sexual assault; Rape; Acquiescence; Universal 

screen; Assessment; Trauma; Universal education

Review Article

Sexual Victimization: Universal 
Screening and Education in 
Trauma-Informed Medical 
Practice
Jeff Todahl1* and Walters E2

1Center for the Prevention of Abuse and Neglect, University of Oregon, USA
2The Trauma Healing Project, Executive Director, USA

Abstract

Sexual victimization and other forms of interpersonal violence are traumatic, common, and often have a significant impact on individuals’ lives, relationships, 
and health. The impact of interpersonal violence is compounded by social norms that continue to foster a culture of silence and shame. However, health care 
providers are very well positioned to invite conversations about interpersonal violence, to legitimize trauma and trauma healing as pertinent to health, and 
to alter the silence that thwarts healing and perpetuates victimization. The purpose of this paper is to summarize universal screening and education in the 
context of trauma-informed medical practice. We outline a rationale for universal screening and education, describe implementation strategies, and point 
to readily accessible materials for use in daily practice. This article highlights sexual coercion and acquiescence as an important part of the screening and 
education process. We urge providers to adopt universal screening and education in their practices, to educate themselves about trauma-informed care, and 
to incorporate often overlooked questions about non-physical sexual coercion and acquiescence in screening and education protocol.

INTRODUCTION
Sexual assault is a prevalent human rights, social justice, and 

public health issue. By one estimate, more than 1 in 3 U.S. women 
(35.6%) and more than 1 in 4 U.S. men (28.5%) have experienced 
rape, physical violence, and/or stalking by an intimate partner 
[1]. More than 1 in 3 U.S. women (36.3%) and nearly 1 in 6 
men (17.1%) experienced some form of contact sexual violence 
(SV) during their lifetime [2]. And, 19 percent, or 23 million 
U.S. women, have experienced completed or attempted rape. 
Although stranger rape also occurs at unacceptable rates, it is 
far more likely that health care providers will encounter sexual 
violence survivors who were sexually assaulted by someone 
known to them. Contact lifetime sexual violence by an intimate 
partner is experienced by 1 in 6 women (16.4%) and 1 in 14 men 
(7.0%) [2]. Among children, the lifetime sexual assault prevalence 
for 17-year-old U.S. youth is 26.6% for girls and 5.1% for boys [3]. 
These data likely underestimate actual prevalence.

Although many health-care seeking patients have 
experienced sexual assault and other forms of interpersonal 
violence, they infrequently voluntarily share their victimization 
with providers. Several individual-level factors contribute to 
survivors’ reluctance to disclose their trauma – and those factors 
are compounded by community norms that deny and minimize 
abuse, silence victims, and that offer few clear invitations for open, 
confidential, and safe conversation about interpersonal violence 

[4,5]. For example, a randomized community sample of adult IPV 
and child abuse survivors asked participants: “During the time 
when you first experienced abuse, how often did anyone try to 
help or protect you?” To this question, 47% of all respondents 
reported “never;” 19% responded “rarely” [6]. Among a sample 
of 216 high school students, 47% said they had not shared their 
abuse with anyone [7]. Consequently, many survivors live in 
silence with their traumatic experiences and have many reasons 
to believe their assaults are unspeakable, including with their 
health care providers. 

Given these factors, and given the known relationship between 
trauma and health, medical providers are very well positioned 
to both alter the culture of silence and create conversations that 
support trauma healing. Providers who actively acknowledge 
the existence of sexual assault and other forms of interpersonal 
violence foster healing opportunities and act as a bridge to the 
larger community by countering the collective silence that so 
often accompanies violence. The U.S. Preventive Services Task 
Force recommends that providers screen for violence in women 
of reproductive age, and The American Academy of Pediatrics 
Committee on Child Abuse and Neglect, the American Academy 
of Family Physicians, and the Academy of Nurse Practitioners all 
urge providers to universally screen their patients [8-10]. The 
American College of Obstetricians and Gynecologists recommend 
routine screening for sexual abuse and violence during annual 
examination visits. 



Central

Todahl J, et al. (2020)

JSM Sexual Med 4(3): 1037 (2020) 2/7

Despite these strong recommendations, most providers 
do not routinely screen for violence [11,12]. Lapidus, et al., in 
a survey of pediatricians and pediatric care-providing family 
physicians, concluded that 12% of respondents routinely screen 
for interpersonal violence at well-child visits [13]. Elliot, Nerney, 
Jones and Friedman reported an overall screening rate of 10% 
among surveyed physicians [11]. Stayton and Duncan, in a 
review of the literature, indicated that 3% to 41% of physicians 
routinely conduct interpersonal violence screens [12]. A study 
that directly asked patients about their screening experiences 
concluded that 40% of female and 27% of male patients had been 
screened by a health care professional in the previous 12 months 
[14]. Health care providers, however, are much more likely to 
screen for violence when they: a) have been trained to screen, 
feel competent in screening, and receive institutional support; 
b) believe violence is prevalent among their patient population; 
and c) believe screening is within their role and a part of their 
responsibility as a health care provider [8]. 

When interpersonal violence screening and education are 
conducted universally with a nonjudgmental attitude, in private, 
and with a clear rationale, patients are supportive of screening 
[15-17]. Evidence also suggests that universal screening can 
be conducted safely, increases rates of disclosure, and can lead 
to more appropriate handling of presenting and underlying 
concerns [18,8]. For example, in a survey of 1,313 women, 98% 
believed it is a “good idea” to screen for violence and 97% “felt OK” 
during the screen process. Interpersonal violence is significantly 
under-reported when providers employ a ‘red flag’ strategy, i.e., 
screening only in response to perceived signs of interpersonal 
violence [19]. 

Todahl and Walters argue that the “decision not to screen 
and provide universal interpersonal violence education comes 
at a price” [17]. Providers who do not universally and skillfully 
inquire about interpersonal violence or offer educational 

materials may: 1) demonstrate ignorance about interpersonal 
violence prevalence; 2) inadvertently communicate that 
abuse, even if it were occurring, is not relevant; 3) indirectly 
communicate that the provider is not equipped to competently 
address interpersonal violence; and 4) perpetuate harmful social 
norms that deny and minimize abuse. 

Proponents initially more narrowly emphasized screening 
for intimate partner physical violence and forcible rape [20,21]. 
Over time, the screen frame has expanded to include more 
types of interpersonal violence, a continuum of risk behaviors, 
imminence, and lethality [22]. More recently, researchers and 
advocates have urged the pairing of universal screening with 
universal education [23-25]. Others have advocated for including 
questions about non-physical sexual coercion and acquiescence 
in routine screening [16]. 

Many universal screening models have been proposed, from 
targeted protocols for specific populations to danger assessment 
and tiered strategies [26-29]. These protocols include written 
questionnaires (Table 1). The questionnaires typically include 
sexual victimization questions, such as: “In the past year, has 
anyone forced you to have sexual activities” [30]? However, these 
tools do not typically include non-physical sexual coercion and 
acquiescence and, consequently, overlook common and widely 
misunderstood forms of sexual victimization. For the purposes 
of this review, we will outline a protocol that incorporates 1) 
non-physical sexual coercion and acquiescence, and 2) universal 
violence prevention education in the context of a trauma-
informed practice 

Defining Non-Physical Sexual Assault and 
Acquiescence

Sexual violence is any type of non-consensual sexual contact 
or behavior, including forced sexual intercourse or sodomy, child 
molestation, incest, fondling, and attempted rape.  Common law 

Table 1: Examples of IPV Universal Screening Instruments and Items.

STaT (Slapped, Things and Threaten) Questionnaire [46]

a)	 Have you ever been in a relationship where your partner has pushed or slapped you? 

b)	 Have you ever been in a relationship where your partner threatened you with violence? 

c)	 Have you ever been in a relationship where your partner has thrown, broken or punched? 

HITS (Hurt, Insult, Threaten, and Scream) Questionnaire [47]

On a 5-point scale from “never” to “frequently”,  over the past 12 months, how often did your partner:

a)	 Physically hurt you

b)	 Insulted or talked down to you 

c)	 Threatened to harm you 

d)	 Screamed or cursed at you

AAS (Abuse Assessment Screen) [30]
a)	 Have you ever been in a relationship where your partner has pushed or slapped you? Have you ever been emotional or physically abused 
by your partner or someone important to you?
b)	 Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone?

c)	 Since you’ve been pregnant, have you been slapped, kicked or otherwise physically hurt by someone?

d)	 Within the last year has anyone forced you to have sexual activities?

e)	 Are you afraid of your partner or anyone you listed above?
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definitions of rape in the United States historically required 
at least slight penetration of the penis into the vagina, though 
many states have expanded the definition to include oral and 
anal penetration, as well as penetration with objects [31]. Non-
physical sexual coercion and acquiescence to unwanted sex 
are also traumatic, though are easily misunderstood and often 
overlooked by health care providers and survivors themselves 
[32].  

Non-physical sexual assault is coercive, not physically 
violent, often leads to acquiescence, and includes a wide array 
of manipulative behavior including untenable levels of pestering, 
threats of harm, threats cheating, withholding money or other 
resources, or general anger and retribution if sex is not given 
[32]. Basile defines five types of non-physical sexual coercion: 
1) unwanted turns to wanted, 2) it’s my duty, 3) easier not to 
argue, 4) don’t know what might happen if I don’t, and 5) know 
what will happen if I don’t [32]. “Unwanted turns to wanted” is 
sensitive and particularly complex. In our view, if one party in 
a sexual experience does not initially want to engage in sexual 
activity, but following non-coercive invitations – and as a result 
of those invitations – freely changes to want the sexual activity, 
this is not sexual assault. A key marker between consent and 
assault is whether the activity is initially wanted and remains 
wanted, or moves freely from unwanted to wanted. If the sexual 
activity was coerced (by any means), remains unwanted (despite 
acquiescence), and results in any form of harm (psychological, 
emotional, relational), then it belongs on the spectrum of sexual 
assault.  

Developing a Trauma Informed Practice

Many researchers and survivor and prevention advocates 
now urge pairing universal screening with universal education 
within a trauma-informed framework [24]. Miller and Decker 
advocate for survivor-centered and trauma-informed provider-
patient relationships that serve to acknowledge that violence is 
a part of many patients’ history and/or current experiences, and 
to normalize conversations about this reality [24]. Moreover, 
Miller and Decker caution that screening questions, in and of 
themselves, can create a forensic-like context, though this can 
be mediated with empathy, clear explanations for screening 
and education, and universal practice. In the screening and 
information process, it is most important to understand the 
patient’s immediate experience and the kind of support they are 
receptive to at a given point in time. 

The power of a trauma-informed practice is that it counters 
the isolation, shame, and self-blame that perpetuates sexual 
victimization and other forms of interpersonal violence. Trauma-
sensitive practitioners and workplaces communicate several 
key messages to patients and staff: a) we know that many of 
our patients (and staff) are experiencing or have experienced 
interpersonal violence; b) you can talk about those experiences 
here; c) addressing trauma is relevant to your  health; d) we are 
competent to support you in a safe, skilled, and non-judgmental 
manner; and e) your trauma-related symptoms are a natural 
response; there is nothing wrong with you, our focus is on 
supporting you to address, to the extent you wish, what happened 
to you. 

Many useful guidelines and recommendations for trauma-
informed practice and protocols now exist [33-35]. Fallot and 
Harris encourage health care organizations and practitioners to 
begin with a self-assessment to determine the degree to which 
their setting and practitioners demonstrate trauma-sensitivity 
[36]. For more information about the features of trauma-
informed practice and self-assessment, please see Table 2. 

Universal Screening

Universal screening is the practice of inquiring about violence 
with all patients regardless of risk factors. Proponents of universal 
screening argue that routine screening is warranted because a) 
violence is prevalent in society and, as such, many patients have 
experienced or are experiencing it; b) violence and unprocessed 
trauma are negatively correlated with health outcomes; c) if 
violence is occurring or has occurred, it is a pertinent factor in 
health care planning; and d) spontaneous disclosure is unlikely 
[20,24].

Several models for violence screening exist and most have 
been designed, specifically, to identify physical assault and 
controlling behavior [37,17]. Generally, screening models include: 
a) a set of questions asked of all patients in writing and followed-
up orally early in the treatment relationship or at annual wellness 
visits; b) questions are asked privately; and c) the questions are 
often tiered, moving from general screening questions to a more 
thorough violence assessment and risk assessment, if warranted. 
For an example of common screening questions see Table 1. For 
a thorough description of a tiered universal screening model, see 
Todahl and Walters [38].     

As mentioned, many of these models do not specifcially 
screen for non-physical coercive sexual assault and acquiescence. 
In order to acknowledge these forms of sexual victimization, 
the following types of questions can be added to any screening 
protocol: 

•• Has your partner ever had sex or intimate contact with 
you when you didn’t really want to? (If yes) Were you 
afraid that they might be angry or that something might 
happen if you didn’t go through with it? [29] 

•• Was there a time when you had sex with your partner 
because you felt like you couldn’t refuse? Has any of this 
happened to you in previous relationships? Does this 
happen all of the time, some of the time, or very rarely? 
[29] 

•• Have you been persuaded to have sexual contact against 
your will? [16] 

•• Do you sometimes give in to sexual pressure? How do you 
ensure consent in your sexual relationship(s)? [16] 

•• Do you feel that you have control over your sexual 
relationships and will be listened to if you say “no” to 
sexual activities? [10] 

•• Do you and your partner ever disagree about sexual 
things? Like what? How do you resolve these conflicts? 
[39] 
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Table 2: Trauma-Informed Self and Institutional Assessment Questions.
1.	 To what extent do our patients and staff feel physically and emotionally safe here?
2.	 Does everyone here acts in a respectful, caring and professional manner?
3.	 Are there direct and indirect messages in this environment that tell me it is OK to discuss interpersonal violence?
4.	 If a patient discusses interpersonal violence, do they in advance have a good idea of how it will be handled; can they trust that it will be handled 

skillfully?
5.	 Are providers and staff as sensitive as possible when they ask patients about difficult or frightening experiences our patients have had?
6.	 Do patients feel like they are partners with our staff and providers? Are most of our patients able to say we listen to what they think, what they 

want, and use that information in our treatment planning and decision-making? 
7.	 Do our patients have the impression that our practice is healthy, i.e., people seem to enjoy working here and working with each other? 

[33,34,35]

Universal Education

In recent years, proponents have argued that universal 
screening is more effective when paired with interpersonal 
violence universal education [40,24]. Universal education 
provides information about how healthy and unhealthy 
relationships impact health, along with information about 
violence and relationship resources. As described by O’Connor, 
“Universal education is a process that normalizes conversations 
about violence and provides information to all, not just those who 
are suspected of or disclose abuse” [25,4]. In this way, universal 
screening and education act as a form of primary prevention, 
countering the culture of silence that historically serves as a 
central factor in survivors’ isolation and that reduce healing 
opportunities and connection [18, 41-43].  

Many universal education materials are readily available and 
vary from wallet-sized pamphlets to posters and safety cards, 
and typically include website links. Materials can be adapted to 
include local resources. For example, Futures without Violence 
includes posters and safety cards specifically designed for health 

care settings and for specific populations ranging from teens, to 
elder abuse, American Indian/Alaska Native populations, and 
information for parents to support developmentally appropriate 
sexuality and healthy relationship education. Table 3 lists 
useful violence prevention and healthy relationship education 
resources.

Implementation 

A disclosure of abuse is not the goal or intent of universal 
screening and education. Instead, the purpose is to “create an 
environment that legitimizes a conversation about violence 
if and when a patient chooses to discuss it, and to engender 
confidence in the provider’s ability to competently respond,” if 
or when pertinent [38]. By screening and providing educational 
materials universally, providers can effectively communicate 
that interpersonal violence and sexual victimization are common, 
relevant to health and well-being, and important to provider’s 
themselves. Table 4 outlines several recommendations for 
framing these conversations. Table 5 lists prominent abuse 
prevention national organizations. 

Table 3: Violence Prevention and Healthy Relationship Education Materials.

Organization Access
National Health Resource Center on Domestic Violence
Futures Without Violence https://ipvhealth.org

Futures Without Violence https://www.futureswithoutviolence.org/?s=safety+cards
Oregon Sexual Assault Task Force; Oregon Coalition Against Domestic 
and Sexual Violence	

http://oregonsatf.org/wp-content/uploads/2020/03/2020-Prevention-
Resources-for-Parents.pdf

Iowa Coalition Against Sexual Assault https://www.parentsforprevention.org

Table 4: Implementation Frames.

Organization Access

Written Questionnaire – Framing Universal 
Screening and Education

Please answer each of the following questions. They are personal and sensitive; we ask all of our 
patients about interpersonal trauma they may have experienced. Feel free to leave blank those 
questions you do not wish to answer at this time. Your [provider] will discuss your responses with 
you.

Verbal Statement – Normalizing the Topic

Because violence is so common in many people’s lives, I’ve begun to ask all my patients about it. This 
may not be something you have experienced, though many of my patients have been emotionally, 
physically, or sexually mistreated or are being mistreated now. Many people are uncomfortable to 
bring it up themselves, so I’ve started asking about it routinely. May I ask you about this now? 

Confidentiality
I’m asking these questions because I believe personal experiences, like trauma, impact health and are 
important to discuss, when and if you would like to. If you share a trauma experience, our conversation 
will be private and confidential – with these exceptions [state/country limits to confidentiality].

Verbal Statement – Normalizing Sharing of 
Education Materials 

For the same reasons I ask about interpersonal trauma, I give this information to all of my patients – in 
case it is useful for you right now or at any time. Please also feel free to share it with family and friends 
[48] 
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Responding to Abuse Disclosures and Safety Planning 
Providers who demonstrate comfort and sensitivity to 

conversations about IPV and trauma, and who create an 
empathetic and inviting relationship with their patients, 
will encounter many disclosures. We encourage grounding a 
response to disclosures in several core principles. First, open and 
empathetic listening is the most important response to an abuse 
disclosure. Second, working in partnership with a patient who 

discloses is respectful and empowering, i.e., “what do you need?” 
and “what would be most helpful right now?” Third, assessing 
for risk and imminence at the time of a high-risk disclosure 
is essential. This includes asking, “are you safe now?” Table 6 
provides additional information about safety planning. For more 
information about lethality and risk assessment, see Messing and 
Campbell and Messing, Campbell, Sullivan Wilson, Brown, and 
Patchell [44,45].

Table 5: Resources for Health Professionals and Survivors of Violence.

Resources Description

National Domestic Violence Hotline
1-800-799-SAFE
Advocates available 24/7 to talk to individuals experiencing domestic violence, questioning unhealthy 
aspects of their relationship, and/or seeking resources

National Child Abuse Hotline
1-800-4-A-CHILD
Crisis counselors available 24/7 in 170 languages to provide crisis intervention, information, literature, 
and referrals

National Coalition Against Domestic 
Violence

www.ncadv.org
National organization that aims to empower survivors, promote direct service programs, educate the 
public, and promote partnerships

National Sexual Violence Resource 
Center

www.nsvrc.org
The NSVRC’s mission is to provide leadership in preventing and responding to sexual violence through 
collaboration, sharing and creating resources, and promoting research

Rape, Abuse & Incest National Network www.rain.org
National Sexual Assault Hotline and resources. Free. Confidential. 24/7.

Table 6: Safety Planning.

If you had the perpetrator evicted or are living alone, you may want to:

1.	Change locks on doors and windows. 

2.	Install a better security system -- window bars, locks, better lighting, smoke detectors and fire extinguishers. 

3.	Teach the children to call the police or family and friends if they are snatched. 

4.	Talk to schools and childcare providers about who has permission to pick up the children.

5.	Find a lawyer knowledgeable about family violence to explore custody, visitation and divorce provisions that protect you and your children. 

6.	Obtain a restraining order. 
7.	What are other threats that worry you (e.g., threats to immigration status, controlling important documents, threats to take kids out of state or 

out of the U.S)?
8.	How are you feeling about this conversation? Do you have any questions or concerns about our conversation?

If you are leaving your abuser, ask yourself the following questions:

1.	 How and when can you most safely leave? Where will you go?

2.	 Are you comfortable calling the police if you need them?

3.	 Who can you trust to tell that you are leaving? 

4.	 How will you travel safely to and from work or school or to pick up children? 

5.	 What community and legal resources will help you feel safer? Write down their addresses and phone numbers, and keep them handy. 

6.	 Do you know the number of the local shelter? 

7.	 What custody and visitation provisions will keep you and your children safe? 

8.	 Is a restraining order a viable option? 

If you are staying with your batterer, think about:

1.	What works best to keep you safe in an emergency? 

2.	Who you can call in a crisis? 
3.	If you would call the police if the violence starts again. Can you work out a signal with the children or the neighbors to call the police when you 

need help? 
4.	If you need to flee temporarily, where would you go? Think though several places where you can go in a crisis. Write down the addresses and 

phone numbers, and keep them with you. 
5.	If you need to flee your home, know the escape routes in advance. 
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DISCUSSION & CONCLUSION
Health care providers are in a powerful position to directly 

participate in changing the culture of silence that continues to 
surround sexual victimization and other forms of interpersonal 
violence. Interpersonal violence universal screening and 
education create an opportunity for conversations about safety, 
trauma, and trauma healing and legitimizes violence and abuse 
experiences as a pertinent and natural part of medical practice 
[18,25,41,42]. Moreover, embedding questions about non-
physical sexual coercion and acquiescence in screening protocols 
is essential in order to acknowledge and foster opportunities to 
discuss these often-overlooked forms of sexual victimization.

A disclosure of abuse is not the central aim of universal 
screening and education. Instead, their routine practice is designed 
to communicate that providers and the institutions within which 
they are employed understand that sexual victimization and 
other forms of interpersonal violence are common, relevant, 
and that we – as practitioners and in this setting – are available 
and equipped to discuss traumatic experiences and to provide 
accessible resources and referrals. 

Health care providers are much more likely to universally 
screen and provide IPV education when they have been trained to 
screen, feel competent in screening, receive institutional support, 
and believe screening is within their role and their responsibility. 
This is much more likely in settings that establish efficient 
screening and education protocols, trauma-informed attitudes 
and policies, and – in particular – that are strongly supported by 
administrators and supervisors [33,34,40]. 

REFERENCES
1.	 Black MC. Intimate partner violence and adverse health consequences: 

implications for clinicians. AJLM. 2011; 5: 428-439.

2.	 Smith SG, Chen J, Basile KC, Gilbert LK, Merrick MT, Patel N, et al. The 
national intimate partner and sexual violence survey (NISVS): 2010-
2012 state report. NCIPC/CDC. 2017.

3.	 Finkelhor D, Vanderminden J, Turner H, Hamby S, Shattuck A. Child 
maltreatment rates assessed in a national household survey of 
caregivers and youth. Child Abuse Negl. 2014. 

4.	 Herman J. Trauma and recovery. New York: BasicBooks. 1992.

5.	 Vranda MN, Kumar CN, Muralidhar D, Janardhana N, Sivakumar PT. 
Barriers to disclosure of intimate partner violence among female 
patients availing services at tertiary care psychiatric hospitals: a 
qualitative study. Neuro Rural Prac. 2018; 9: 326-330. 

6.	 Cortez P, Dumas T, Joyce J, Deborah O, Sharon P, Todahl J, et al. 
Survivor voices: co-learning, re-connection, and healing through 

community action research and engagement (CARE). Prog Comm 
Health Partnersh. 2011; 5: 133-142. 

7.	 Todahl J, Barkhurst P, Schnabler S. The Oregon child abuse prevalence 
study: high school pilot study summary report. Eugene (OR): 
University of Oregon. 2019.

8.	 United States Preventive Services Task Force, Susan J Curry, Alex 
H Krist, Douglas K Owens, Michael J Barry, Aaron B Caughey, 
et al. Screening for intimate partner violence, elder abuse, and 
abuse of vulnerable adults: US preventive services task force final 
recommendation statement. JAMA. 2018; 320: 1678-1687. 

9.	 Dicola D, Spaar E. Intimate partner violence. Am Fam Physician. 2016; 
94: 646-651. 

10.	American College of Obstetricians & Gynecologists. Sexual 
assault.  Committee Opinion 777; Committee on Health Care for 
Underserved Women. 2019; 133: 296-302.

11.	Elliott L, Nerney M, Jones T, Friedmann PD. Barriers to screening for 
domestic violence. J Gen Intern Med. 2002; 17: 112-116. 

12.	Stayton CD, Duncan MM. Mutable influences on intimate partner 
abuse screening in health care settings: a synthesis of the literature. 
Trauma Viol Abuse. 2005; 6: 271-285. 

13.	Lapidus G, Cooke MB, Gelven E, Sherman K, Duncan M, Banco L. A 
statewide survey of domestic violence screening behaviors among 
pediatricians and family physicians. Arch Pediatr Adolesc Med. 2002; 
156: 332-336.

14.	Harrison  SL, Oehme K, Urbach E, Blankenship L, Onifade E. Domestic 
violence screening: a national hotline survey. Fam Int Part Vio Quart. 
2017; 9: 7-19.

15.	Chang JC, Decker MR, Moracco KE, Martin SL, Peterson R, Frasier PY. 
Asking about intimate partner violence: advice from female survivors 
to health care providers. Pat Ed Couns. 2005; 59: 141-147. 

16.	Maas-DeSpain A, Todahl J. Rape, sexual violence and acquiescence in 
intimate relationships: Screening, assessment, and clinical decision 
making. J Fem Fam Ther. 2014; 26: 28-49.

17.	Todahl J, Walters E. Universal screening for intimate partner violence: 
A systematic review. J Mar Fam Ther. 2011; 37: 355-369. 

18.	Nelson HD, Bougatsos C, Blazina I. Screening women for intimate 
partner violence: a systematic review to update the US Preventive 
Services Task Force recommendation. Ann Int Med. 2012; 156: 796-
808. 

19.	Stith SM, Rosen KH, McCollum EE. Effectiveness of couples treatment 
for spouse abuse. J Marital Fam Ther. 2003; 29: 407-426. 

20.	Bograd M, Mederos F. Battering and couples therapy: Universal 
screening and selection of treatment modality. J Marital Fam Ther. 
1999; 25: 291-312. 

21.	Phelan MB. Screening for intimate partner violence in medical 
settings. Trauma Vio Abuse. 2007; 8: 199-213. 

6.	Have the following available in case you have to flee:
a.	 Important papers such as birth certificates, social security cards, marriage and driver's licenses, car title, lease or mortgage papers, 

passports, insurance information, school and health records, welfare and immigration documents, and divorce or other court documents
b.	 Credit cards, bank account number, and ATM cards
c.	 Some money
d.	 An extra set of keys
e.	 Medications and prescriptions
f.	 Phone numbers and addresses for family, friends, doctors, lawyers, and community agencies
g.	 Clothing and comfort items for you and the children

Note. Adapted from “Prevent, assess, and respond: A domestic violence toolkit for health centers & domestic violence programs,” by National Health 
Resource Center on Domestic Violence, 2017, retrieved from https://www.futureswithoutviolence.org/?s=safety+plan on May 8, 2020.

https://journals.sagepub.com/doi/abs/10.1177/1559827611410265
https://journals.sagepub.com/doi/abs/10.1177/1559827611410265
https://www.cdc.gov/violenceprevention/pdf/NISVS-StateReportBook.pdf
https://www.cdc.gov/violenceprevention/pdf/NISVS-StateReportBook.pdf
https://www.cdc.gov/violenceprevention/pdf/NISVS-StateReportBook.pdf
https://www.sciencedirect.com/science/article/abs/pii/S0145213414001811
https://www.sciencedirect.com/science/article/abs/pii/S0145213414001811
https://www.sciencedirect.com/science/article/abs/pii/S0145213414001811
https://whatnow727.files.wordpress.com/2018/04/herman_trauma-and-recovery.pdf
https://pubmed.ncbi.nlm.nih.gov/30069086/
https://pubmed.ncbi.nlm.nih.gov/30069086/
https://pubmed.ncbi.nlm.nih.gov/30069086/
https://pubmed.ncbi.nlm.nih.gov/30069086/
https://pubmed.ncbi.nlm.nih.gov/21623015/
https://pubmed.ncbi.nlm.nih.gov/21623015/
https://pubmed.ncbi.nlm.nih.gov/21623015/
https://pubmed.ncbi.nlm.nih.gov/21623015/
https://olis.leg.state.or.us/liz/2019R1/Downloads/CommitteeMeetingDocument/172668
https://olis.leg.state.or.us/liz/2019R1/Downloads/CommitteeMeetingDocument/172668
https://olis.leg.state.or.us/liz/2019R1/Downloads/CommitteeMeetingDocument/172668
https://pubmed.ncbi.nlm.nih.gov/30357305/
https://pubmed.ncbi.nlm.nih.gov/30357305/
https://pubmed.ncbi.nlm.nih.gov/30357305/
https://pubmed.ncbi.nlm.nih.gov/30357305/
https://pubmed.ncbi.nlm.nih.gov/30357305/
https://pubmed.ncbi.nlm.nih.gov/27929227/
https://pubmed.ncbi.nlm.nih.gov/27929227/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1495014/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1495014/
https://pubmed.ncbi.nlm.nih.gov/16217117/
https://pubmed.ncbi.nlm.nih.gov/16217117/
https://pubmed.ncbi.nlm.nih.gov/16217117/
https://pubmed.ncbi.nlm.nih.gov/11929365/
https://pubmed.ncbi.nlm.nih.gov/11929365/
https://pubmed.ncbi.nlm.nih.gov/11929365/
https://pubmed.ncbi.nlm.nih.gov/11929365/
https://www.researchgate.net/publication/319174068_Domestic_Violence_Screening_A_National_Hotline_Survey
https://www.researchgate.net/publication/319174068_Domestic_Violence_Screening_A_National_Hotline_Survey
https://www.researchgate.net/publication/319174068_Domestic_Violence_Screening_A_National_Hotline_Survey
https://pubmed.ncbi.nlm.nih.gov/16257618/
https://pubmed.ncbi.nlm.nih.gov/16257618/
https://pubmed.ncbi.nlm.nih.gov/16257618/
https://www.tandfonline.com/doi/abs/10.1080/08952833.2014.875447
https://www.tandfonline.com/doi/abs/10.1080/08952833.2014.875447
https://www.tandfonline.com/doi/abs/10.1080/08952833.2014.875447
https://pubmed.ncbi.nlm.nih.gov/21745237/
https://pubmed.ncbi.nlm.nih.gov/21745237/
https://pubmed.ncbi.nlm.nih.gov/22565034/
https://pubmed.ncbi.nlm.nih.gov/22565034/
https://pubmed.ncbi.nlm.nih.gov/22565034/
https://pubmed.ncbi.nlm.nih.gov/22565034/
https://pubmed.ncbi.nlm.nih.gov/12870412/
https://pubmed.ncbi.nlm.nih.gov/12870412/
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1752-0606.1999.tb00249.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1752-0606.1999.tb00249.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1752-0606.1999.tb00249.x
https://pubmed.ncbi.nlm.nih.gov/17545574/
https://pubmed.ncbi.nlm.nih.gov/17545574/


Central

Todahl J, et al. (2020)

JSM Sexual Med 4(3): 1037 (2020) 7/7

Todahl J, Walters E (2020) Sexual Victimization: Universal Screening and Education in Trauma-Informed Medical Practice. JSM Sexual Med 4(3): 1037.

Cite this article

22.	Phares TM, Sherin K, Harrison SL, Mitchell C, Freeman R, Lichtenberg 
K. Intimate partner violence screening and intervention: American 
College of Preventive Medicine position statement. Med. 2019; 57: 
862-872. 

23.	Miller E. Trauma-informed approaches to adolescent relationship 
abuse and sexual violence prevention. Pediatr Ann. 2019; 48: 274-
279.

24.	Miller E, Decker MR. Innovative health care responses to violence 
against women. In: Renzetti CM, Edleson JL, Bergen RK, editors. 
Sourcebook on violence against women. 3rd edn. Thousand Oaks, CA: 
SAGE. 2016.

25.	O’Connor T. Implementing a universal education approach to intimate 
partner violence in a patient centered medical home. Schol Arch. 
2018; 4039.

26.	Paterno MT, Draughon JE. Screening for intimate partner 
violence. Journ Mid Wom Hlth. 2016; 61: 370-375. 

27.	Campbell JC, Messing J. Assessing dangerousness: domestic violence 
offenders and child abusers. Springer Publishing Company. 2017.

28.	Hilton NZ, Eke AW. Assessing risk of intimate partner 
violence.  assessing dangerousness: Dom Vio Offen Chld Abu. 2017: 
139-178.

29.	Sankar S, Parker N, Nichols E, Carolan M, Escobar-Chew AR. 
Addressing couple violence in therapy training clinics: a human-
centered approach to systems intervention design.  Jour Cple Rel 
Therapy. 2019; 18: 330-352.

30.	McFarlane J, Parker B, Soeken K, Bullock L. Assessing for abuse during 
pregnancy. Severity and frequency of injuries and associated entry 
into prenatal care. JAMA. 1992; 267: 3176-3178.

31.	Bennice JA, Resick PA. Marital rape: history, research, and practice. Tra 
Vio Abuse. 2003; 4: 228–246.

32.	Basile KC. Rape by acquiescence: the ways in which women “give in” 
to unwanted sex with their husbands. Vio Agnst Wmn. 1999; 5: 1036-
1058.

33.	Hodas G. Responding to childhood trauma: the promise and practice 
of trauma informed care. 2006. Pennsylvania Office of Mental Health 
and Substance Abuse Services. 

34.	Ko SJ, Ford JD, Kassam-Adams N, Steven JB. Creating trauma-informed 
systems: Child welfare, education, first responders, health care, 
juvenile justice. Prof Psychol Res Pract. 2008; 39: 396-404.

35.	Salasin SE. Evolution of women’s trauma-integrated services at 
the Substance Abuse and Mental Health Services Administration. J 
Commun Psychol. 2005; 33: 379-393. 

36.	Fallot R, Harris M. Creating cultures ofauma-informed care: a self-
assessment and planning protocol. San Francisco: Jossey-Bass. 2009.

37.	Elliot D, Bjelajac P, Fallot R, Markoff L, Reed B. Trauma-informed or 
trauma-denied: Principles and implementation of trauma-informed 
services for women. J Com Psychol. 2005; 33: 461-477. 

38.	Todahl JL, Walters E. Universal screening and assessment for intimate 
partner violence: The IPV Screen and Assessment Tier (IPV-SAT) 
Model. J Fem Fam Ther. 2009; 21: 247-270. 

39.	Pennsylvania Coalition Against Rape. Put down the chart, pick up the 
questions: a guide to working with survivors of sexual violence. Enola, 
PA: 2005. 

40.	O’Doherty LJ, Taft A, Hegarty K, Ramsay J, Davidson LL, Feder G. 
Screening women for intimate partner violence in healthcare settings: 
abridged cochrane systematic review and meta-analysis. Bri Med 
Journal. 2014; 348; 2913.

41.	Bair-Merritt MH, Lewis-O’Connor A, Goel S, Amato P, Ismailji T, Jelley 
M, et al. Primary care–based interventions for intimate partner 
violence: a systematic review. Am Journ Prev Med. 2014; 46: 188-194.

42.	McCloskey LA, Lichter E, Williams C, Gerber M, Wittenberg E, Ganz 
M. Assessing intimate partner violence in health care settings leads 
to women’s receipt of interventions and improved health.  Pub Hlth 
Repor. 2006; 121: 435-444.

43.	Miller E, Decker MR, McCauley HL, Tancredi DJ, Levenson RR, Walan 
J.  Silverman JG. A family planning clinic partner violence intervention 
to reduce risk associated with reproductive coercion. Contraception. 
2011; 83: 274-280.

44.	Messing JT, Campbell J. The use of lethality assessment in domestic 
violence cases. Famly Inti Part Viol Quart. 2016; 9: 7-12.

45.	Messing JT, Campbell J, Sullivan Wilson J, Brown S, Patchel, B. The 
lethality screen: the predictive validity of an intimate partner violence 
risk assessment for use by first responders. Jrnl Interp Viol. 2017; 32: 
205-226.

46.	Paranjape A, Liebschutz J. STaT: a three-question screen for intimate 
partner violence. J Womens Health (Larchmt). 2003; 12: 233-239. 

47.	Shakil A, Donald S, Sinacore JM, Krepcho M. Validation of the HITS 
domestic violence screening tool with males. Fam Med. 2005; 37: 193-
198.

48.	Day S, James L. Addressing intimate partner violence in integrated 
health care settings. SAMHSA – HRSA Center for Integrated Health. 
2018.

https://pubmed.ncbi.nlm.nih.gov/31753269/
https://pubmed.ncbi.nlm.nih.gov/31753269/
https://pubmed.ncbi.nlm.nih.gov/31753269/
https://pubmed.ncbi.nlm.nih.gov/31753269/
https://pubmed.ncbi.nlm.nih.gov/31305945/
https://pubmed.ncbi.nlm.nih.gov/31305945/
https://pubmed.ncbi.nlm.nih.gov/31305945/
https://pdfs.semanticscholar.org/9166/833def45deb15b8930bb9e42adbffce8eeda.pdf
https://pdfs.semanticscholar.org/9166/833def45deb15b8930bb9e42adbffce8eeda.pdf
https://pdfs.semanticscholar.org/9166/833def45deb15b8930bb9e42adbffce8eeda.pdf
ncbi.nlm.nih.gov/pmc/articles/PMC6067906/
ncbi.nlm.nih.gov/pmc/articles/PMC6067906/
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://www.tandfonline.com/doi/abs/10.1080/15332691.2019.1609383?journalCode=wcrt20
https://pubmed.ncbi.nlm.nih.gov/14697124/
https://pubmed.ncbi.nlm.nih.gov/14697124/
https://www.ncjrs.gov/App/Publications/abstract.aspx?ID=179010
https://www.ncjrs.gov/App/Publications/abstract.aspx?ID=179010
https://www.ncjrs.gov/App/Publications/abstract.aspx?ID=179010
http://www.childrescuebill.org/VictimsOfAbuse/RespondingHodas.pdf
http://www.childrescuebill.org/VictimsOfAbuse/RespondingHodas.pdf
http://www.childrescuebill.org/VictimsOfAbuse/RespondingHodas.pdf
https://www.researchgate.net/publication/232516164_Creating_Trauma-Informed_Systems_Child_Welfare_Education_First_Responders_Health_Care_Juvenile_Justice
https://www.researchgate.net/publication/232516164_Creating_Trauma-Informed_Systems_Child_Welfare_Education_First_Responders_Health_Care_Juvenile_Justice
https://www.researchgate.net/publication/232516164_Creating_Trauma-Informed_Systems_Child_Welfare_Education_First_Responders_Health_Care_Juvenile_Justice
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20058
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20058
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20058
https://www.theannainstitute.org/CCTICSELFASSPP.pdf
https://www.theannainstitute.org/CCTICSELFASSPP.pdf
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20063
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20063
https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20063
https://www.tandfonline.com/doi/abs/10.1080/08952830903346022
https://www.tandfonline.com/doi/abs/10.1080/08952830903346022
https://www.tandfonline.com/doi/abs/10.1080/08952830903346022
https://www.nsvrc.org/publications/guides/put-down-chart-pick-questions-guide-working-survivors-sexual-violence-0
https://www.nsvrc.org/publications/guides/put-down-chart-pick-questions-guide-working-survivors-sexual-violence-0
https://www.nsvrc.org/publications/guides/put-down-chart-pick-questions-guide-working-survivors-sexual-violence-0
https://www.bmj.com/content/348/bmj.g2913
https://www.bmj.com/content/348/bmj.g2913
https://www.bmj.com/content/348/bmj.g2913
https://www.bmj.com/content/348/bmj.g2913
https://pubmed.ncbi.nlm.nih.gov/24439354/
https://pubmed.ncbi.nlm.nih.gov/24439354/
https://pubmed.ncbi.nlm.nih.gov/24439354/
https://pubmed.ncbi.nlm.nih.gov/16827445/
https://pubmed.ncbi.nlm.nih.gov/16827445/
https://pubmed.ncbi.nlm.nih.gov/16827445/
https://pubmed.ncbi.nlm.nih.gov/16827445/
https://pubmed.ncbi.nlm.nih.gov/21310291/
https://pubmed.ncbi.nlm.nih.gov/21310291/
https://pubmed.ncbi.nlm.nih.gov/21310291/
https://pubmed.ncbi.nlm.nih.gov/21310291/
https://pubmed.ncbi.nlm.nih.gov/25969441/
https://pubmed.ncbi.nlm.nih.gov/25969441/
https://pubmed.ncbi.nlm.nih.gov/25969441/
https://pubmed.ncbi.nlm.nih.gov/25969441/
https://pubmed.ncbi.nlm.nih.gov/12804354/
https://pubmed.ncbi.nlm.nih.gov/12804354/
https://pubmed.ncbi.nlm.nih.gov/15739135/
https://pubmed.ncbi.nlm.nih.gov/15739135/
https://pubmed.ncbi.nlm.nih.gov/15739135/
https://integration.samhsa.gov/about-us/SAMHSA_National_Webinar_Addressing_Intimate_Partner_Violence_in_Integrated_Care_Settings_04.30.18.pdf
https://integration.samhsa.gov/about-us/SAMHSA_National_Webinar_Addressing_Intimate_Partner_Violence_in_Integrated_Care_Settings_04.30.18.pdf
https://integration.samhsa.gov/about-us/SAMHSA_National_Webinar_Addressing_Intimate_Partner_Violence_in_Integrated_Care_Settings_04.30.18.pdf

	Sexual Victimization: Universal Screening and Education in Trauma-Informed Medical Practice
	Abstract
	Introduction
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6
	Discussion & Conclusion 
	References

