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SAFE Questions: Overcoming Barriers
to the Detection of Domestic Violence
BRENDA NEUFELD, M,D., San Xavier Health Center, Tucson, Arizona

Although domestic violence is an important
public health problem in this country, sever-
al barriers tend to hinder its detection by
physicians. Physicians may lack knowledge
about the subject, harbor attitudes that hin-
der detection or lack the necessary skills to
address patients who are victims of domes-
tic violence. The SAFE questions—which
address the areas of safety, abuse, friends'
and family's knowledge and emergency
plans—can be used to identify affected
patients. In addition, these questions pro-
vide the physician with a logical framework
for counseling and intervention.

Physical and sexual violence against
women are increasingly being recognized
by the medical and mental health conimu-
nities as major public health problems.
Conservative estimates put the number of
women assaulted by their partners at 2 to 4
million per year/ Recent research suggests
that domestic violence results in more
injuries requiring medical treatment than
rape, auto accidents and muggings com-
bined; it may be the most common source
of serious injury to women.^ In response,
the American College of Obstetrics and
Gynecology and the American Medical
Association (AMA) have launched cam-
paigns to educate practitioners about the
problem, and the American Academy of
Family Physicians is working to imple-
ment recommendations made in a recent
White Paper. "-•̂

Until recently, issues of domestic vio-
lence were rarely addressed by the health
care profession. Many physicians still lack
basic knowledge of the prevalence of do-
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mestic violence and its mental and physi-
cal costs. Education about domestic vio-
lence continues to be sparse in medical
school and residency curricula.^"^ Prac-
ticing physiicians demonstrate low rates of
inquiry about domestic violence with their
patients.-^"

Thus, despite an increased focus on
domestic violence, there continue to be
deficiencies in physician identification and
treatment of victims of the problem. These
deficiencies occur in the areas of knowl-
edge, attitudes and skills. This article dis-
cusses the epidemiology of domestic vio-
lence and the clinical presentations of its
victims, re'/iews practitioner attitudes that
may be barriers to the identification and
treatment of victims and, finally, presents
an introduction to the SAFE questions as a
tool for detecting domestic violence in an
office setting, as well as a framework for
intervention strategies.

Epidemiology of Domestic Violence

Domestic violence can be defined as a
pattern of coercion or assault used by an
adult or adolescent to force a partner or
spouse to comply with his or her wishes.
This control can take many forms, includ-
ing physical, psychologic and sexual
abuse. Alttiough data on domestic violence
vary, it is clear that women are more likely
to be victims of assault, rape or murder by
a male partner (current or former) than by
all other tĵ pes of assailants combined.^' In
a recent study^^ of emergency department
patients, the cumulative lifetime exposure
to domestic violence was 54 percent. Even
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in women without current partners, 5 per-
cent had experienced domestic violence
within the previous 30 days. In one study/^
however, only 5 percent of 107 victims of
domestic violence seen in a metropolitan
emergency department were identified as
such in the physician's note. A survey^" of
adult female patients in a family practice
clinic found that 22.7 percent had been
physically assaulted by their partners with-
in the past year.

There is great variation in the profiles of
patients affected by domestic violence.
Neither demographic factors nor psycholog-
ic problems have been found to be consis-
tent predictors of victimization or violence.̂ ^
Domestic violence cuts across all racial, so-
cioeconomic, religious and ethnic lines.̂ '̂
The only consistent risk factor for being the
victim of domestic violence is being female,
and actions perpetrated by men against
female partners tend to be more aggressive,
more numerous and more severe than
actions by women against men. ̂^ r '

Just as victims have no common set of
traits, no consistent predictive personality
factors have been found in men who com-
mit domestic violence.^ Although alcohol
and drug use can worsen violence, no
causal relationship has been established
between alcohol or drugs and domestic
abuse.̂ '̂ The high use of alcohol by batter-
ers seems to represent an association of one
common social phenomenon with another
common problem, rather than a cause and
effect connection.̂ ^

Clinical Presentation

Victims of domestic violence can present
to a clinician in many different ways.
Injuries can be of any type, but are com-
monly to the head, neck and torso.̂  Patients
may have common primary care com-
plaints, such as chronic pain, sleep distur-
bances, frequent headaches, and abdominal
and gynecologic problems.̂ '*-̂ '' Psychologic
symptoms resulting from^ abuse include
depression, anxiety, suicide attempts, and
alcohol or drug abuse.^" Most outpatient

visits by battered women involve stress-
related illnesses, rather than recent physical
trauma.̂ ^ Abuse may begin or escalate dur-
ing pregnancy and has been associated
with a variety of pregnancy complications,
such as miscarriage, stillbirth and preterm
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Physician Attitudes

Because victims of abuse can present
with many common complaints and may
not spontaneously disclose violence,
physician screening has been recommend-
ed.̂ * However, physicians knowledgeable
about domestic violence may still fail to
inquire about battering.^^ Sugg and Inuî ^
explored the attitudes of primary care
physicians toward domestic violence;
repeatedly, physicians cited the image of
"opening Pandora's box" as a barrier to
detection of domestic violence. This meta-
phor suggests a reluctance to discuss
domestic violence because doing so will
require the physician to deal with difficult
and time-consuming personal and social
issues. In one physician's words, "You just
don't ask a question that you know is
going to open a Pandora's box. Even if it
crosses your mind, you don't ask."

In this and other studies, several atti-
tudes emerge as potential barriers to
physician queries about domestic violence
{Table 1)}^'^^ These attitudes include fear of

TABLE 1

Physician Attitudes that Hinder
Detection of Domestic Violence

Fear of offending their patients
A belief that one's patients are not at risk
Feeling a need to establish the facts of abuse

unequivocally
Lack of knowledge about domestic violence
Feelings of failure if the patient's problem is not

quickly resolved

Derived from references 22 and 23.
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TABLE 2

SAFE Questions

offending patients; physicians may feel
uncomfortable addressing an area cultur-
ally defined as private. Physicians may
think that their patients are not at risk.
Some feel the need to establish unequivo-
cally that violence indeed occurred before
verbally suggesting the possibility to their
patients. Physicians may feel powerless to
respond to patients suspected of being vic-
tims of domestic violence because of a lack
of training in intervention. Because many
patients do not immediately leave their
partners after being given advice or refer-
ral, physicians may think that questioning
and intervention are not worthwhile.

Detection

Because of its public health importance,
many experts now think that screening for
violence should be incorporated into rou-
tine medical interviews in various settings.
The "Diagnostic and Treatment Guidelines
on Domestic Violence" put out by the
AMA in 1992 include the following state-
ment: "Domestic violence is sufficiently
prevalent to justify screening of all women
in medical and mental health settings."^

In fact, experts who study domestic vio-
lence consistently say that the single most
important service physicians can provide
to victims is to ask about abuse.^* Many
battered women do not spontaneously dis-
close information about violence. By open-
ing the discussion, health care providers
communicate the message that the prob-
lem is important which is in itself thera-
peutic.^^ Failure to diagnose abuse, espe-
cially if injuries are present, can increase a
woman's feelings of isolation and discour-
age her efforts to leave the relationship.
When the questions are made routine,
physicians become more comfortable with
discussions of domestic violence.

Physicians should always question their
patients about domestic violence privately
and keep the answers confidential, unless
the circumstances make reporting to law
enforcement mandatory. Although the
abusing partner may insist on being pre-
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Stress/Safet)'
What stress do you experience in your

relationships?
Do you feel safe in your relationships (marriage)?
Should I be concemed for your safety?
Afraid/Abused
Are there situations in your relationships where

you have felt afraid?
Has your partner ever threatened or abused you

or your children?
Have you been physically hurt or threatened by

your partner?
Has your partner forced you to have sexual

intercourse that ypu did not want?
FHends/Fam ily
If you have been hurt, are your friends or family

aware of it?
Do you think you could tell them if it did happen?
Would they be able to give you support?
Emergency plan
Do you have a safe place to go and the resources

you (and your children) need in an emergency
situation?

If you are in danger now, would you like belp in
locating a shelter?

Would you like to talk with a social worker, a
counselor or me to develop an emergency plan?

Derived from reference 28.

sent during the interview, this is not
advisable. Discussing violence with a
patient while a batterer or potential batter-
er is present can put the patient at in-
creased risk for further violence. Any
descriptions of violence by the patient
should, however, be carefully document-
ed in the record. If injuries are present,
they should be diagrammed on a body
map or, with the patient's written permis-
sion, photographed.̂ ^

SAFE QUESTIONS

A number of screening tools can help
physicians identify victims of domestic
violence.^^ Although not yet tested and
validated in research studies, the SAFE
questions have been recommended as a
framework for screening [Table 2).̂ ^ These
questions have the advantages of simplici-
ty and a focus on the safety and empow-
erment of ihe victim. The SAFE questions
address the; following four areas: stress/
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safety, flfraid/flbused,^iends//amily, and
emergency plan.

Stress/Safety. Questions about stress and
safety can be phrased in the following
ways: "What stress do you experience in
your relationships?" "Do you feel safe in
your relationships (or marriage)?" "Should
Ibe concerned for your safety?" Beginning
the interview with questions about stress
and safety is less threatening to most
patients than an immediate inquiry about
abuse.

Afraid/Abused. The next area of questioning
is about being afraid or abused. Suggested
questions include the following: "Are there
situations in your relationships where you
have felt afraid?" "Has your partner ever
threatened or abused you or your chiidren?"

When focusing on abuse, it is important
to know how to use a variety of questions.
Many victims are reluctant to identify
themselves as being abused but will talk
about violence if questioned in other ways.
One alternate way to phrase a question
about abuse is this: "Have you been physi-
cally hurt or threatened by your partner?"
Recent studies have shown that rape by
husbands or boyfriends is a common man-
ifestation of domestic violence, so it may
also be important to ask, "Has your part-
ner forced you to engage in sexual inter-
course that you did not want?"̂ -̂̂ ^

Yet another question that may lead pa-
tients to disclose abuse is "What happens
when you and your partner disagree?"
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Friends/Family. Questions about friends
and family can help the provider assess the
patient's degree of social isolation. The
physician might ask "If you have been hurt,
are your friends or family aware of it?" If
the patient denies violence, the provider
can still ask, "Do you think you could tell
your friends or your family if violence did
happen to you, and do you think they
would be able to give you support?"

Emergency Plan. The fourth area of ques-
tioning pertains to an emergency plan. The
patient can be asked, "Do you have a safe
place to go and the resources you (and your
children) need in an emergency?" "If you
are in danger now, would you like help in
locating a shelter?" "Would you like to talk
with a social worker, a counselor or me to
develop an emergency plan?" These ques-
tions lead directly into the intervention
process.

Intervention

The following intervention strategies are
part of an approach to the management of
abused patients that can be adopted by
most physicians. Although most states do
not have mandatory reporting for partner
violence, physicians should be familiar
with the specific reporting laws of their
state. Physicians are legally obligated to re-
port violence to children.̂ "* Reporting may
also be required if the abused partner is an
older person.

Patients who have experienced violence
but do not want to leave their partners
should be offered counseling about emer-
gency plans. That is, the patient should
have in mind a way to extricate herself
from a violent situation that may arise in
the future. Such a plan should be individu-
alized to the patient but will often include
the availability of vital documents, an extra
set of keys, emergency money, emergency
telephone numbers and a packed suit-
case. '̂' In some cases, it may be unsafe for
the woman to have emergency telephone
numbers if her partner is likely to find

When it is safe, the woman should
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be given telephone numbers for shelters or
battered women's hotlines.

Emergency planning should provide an
opportunity for further risk assessment.
Physicians should know that the presence
of a gun in the home, use of drugs or alco-
hol by the partner, sexual abuse, increased
frequency or severity of battering, and a
history of threats of suicide or homicide
are potential risk factors for homicide
{Table 3).^^ Follow-up should be scheduled
for ongoing assessment of women who
have elected not to leave their partners.
Follow-up should also be scheduled if
abuse is denied but the provider strongly
suspects that it is occurring.

If a woman does want to leave her part-
ner, she should be asked whether she
would like to be referred to a battered
women's shelter. The National Domestic
Violence Hotline (800-799-7233) has a com-
puter database of emergency shelters and
other services. An opportunity to file a
police report should be provided, and in-
formation on filing for court protection
should be given.̂ ^ If the woman elects to
stay elsewhere or if shelter beds are full,
she should be given telephone numbers for
services such as battered women's support
groups. Ongoing medical follow-up should
be arranged.

Patients who have experienced past or
present domestic violence should be
offered group or individual counseling.
Women suffering from associated psychi-
atric disorders should be treated for these
conditions by the primary care physician
or referred to appropriate mental health
professionals.

Final Comment

As a public health problem of epidemic
proportions, domestic violence can no
longer be viewed as a private matter.
Physicians first need to know about the
problem. They then need to examine their
attitudes about the issue and determine
where barriers to identification of patient
victims may exist. Finally, they need the
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TABLE 3

Factors That Increase the Risk of
Homicide in Cases of Domestic Violence

Presence of a firearm in the home
Use of drugs or alcohol hy the ahuser
Increasing fnsquency of battering
Increasing severity of injuries
Sexual abuse
Threats of homicide or suicide

Derived from reference 31.

skill to identify and treat victims, with the
focus always being on the safety and
empowerment of the patient. The SAFE
questions provide a simple and logical
framew^ork for identification of these
patients.

A patient information handout on domestic vio-
lence is provided on page 2582.

The author thanks Theresa Cullen, M.D., Barry Weiss,
M.D., Frank Hale, Ph.D., and fames Ratliff, Ph.D., for
assistance in the preparation of this manuscript.
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