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RADAR:  

A DOMESTIC VIOLENCE INTERVENTION FOR WOMEN

R=Routine inquiry

A=Are you being hurt?

D=Document findings

A=Assess Readiness

R=Respond

Domestic violence (DV) remains a common problem encountered by clinicians in the practice of 

medicine.  

DV is a risk to your patient’s health.  A lack of provider interest in a patient’s health risks

communicates to the patient that the status quo is acceptable.  Screening for DV must provoke a helpful, positive response which does not humiliate or punish, but which focuses on improving the health, well-being and safety of all our patients.

Before you begin asking your patients about DV, assure that you and your site are ready.  Make sure you have a private space to ask and counsel confidentially.  Assure that you have pamphlets, brochures and cards to give patients who might benefit from such resources.

R = Routinely ask all female patients 14 and older about  DV 

Some patients will not volunteer information concerning the presence of DV but will talk freely 

about it when asked.  Asking patients about DV should be a routine part of medical care, whether 

the patient appears to be involved in DV or not.  Providers should always ask whenever patients 

present with risk factors for DV, including substance abuse, financial stress, unexplained bruises or 

injuries, or depression.  Abuse may increase during pregnancy and pregnant women should be 

asked about DV.

A = Are you being hurt?
Every provider has his/her own personal style, and this will affect how you ask your patients.  The exact wording is not that important; what is important is that you ask.  Victims report being more comfortable with health care providers who ask in a non-judgmental fashion and who appear to be genuinely interested in the well-being of their patients.

Listed below are several questions you might ask your patient to assess his or her involvement in a violent relationship.

“Are you in a relationship in which you are being hurt or threatened?”

“Has your partner ever pushed, grabbed, slapped, choked, or hit you?”

“Has your partner ever forced you to have sex or perform sexual acts which you did 

not want to do?” 

Some providers and patients are more comfortable with questions that assess the nature of the relationship first:


“How would you characterize your relationship with your partner?”

“All people argue.  How do you and your partner handle disagreements or fights?”

“Do your fights ever become physical?”

Women can be perpetrators of domestic violence, too.  This situation is uncommon, but poses unique risks to your patient, her partner, and her children.   Consider asking your female patient if she has ever used force against a partner.

D=Document findings

Document in the chart that you asked about DV, and what the patient said.  If the patient denies DV, it is important to document that you asked, as this is widely becoming a standard of care and it is important that you note you considered it.  If the patient admits to being involved in DV, document his/her story.  Use quotation marks to document exact words.  Note what injuries, if any, you observed.  State your assessment of the potential for future partner violence including threats made.  Describe safety and follow-up plans including your next scheduled appointment.  If your patient discloses perpetration of DV, document whether you made contact with the victim.  Document that you asked about safety of children in the home.

A=Assess Readiness

Not every patient is ready to talk about or deal with the violence in his or her life.  Many patients who are victims of DV may not tell you about their experience when asked, and many patients who are victims may not be ready to make a change.  There are several possible reasons for this.  

“I don’t know you well enough.”  Patients say that trust of their health care provider is an important factor in whether and when to disclose.  It may take several visits before a patient trusts you well enough to disclose.

“Not in front of my kids.”  Many patients come to visits with children; children as young as 2 or 3 can report back to a partner about the topics discussed at the visit.  If it is not possible to interview your patient alone, consider asking at another time.  

“I’m not ready.”  In the process of addressing a problem, whether it is smoking, overeating, or DV, patients move back and forth between several stages.  Interviews with patients and other research have confirmed that different approaches work better for patients at different “stages of change.”

Some patients who are clearly victims of DV may truly not believe they are in an abusive relationship. This patient does not see the violence as a problem and is not thinking about making a change.  The goal of inquiry for this patient is not “detection” but to raise awareness and help the patient to question her assumptions about “how things should be.”  Patients in this stage may be just as likely to get help from a brochure or a poster as from your asking.  

A patient may move from this stage to one in which she is considering making a change.  This patient is weighing the pros and cons of staying in this relationship vs. leaving.  This stage can last for years, during which time the provider may have many interactions with a patient.  

Asking during this time may or may not elicit an “honest” response.  Many patients at this stage might still choose not to disclose the abuse.  It may take practice to know how to deliver a compassionate message of concern that supports the patient while allowing him or her to make the decision about when and whether to disclose to a provider.  
R=Respond 

To a great extent, your response depends on which “stage of change” the patient is in. Patients in the “precontemplation,” or “denial” stage described above may not welcome any discussion that implies that the behavior is abuse, while patients who have already moved on from an abusive relationship (“maintenance”) might benefit from a response that assesses risk of relapse.  It is impossible to generalize, and there is no “one size fits all.”  You should assess each patient individually and use your clinical judgment as you decide what advice to offer. 

If your patient does disclose the abuse, and seems ready to talk about it, here are some responses that can be helpful.

· Assess safety:

You should assess whether or not it is safe for the patient to go home that day.  There are several questions you can ask to help assess the current situation.

· Has there been an increase in the severity of violence?  

· Is the patient being stalked?

· Are there weapons easily accessible to the perpetrator?

· Has there been an increase in substance abuse by perpetrator or victim, or a worsening of mental illness?
· Have there been threats of homicide or suicide?  To the victim, the children, and/or pets?

It is important to identify whether there are children in the home and whether or not the children are being harmed.  If you have evidence that the children are being harmed, you have an obligation to involve the appropriate agency in your municipality.

If the patient is in imminent danger, find out if there is someone with whom she can stay.  

“I’m concerned about your safety.  Is it safe for you to go home today?  Where can you go if things get worse?”

· Encourage her to talk about it:

“Would you like to talk about what has happened to you?  Would you like some help?”  

· Validate her experience:  

Many experts believe that it is more important to the victim that you ask, educate and validate than for her to tell you about the abuse.  Victims confirm that a message of support from a caring health care provider can be critically helpful. 

“I strongly believe that no one deserves to be hurt.  What you are going through is hard.  You are not the first person to have to deal with this.  We can help you if and when you are ready.”

· Emphasize the risk of violence to the health and well-being of your patient and her children.

“If you’re being hurt, your kids are being hurt, too.”

· Recognize that change is a process, and follow the situation over time:

“I am glad you told me about this, and I want to help you to stay healthy and safe.  Let’s make sure we bring this up at the next visit.”

· Offer information:  If the patient is ready to receive referrals, offer information about hotlines, support groups and resources in the community. 

“I can put you in touch with someone who can help you.”

Schedule a follow-up appointment to assess her status.  
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