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Dentists’ attitudes and
behaviors regarding

domestic violence
The need for an

CANDACE LOVE, PH.D.; BARBARA GERBERT, PH.D.;
NONA CASPERS, M.F.A.; AMY BRONSTONE, PH.D.;
DOROTHY PERRY, PH.D.; WILLIAM BIRD, D.D.S.,
D.P.H.

omestic violence, historically considered a pri-
vate problem between the victim and the bat-
terer, recently has been recognized as one of
our nation’s most serious public health
issues. Although some men are abused, pri-
marily by their male partners, the majority of partner

.................................. violence is perpetrated by men against

their female partners.® One study esti-
mates that approximately 1.5 million
women are raped, physically assaulted
or both by an intimate partner in the
United States annually®; another study
estimates that two to four million
women are abused by their partners
each year—one every 12 seconds.®
Women in the United States face a 20 to
30 percent lifetime risk of battery’ and,
contrary to commonly held beliefs,
abuse happens to women of all ages, races, religions,
income and education levels, and sexual orientations.>®?
The health consequences of domestic violence are
severe. It is the most common cause of serious injury to
women and accounts for more than 50 percent of all
female homicides.® In addition to traumatic injury, do-
mestic violence can cause short- and long-term mental
and physical health consequences.'*!? Recognizing the
public health consequences of domestic violence, the
American Medical Association and the American College
of Obstetricians and Gynecologists have called for physi-
cians to act as agents of change in battered women’s

Background. The authors examined the
attitudes and behaviors of a

national sample of dentists
regarding domestic vio-
lence and the barriers
dentists face in inter-
vening to help victims.
Methods. The authors <
surveyed a national random GTI CLﬁ‘
sample of 321 dentists by mail from
November 1997 to March 1998 about their
attitudes and clinical practice behaviors
related to domestic violence. Survey items
were developed based on the domestic vio-
lence and health care literature. The
authors used the Total Design Method to
maximize the response rate and analyzed
data to determine differences between den-
tists who had received domestic violence
education and those who had not.
Results. Eighty-seven percent of
responding dentists never screened for
domestic violence; 18 percent never
screened even when patients had visible
signs of trauma on their heads or necks.
Overall, respondents intervened only mini-
mally to help patients whom they had iden-
tified as victims. Respondents reported that
the major barriers to screening were the
presence of a partner or children (77 per-
cent), lack of training (68 percent), concern
about offending patients (66 percent) and
their own embarrassment about bringing
up the topic of abuse (51 percent). Respon-
dents who had received domestic violence
education were significantly more likely to
screen for domestic violence and to
intervene.

Conclusions. Dentists face many bar-
riers to identifying and helping patients
who are abuse victims, yet these data sug-
gest that education about domestic violence
could help them overcome some of these
barriers.

Clinical Implications. We suggest
that dentists follow the AVDR model when
approaching abused patients in their prac-
tice: Ask about abuse, provide Validating
messages, Document presenting signs and
Refer victims to domestic violence
specialists.
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lives.'3* These organizations have put forth
guidelines and mandates outlining how physi-
cians should intervene with battered women;
these guidelines include conducting routine
screening, validating patients’ experiences,
assessing safety, developing safety plans, docu-
menting the abuse, and referring to specially
trained staff or outside resources.'*'¢

While efforts to improve physicians’ responses
to women who are domestic violence victims
should be applauded, these efforts must be
expanded to include oral health care professionals
if as many victims as possible are to be reached. A
1998 national survey showed that 16.7 percent of
women who sought health care for rape injuries
visited dentists and that 9.2 percent of women
who sought care for physical assault by an inti-
mate partner saw a dentist.® In addi-

lence, according to physicians.?*2

Physicians also are reluctant to broach the
topic of abuse with patients. The most frequently
reported barriers are lack of time to raise the
issue, support resources, education or training;
fear of offending the patient; and frustration with
lack of change in the patient’s situation or the
patient’s unresponsiveness to advice.?** Primary
care physicians in one study characterized talking
about domestic violence with patients as “opening
Pandora’s box” and associated the act of even
asking about abuse with unleashing their own
fears and discomforts.*? These physicians
described feelings of powerlessness regarding
their inability to “fix it” and a sense of loss of con-
trol over patients’ decisions and outcomes.

While these and other studies have focused pri-
marily on physicians’ responses to

tion, researchers have found that 23
percent of head and neck injuries
that were not caused by automobile
accidents were a result of domestic
violence and that 94 percent of do-
mestic violence victims had head or
neck injuries or both.!” Another
study showed that 68 percent of
women who were battered by their
partners suffered head and neck

domestic violence and the barriers
they face, few studies have focused on
dentists’ responses to domestic vio-
lence victims. One study, which exam-
ined a sample of Oregon dentists’
responses to suspecting spousal abuse,
found that suspecting abuse rarely
triggered any intervention.** A study
of Colorado dentists found that
although 30 percent of dentists had

injuries, including lacerations,
bruising and fractures.® The
authors concluded that this type of trauma could
be a “marker” for domestic violence. Given that
oral health care professionals routinely assess
patients’ heads and necks, they have the opportu-
nity to recognize that a woman is being abused
and to intervene. In 1996, the American Dental
Association enacted a policy to increase efforts to
educate dental professionals on how to identify
abuse and neglect of adults.?®

Research on physicians’ responses to domestic
violence tells us that identifying women who are
being abused can be difficult. Domestic violence
victims’ reluctance to disclose abuse to their
physicians mainly is the result of shame, humilia-
tion, fear of their partner’s retaliation, denial
about the seriousness of the abuse and concern
about confidentiality.?*?® The potential loss of con-
fidentiality threatens patients’ safety and their
responsibilities to their families and raises eco-
nomic concerns and fears about police interfer-
ence.”! However valid the reasons, patients’ eva-
siveness and failure to disclose information is a
major barrier to the identification of domestic vio-
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suspected at least one case of domestic
violence, only 3 percent had ever reported a case to
authorities.®

We wanted to examine the attitudes and behav-
iors of a national sample of dentists regarding
domestic violence and to describe the barriers den-
tists face in intervening to help victims. In addi-
tion to encouraging further research, these data
could support policy-making and educational
efforts in domestic violence and dentistry, an area
of intervention currently in its infancy.

METHODS

We conducted the study from November 1997
through March 1998. We selected a random
sample of practicing general dentists from the
American Dental Association’s national list of
members and nonmembers and mailed each of
them a packet including a cover letter, informa-
tion sheet and survey. We developed survey items
based on the domestic violence and health care
literature, and they covered participants’ atti-
tudes and clinical practice behaviors in four con-
tent areas related to domestic violence: screening
and assessment; barriers to identification and
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referral; response behaviors, including presence
of protocols; and domestic violence education. We
also asked one question about the presence of
written protocols for child abuse and included
questions to assess participants’ backgrounds,
work settings and patient panel characteristics.
The 60-item survey had been pilot-tested for face
validity, ease of administration and readability. It
took approximately 15 minutes for participants to
complete.

To maximize the survey response rate, we fol-
lowed the Total Design Method.*® We sent post-
cards to people who did not return the survey
within three weeks to remind them of the study
and alert them that a new copy of the survey
would be mailed to them shortly. The second
mailing included a copy of the survey and a cover
letter with a handwritten note requesting den-
tists’ cooperation. After another three weeks, we
sent nonrespondents a third cover letter and
survey. Finally, we attempted to call nonrespon-
dents to encourage them to complete the survey
and return it by mail or facsimile; when conve-
nient, some surveys were completed over the
telephone.

We analyzed survey data using SAS statistical
software (Version 7.0, SAS Inc.). We used the
Fisher exact test and the Mann-Whitney test to
compare dentists who had received domestic vio-
lence education with those who had not; we
defined having received domestic violence educa-
tion as having more than zero hours of profes-
sional education in the area of domestic violence
in dental school or in continuing education within
the last three years. We also compared dentists
who graduated from dental school since 1980
with those who graduated earlier, and we used
multivariate logistic regression to model the
effects of this and domestic violence education
simultaneously on the likelihood of intervention
(ever vs. never). We did not receive enough
responses to conduct multivariate analysis on the
intervention of filing a police report.

RESULTS

We mailed 615 surveys, 22 of which were
returned as undeliverable and 17 of which were
returned with an indication that the dentist was
retired. We received 321 completed surveys,
yielding a response rate of 56 percent (321/576).
The respondents’ characteristics are presented in
Table 1. Forty-three percent of the respondents
had received some domestic violence education.

[ TRENDS

TABLE 1
CHARACTERISTIC PERCENTAGE
(NUMIBER)
Sex
Male 91 (921)
Female 9 (28)
Age (Years)
39 or younger 28 (89)
40-49 36 (114)
50-59 25 (81)
60 or older 12 (37)
Year of Graduation
1969 or earlier 24 (78)
1970-79 33 (107)
1980-89 32 (102)
1990 and later 11 (34)
Race/Ethnicity
American Indian 13
Asian American 5 (16)
Black O (1)
Hispanic 4 (11)
White 89 (280)
Mixed/Other 1 (3)
Practicing More
Than 30 Hours Per
Week
Yes 87 (276)
No 13 (40)
Practice Setting
Private practice, solo 73 (229)
Private practice, 23 (72)
group
Other 4 (13)
Percentage of Child
Patients
0-25 60 (189)
26-50 34 (107)
51-100 6 (18)
Percentage of
Uninsured Patients
0-25 47 (150)
26-50 41 (130)
51-100 12 (37)
Domestic Violence
Education
In dental school and 9 (28)
continuing educa-
tion 20 (62)
In dental school only 14 (43)
In continuing educa-
tion only
Not in dental school 57 (173)
nor in continuing
education
Would Like More
Domestic Violence
Education
Yes 61 (192)
No 39 (124)

* Denominator varies owing to missing data.
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TABLE 2
SCREENING BEHAVIOR OVERALL ANY DOMESTIC NO DOMESTIC NMANN-WHITNEY
PERCENTAGE VIOLENCE VIOLENCE P VALUE FOR ANY VS.
(NUMBER) EDUCATION EDUCATION NO DOMESTIC
PERCENTAGE PERCENTAGE VIOLENCE EDUCATION
(n) ()

Screened New

Patients for Domestic

Violence
Never 87 (268) 77 (99) 95 (157)
Sometimes 12 (36) 21 (27) 4 (7)) .0007
Often or always 2 (B 2 (3) 1 (2)

Screened for Domestic

Violence at Checkups
Never 85 (262) 72 (93) 94 (156)
Sometimes 14 (43) 26 (33) 5 (9) .0001
Often or always 1) 2 (3) 1 (1)

Screened for Domestic

Violence When

Multiple Injuries

Present
Never 19 (56) 10 (12) 26 (40)
Sometimes 40 (116) 38 (48) 42 (64) .0042
Often or always 41 (121) 52 (66) 32 (48)

Screened for Domestic

Violence When Injury

to Head or Neck
Never 18 (54) 8 (10) 27 (42)
Sometimes 43 (126) 41 (51) 42 (65) .0065
Often or always 39 (115) 51 (64) 31 (48)

* Denominator varies owing to missing data.

The majority of respondents had not received any
education related to domestic violence in dental
school (71 percent) or in continuing education
courses (77 percent). Sixty-one percent reported
that they would like more training in this area.
We found that year of graduation was strongly
associated with having had domestic violence
education, rising from 29 percent for those gradu-
ating before 1970 to 34 percent for those gradu-
ating 1970 through 1979, 53 percent for those
graduating 1980 through 1989 and 79 percent for
those graduating 1990 or later (P < .0001). Cur-
rent age also was associated with having had
domestic violence education, but less so than year
of graduation.

Screening behaviors. Table 2 shows respon-
dents’ screening behaviors. Overall, 47 percent of
the sample reported that they had suspected a
patient to be a domestic violence victim, yet only
a small minority of the respondents reported that
they ever screened their patients for domestic vio-
lence at new patient visits (14 percent) or at peri-
odic check-ups (15 percent). Screening behaviors
increased when patients had signs of traumatic

88 JADA, Vol. 132, January 2001

injuries associated with domestic violence (for
example, injuries to the head or neck). Forty-one
percent of respondents often or always screened
for abuse in these cases, while 19 percent
reported that they did not screen for domestic vio-
lence even when patients had visible signs of
trauma. Although screening appeared to be more
frequent among those who graduated since 1980,
this did not seem to be an important predictor
when we included it with domestic violence edu-
cation in multivariate models of never vs. some-
times, often or always; education, however, did
remain statistically significant.

Intervention responses to domestic vio-
lence victims. Of the 321 participants, 167
responded to the following statement: “Please
answer the following questions based on your
experience of what you did when you identified a
patient as a victim of domestic violence.” Partici-
pants who had not identified a battered patient in
their practices were asked to skip to the next sec-
tion. (We never directly asked dentists whether
they had identified battered patients, and we
cannot account for the fact that 167 dentists

Copyright ©1998-2001 American Dental Association. All rights reserved.
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TABLE 3
INTERVENTION OVERALL ANY DOMESTIC NO DOMESTIC MANN-WHITNEY P VALUE
BEHAVIOR PERCENTAGE VIOLENCE VIOLENCE FOR ANY VS. NO
(NUMBER) EDUCATION EDUCATION DOMESTIC
PERCENTAGE PERCENTAGE VIOLENCE EDUCATION
(NUMBER) (NUMBER)

Made a Note in

the Chart and

Observed Over

Time
Never 36 (58) 25 (18) 45 (38)
Sometimes 40 (66) 44 (31) 39 (33) .0057
Often or always 24 (39) 31 (22) 16 (14)

Told Patient I

Was Concerned

About His or Her

Safety
Never 46 (75) 41 (29) 52 (44)
Sometimes 32 (52) 24 (17) 37 (31) .017
Often or always 22 (35) 34 (24) 11 (9

Filed a Police

Report
Never 90 (143) 88 (59) 92 (77)
Sometimes 9 (14) 12 (8) 6 (5) .50
Often or always 1(2) 0 (0) 2 (2

Gave Information

About Shelters or

Victim Services
Never 70 (114) 64 (44) 76 (65)
Sometimes 22 (36) 22 (15) 21 (18) .042
Often or always 7 (12) 14 (10) 2 (2)

Facilitated

Arrangements for

Safety
Never 87 (138) 82 (54) 92 (77)
Sometimes 9 (14) 12 (8) 6 (5) .073
Often or always 4 (6) 6 (4) 2 (2)

* Denominator varies owing to missing data.

responded to this section compared with 150 who
reported having “suspected” domestic violence.)

Table 3 presents participants’ responses to
patients whom they had identified as domestic
violence victims. Overall, participants intervened
only minimally to help patients whom they had
identified as victims. The interventions most com-
monly reported by participants were making a
note in patients’ charts (64 percent) and expres-
sing their concern about patients’ safety (54 per-
cent). Participants generally did not intervene
further; only 29 percent offered referral sources,
13 percent arranged for patient safety, and 10
percent filed a police report. Ninety-four percent
of participants reported that they did not have a
written domestic violence protocol.

Participants with domestic violence education
were more likely to make a note in the patient’s
chart (P = .0057, Mann-Whitney test), express
concern for the patient’s safety (P = .017), give
referrals (P = .042) or arrange for a patient’s
safety (P = .073). Although more participants who
had any domestic violence education than those
who did not reported that they had ever filed a
police report (12 percent vs. 8 percent), this com-
parison did not approach statistical significance
(P = .5). In multivariate regression models that
controlled for graduation since 1980, we found
that domestic violence education reached a higher
level of statistical significance than the P value
shown for the univariate analyses. We did not
observe this increased statistical significance in
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TABLE 4
BARRIER OVERALL ANY DOMESTIC NO DOMESTIC FISHER EXACT TEST
PERCENTAGE VIOLENCE VIOLENCE P VALUE (2-TAILED)
(NUMIBER) EDUCATION EDUCATION
PERCENTAGE PERCENTAGE
(NUMBER) (NUMBER)
Patient Accom- 77 (244) 82 (107) 74 (125) .13
panied by Partner
or Children
Lack Training in 68 (212) 56 (73) 75 (126) 0012
Identifying
Domestic Violence
Concerned About 66 (207) 66 (87) 66 (111) 1.0
Offending Patient
Patients’ Cultural 53 (165) 53 (70) 54 (90) 1.0
Norms and
Customs
Embarrassed to 51 (160) 49 (64) 54 (91) 41
Bring Up
Domestic Violence
Do Not Have a 41 (127) 37 (48) 43 (73) .34
List of Referral
Agencies
Do Not Have 36 (111D) 35 (45) 38 (63) .63
Enough Time to
Raise the Issue of
Domestic Violence
Mandatory 31 (93) 28 (35) 34 (56) .25
Reporting
Requirement
Believe Patient 29 (90) 31 (40) 29 (48) .70
Would Not Follow
Up on Referral
Believe Domestic 23 (71 19 (24) 27 (45) .13
Violence Is Not
My Business
Patient Is on 11 (33) 10 (13) 11 (19) 71
Welfare
* Respondent rated this item a major or minor deterrent to identification and referral.
T Denominator varies owing to missing data.

the case of expressing concern for the patient’s rent” or “minor deterrent” (median 5, range 0-11).
safety (P = .35). In contrast, when controlling for The barriers most commonly reported were that
domestic violence education, we found that gradu- the patient was accompanied by a partner or chil-
ation since 1980 tended to be associated weakly dren (77 percent), lack of training in identifying
with less intervention (P values from .076 domestic violence (68 percent) and being con-
through .17), with the exception of expressing cerned about offending the patient (66 percent).
concern for the patient’s safety (P = .31). Fifty-three percent reported that the patients’
Barriers to identification and referral. cultural norms and customs were barriers to dis-
Table 4 shows barriers to identifying patients as cussing domestic violence, and 51 percent said
domestic violence victims and to offering these they were embarrassed to bring up the topic of
patients referrals. Respondents marked an domestic violence. Forty-one percent of partici-

average of 4.7 out of 11 barriers as a “major deter- pants reported that they did not have a list of
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referral agencies, 36 percent reported that they
did not have enough time to raise the issue of
domestic violence, and 29 percent said they
believed that patients would not follow up on
referral recommendations.

We found that domestic violence education was
not associated with statistically significant differ-
ences regarding these barriers, except in the case
of lack of training, which was marked by more
respondents who did not have domestic violence
education (75 percent) than by those who had
such education (56 percent). The latter, however,
still marked lack of training as a deterrent, indi-
cating that they felt they needed more training.
These findings are not surprising, as

[ TRENDS

spousal abuse,**® protocols for child abuse inter-
vention were no more common than domestic vio-
lence protocols. Surprisingly, only 22 percent of
those respondents who reported that more than
one-half of their patients were younger than 18
years of age (n = 18) had a child abuse protocol in
place. Given the strong link between spousal
abuse and child abuse,***> methods for inter-
vening in each area could help women and their
children.

Because there are extensive barriers to
screening in oral health care settings, we do not
recommend universal screening for domestic vio-
lence. Dentists must be enabled, however, to rec-

ognize and respond appropriately to

by definition only one hour of educa-
tion was required to meet these cri-
teria. Although 19 percent of partici-
pants with domestic violence edu-
cation reported that they did not
believe that domestic violence was
their business, compared with 27 per-
cent of those who did not have do-
mestic violence education, this did not
reach statistical significance (P = .13).

signs of abuse.!” The most hopeful
finding from this study was that
domestic violence education—even
with our low criteria of one or more
hours—increased the likelihood that
dentists would screen for abuse.
This supports the efforts of the
American Dental Association to
expand domestic violence education
programs for dentists.' To address

DISCUSSION

As domestic violence gains recognition as a public
health issue, there is an increasing awareness
that dentists, in addition to physicians, have an
opportunity—and a legal and ethical obligation—
to identify and make the appropriate referrals for
patients who are partner-abuse victims.203740
Although reports show that the majority of vic-
tims sustain head and neck injuries,'™® few den-
tists recognize domestic violence as a problem
that their patients encounter and fewer have pro-
tocols in place to facilitate intervention. %4

The dentists surveyed in this study reported
barriers to asking about abuse similar to those
reported by physicians.?”® Yet, even those den-
tists who were able to query and identify victims
in their practices were not prepared to intervene
effectively. Many respondents reported that they
sometimes, often or always noted the abuse in
patients’ charts and showed concern, but most did
not offer referrals or arrange for patients’ safety—
both crucial steps in intervening. Many said that
they lacked knowledge about where to refer vic-
tims in the community or did not have protocols
for handling domestic violence. Contrary to
reports that dentists know more about and have
an easier time intervening with child abuse than

the barriers uncovered in this study,
we believe this type of education
needs to be standardized and incorporated into
dental school and continuing education curricula,
thus “normalizing” intervention with victims and
making it a standard part of a dentist’s profes-
sional responsibility. We also believe that do-
mestic violence education should target specific
intervention behaviors, offering dentists a fea-
sible role aligned with their scope of practice.

AVDR model. One intervention model sug-
gested by a team of researchers and educators is
AVDR.# We believe that dentists could success-
fully follow this model when domestic violence
victims appear in their offices. AVDR limits the
providers’ tasks to the following four areas:
Asking patients about abuse; providing Vali-
dating messages acknowledging that battering is
wrong and confirming the patient’s worth; Docu-
menting presenting signs, symptoms and disclo-
sures in writing and with photographs (for
example, radiographs or instant photographs);
and Referring victims to domestic violence spe-
cialists in the community. This approach would
standardize dentists’ intervention behaviors and
leave the majority of follow-up in the hands of
domestic violence advocates.

Asking. Experienced providers and advocates
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recommend that health care professionals always
ask about abuse in a private, confidential setting.
For most dentists, this could occur in the exami-
nation room. Providers never should ask family
members to translate if domestic violence is sus-
pected and always should use nonjudgmental
tones and wording when asking patients about
abuse. Although many health care professionals,
including the dentists in this study, report being
concerned about offending patients or about risks
involved in intervening with victims, research
does not support these concerns; in fact, survivors
and primary care patients report that they want
their providers to ask about abuse.** Individual
dentists need to develop their own words and
styles for asking patients about abuse. One
opening statement could be, “How are things at
home?” The dentist then could follow up by
saying, for example, “Sometimes when I see
bruises like this, it means the person is being
hurt by someone they love. Is this happening to
you? Has this ever happened to you?”

Validating. Dentists should remember that
women who are being controlled through abuse
may be in denial or feel too ashamed or afraid to
talk about the abuse.?*?® They also should
remember that compassionate asking in and of
itself, rather than gaining direct disclosure, con-
stitutes success. Survivors have reported that
regardless of whether they had directly disclosed
abuse or the health care professional had directly
identified the abuse, validation helped them.*

When asking about abuse, dentists need to pro-
vide validating messages that show compassion
and take the blame off the victim, such as, “You
do not deserve to be hit or hurt no matter what
happened,” and, “I am concerned about your
safety and well-being.” In a recent study,
domestic violence survivors described how valida-
tion from a provider not only provided “relief” and
“comfort” but also “started the wheels turning”
toward realizing the seriousness of their situation
and changing it.*

Documenting. Physicians for a Violence-Free
Society*” recommends that charting be specific
and detailed and that providers ask patients for
specific names, locations and witnesses. The
victim’s direct words should be denoted with quo-
tation marks, as direct quotes carry more weight
than provider summary statements. The provider
may need to complete body maps and take pho-
tographs or radiographs to document specific
injuries. These are useful records of the abuse.

92 JADA, Vol. 132, January 2001

Referring. The last major step in the interven-
tion is to refer battered patients to community
advocates. Even if victims refuse referrals,
repeatedly offering referrals or making them
available helps survivors feel like they are not
alone and that, when they are ready to seek sup-
port, it is available. Domestic violence advocates
are prepared and have the skills and time to ad-
equately address the complex psychosocial ramifi-
cations of domestic violence. We believe that
expecting dentists to develop these skills is not
only impractical but also unreasonable.

CONCLUSION

Oral health care professionals could play a vital
role in helping patients who are being controlled
by their partners through abuse. We encourage
education that teaches these professionals the
AVDR model; however, even a simplified response
will not ease all the difficulty attached to this
complex, stigmatized social problem. Dentists
should remember that, according to survivors,
any compassionate response from health care pro-
fessionals helps alleviate their shame and break
through denial.*® We encourage dental profes-
sionals to seize the opportunity to make a differ-
ence in many patients’ lives. «

Dr. Love is a research associate, School of Dentistry, University of
California San Francisco.

Dr. Gerbert is professor and chair, Division of Behavioral Sciences,
School of Dentistry, University of California San Francisco, 350 Par-
nassus, Suite 905, San Francisco, Calif. 94117, email “gerbert@itsa.
ucsf.edu”. Address reprint requests to Dr. Gerbert.

Ms. Caspers is senior editor, School of Dentistry, University of Cali-
fornia San Francisco.

Dr. Bronstone is a research associate, School of Dentistry, University
of California San Francisco.

Dr. Perry is chair, Division of Dental Hygiene, School of Dentistry,
University of California San Francisco.

Dr. Bird is a professor, School of Dentistry, University of California
San Francisco.

This study was supported by National Institute of Mental Health
grant 1 R0O1 MH51580.

The authors give special thanks to the following people whose contri-
butions were instrumental to the success of this project: Richard
Carlton, M.P.H., for data collection; Arthur Dugoni, D.D.S., M.S.D., for
recruiting dentists; and Peter Bacchetti, Ph.D., for data analyses. The
authors also thank Jessica Watson, M.A., for statistical assistance;
Andrew Feraios, M.Ed., James Moe, Ph.D., and Jennifer Fechner, B.A.,
for proofreading and assistance with the references; Wanda Garner for
assisting with data collection; and the dentists who participated in the
study.

1. Education about adult domestic violence in U.S. and Canadian
medical schools, 1987-88. MMWR Morb Mortal Wkly Rep 1989;38-2:
17-9.

2. Rosenberg ML, Stark E, Sahn MA. Interpersonal violence: Homi-
cide and spousal abuse. In: Last J, ed. Public health and preventive

Copyright ©1998-2001 American Dental Association. All rights reserved.

0TOZ ‘T UY2e N Lo Bioeperepel LLIOJ) POPEOJUMOC


http://jada.ada.org

medicine. 12th ed. Norwalk, Conn.: Appleton-Century-Crofts; 1986.

3. Stark E, Fliteraft A, Zuckerman D, Grey A, Robison J, Frazier W.
Wife abuse in the medical setting: An introduction for health per-
sonnel. Rockville, Md.: National Clearinghouse on Domestic Violence;
1981.

4. U.S. Department of Health and Human Services, U.S. Department
of Justice. Surgeon general’s workshop on violence and public health:
Report. Washington: U.S. Department of Health and Human Services,
Public Health Service; 1986.

5. Tjaden P, Thoennes N. Prevalence, incidence, and consequences of
violence against women: Findings from the National Violence Against
Women Survey. Washington: National Institute of Justice, Centers for
Disease Control and Prevention; 1998:6-9.

6. Dattel BJ, Chez R. Women, domestic violence, and the obstetri-
cian/gynecologist. Prim Care Update OB/GYNS 1996;3(5):179-83.

7. Goldman L, Horan D, Warshaw C, Kaplan S, Hendricks-Matthews
M. Diagnostic and treatment guidelines on mental health effects of
family violence. Chicago: American Medical Association; 1995.

8. Jones R, Horan D. The American College of Obstetricians and
Gynecologists: a decade of responding to violence against women. Int J
Gynaecol Obstet 1997;58:43-50.

9. Flitcraft A, Hadley S, Hendricks-Matthews M, McLeer S, Warshaw
C. Diagnostic and treatment guidelines on domestic violence. Chicago:
American Medical Association; 1992.

10. Freund KM, Bak SM, Blackhall L. Identifying domestic violence
in primary care practice. J Gen Intern Med 1996;11:44-6.

11. McCauley J, Kern DE, Kolodner K, et al. The ‘battering syn-
drome’: prevalence and clinical characteristics of domestic violence in
primary care internal medicine practices. Ann Intern Med
1995;123:737-46.

12. Webster J, Chandler J, Battistutta D. Pregnancy outcomes and
health care use: effects of abuse. Am J Obstet Gynecol 1996;174:760-7.

13. Chez R, Jones R. The battered woman. Am J Obstet Gynecol
1995;173:677-9.

14. AMA Council on Scientific Affairs. Violence against women: rele-
vance for medical practitioners. JAMA 1992;267:3184-9.

15. American College of Obstetricians and Gynecologists. The bat-
tered woman. Washington: American College of Obstetricians and
Gynecologists; 1989.

16. Sassetti MR. Domestic violence. Prim Care 1993;20:289-305.

17. Ochs HA, Neuenschwander MC, Dodson TB. Are head, neck and
facial injuries markers of domestic violence? JADA 1996;127:757-61.

18. Berrios DC, Grady D. Domestic violence: risk factors and out-
comes. West J Med 1991;155:133-5.

19. 99H-1996. In: American Dental Association Transactions.
Chicago: American Dental Association; 1996:684.

20. Gerbert B, Johnston K, Caspers N, Bleecker T, Woods A, Rosen-
baum A. Experiences of battered women in health care settings: a qual-
itative study. Women Health 1996;24:1-17.

21. Rodriguez MA, Quiroga SS, Bauer HM. Breaking the silence: bat-
tered women’s perspectives on medical care. Arch Fam Med
1996;5:153-8.

22. Martins R, Holzapfel S, Baker P. Wife abuse: are we detecting it?
J Womens Health 1992;1:77-80.

23. McCauley J, Yurk RA, Jenckes MW, Ford DE. Inside ‘Pandora’s
Box’: abused women’s experiences with clinicians and health services. J
Gen Intern Med 1998;13:549-55.

24. Lee D, Letellier P, McLoughlin E, Salber P. California hospital
emergency departments response to domestic violence: Survey report.
San Francisco: Family Violence Prevention Fund; August 1993.

[ TRENDS

25. Kurz D. Interventions with battered women in health care set-
tings. Violence Vict 1990;5:243-56.

26. Kurz D. Emergency department responses to battered women:
resistance to medicalization. Soc Probl 1987;34:69-81.

27. McGrath M, Bettacchi A, Duffy S, Peipert J, Becker B, St. Angelo
L. Violence against women: provider barriers to intervention in emer-
gency departments. Acad Emerg Med 1997;4:297-300.

28. Ferris LE. Canadian family physicians’ and general practitioners’
perceptions of their effectiveness in identifying and treating wife abuse.
Med Care 1994;32:1163-72.

29. Ferris LE, Tudiver F. Family physicians’ approach to wife abuse:
a study of Ontario, Canada, practices. Fam Med 1992;24:276-82.

30. Parsons LH, Zaccaro D, Wells B, Stovall TG. Methods of and atti-
tudes toward screening obstetrics and gynecology patients for domestic
violence. Am J Obstet Gynecol 1995;173:381-7.

31. Brown JB, Lent B, Sas G. Identifying and treating wife abuse. J
Fam Pract 1993;36:185-91.

32. Sugg NK, Inui T. Primary care physicians’ response to domestic
violence: opening Pandora’s box. JAMA 1992;267:3157-60.

33. Gerbert B, Caspers N, Bronstone A, Moe J, Abercrombie P. A
qualitative analysis of how physicians with expertise in domestic vio-
lence approach the identification of victims. Ann Intern Med
1999;131:578-84.

34. Chiodo GT, Tilden VP, Limandri BJ, Schmidt TA. Addressing
family violence among dental patients: assessment and intervention.
JADA 1994;125:69-75.

35. McDowell JD, Kassebaum DK, Fryer GE Jr. Recognizing and
reporting domestic violence: a survey of dental practitioners. Spec Care
Dentist 1994;14:49-53.

36. Salant P, Dillman D. How to conduct your own survey. New York:
Wiley; 1994.

37. Novello AC, Rosenberg M, Saltzman L, Shosky J. From the sur-
geon general, U.S. Public Health Service: a medical response to
domestic violence. JAMA 1992;267:3132.

38. Hyman A, Schillinger D, Lo B. Laws mandating reporting of
domestic violence: do they promote patient well-being? JAMA
1995;273:1781-7.

39. Randall T. Domestic violence intervention calls for more than
treating injuries. JAMA 1990;264:939-40.

40. McDowell JD, Kassebaum DK, Stromboe SE. Recognizing and
reporting victims of domestic violence. JADA 1992;123:44-50.

41. Edleson JL. Mothers and children: understanding the links
between woman battering and child abuse. Paper presented at the
Strategic Planning Workshop on Violence Against Women, National
Institute of Justice; March 31, 1995; Washington.

42. Stack A. Dentistry and family violence. J Mass Dent Soc
1993;42:41-6.

43. Gerbert B, Moe J, Caspers N, et al. Simplifying the physician’s
response to domestic violence. West J Med 2000;172:329-31.

44. Friedman LS, Samet JH, Roberts MS, Hudlin M, Hans P. Inquiry
about victimization experiences: a survey of patient preferences and
physician practices. Arch Intern Med 1992;152:1186-90.

45. Landenburger K. A process of entrapment in and recovery from
an abusive relationship. Issues Ment Health Nurs 1989;10:209-27.

46. Gerbert B, Abercrombie P, Caspers N, Love C, Bronstone A. How
health care providers help battered women: the survivor’s perspective.
Women Health 1999;29:115-35.

47. Taliaferro E. Domestic violence: the need for good documentation.
Action Notes (Physicians for a Violence-Free Society newsletter).
1997;23:1.

JADA, Vol. 132, January 2001 93

Copyright ©1998-2001 American Dental Association. All rights reserved.

0TOZ ‘T UY2e N Lo Bioeperepel LLIOJ) POPEOJUMOC


http://jada.ada.org

