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Abstract

Objectives: We examined associations of physical intimate partner violence (PIPV) with selected mental health
disorders using a nationally representative sample of emergency department (ED) discharges corresponding to
men and women (18–64 years) from the 2010 Nationwide Emergency Department Sample.
Methods: PIPV was determined using International Classification of Disease, 9th Revision, Clinical Modification
(ICD-9-CM) external cause of injury code E967.3 (battering by spouse or partner). ICD-9-CM clinical classifi-
cation of discharge diagnoses was used to identify mental health disorders. Multivariable logistic regression
models were constructed to estimate adjusted odds ratios (ORadj) and their 95% confidence intervals (CIs).
Results: PIPV prevalence was estimated at 0.36 per 1000 ED discharges. The strongest correlates of PIPV were
alcohol-related (ORadj = 3.02, 95% CI: 2.62–3.50), adjustment (ORadj = 2.37, 95% CI: 1.56–3.58), intentional self-
harm (ORadj = 1.41, 95% CI: 1.05–1.89), anxiety (ORadj = 1.23, 95% CI: 1.07–1.40), drug-related (ORadj = 1.22,
95% CI: 1.01–1.47), and mood (ORadj = 1.16, 95% CI: 1.04–1.31) disorders. PIPV’s association with alcohol-
related disorders was stronger among women (ORadj = 3.22, 95% CI: 2.79–3.72) versus men (ORadj = 1.98, 95%
CI: 1.42–2.77). Similarly, drug-related disorders were stronger correlates of PIPV among women (ORadj = 1.32,
95% CI: 1.09–1.60) versus men (ORadj = 0.59, 95% CI: 0.31–1.16).
Conclusions: In EDs, PIPV was linked to several mental health disorders, with women experiencing comorbid
PIPV and substance use more frequently than men.
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Introduction

Intimate partner violence (IPV) is a pattern of as-
saultive and coercive behaviors in intimate relationships1–3

and an issue of public health importance. The Centers for
Disease Control and Prevention defines IPV as ‘‘physical
violence, sexual violence, threats of physical/sexual vio-
lence, and psychological/emotional abuse perpetrated by a
current or former spouse, common-law spouse, nonmarital
dating partners, or boyfriends/girlfriends of the same or op-
posite sex.’’4,5 Previous studies have linked IPV to a wide
range of adverse health consequences, including injury,3,6–8

chronic pain,9,10 gastrointestinal disorders,11–13 sexually trans-
mitted diseases,14–17 disability,18,19 poor pregnancy outcomes,20

substance abuse,21–23 depression,24,25 post-traumatic stress dis-
order (PTSD),26,27 and death.28

Clearly, a gender gap exists in susceptibility to violence in
general and IPV in particular, with most national surveys
suggesting higher IPV rates in women versus men.3,29,30

Based on the National Violence against Women Survey
conducted through telephone interviews of 8000 women and
8000 men, nearly 25% of women and 7.6% of men disclosed
rape and/or physical assault by a current or former spouse,
cohabiting partner, or date at least once during their lifetime.29

In addition, 1.5% of women (representing 1.5 million women)
and 0.9% of men (representing 834,732 men) said that they
were raped and/or physically assaulted by a partner in the
previous 12 months.29 Finally, nearly 5% of women and 0.6%
of men reported being stalked by an intimate partner during
their lifetime. In addition, 0.5% of women (representing
503,485 women) and 0.2% of men (representing 185,496
men) were stalked by an intimate partner in the past year.29
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Although both sexes are involved in IPV and experience
IPV-related health outcomes,31,32 researchers have tradi-
tionally focused on physical and nonphysical forms of vio-
lence perpetrated by a male partner against a female
victim.1,33 In the general population, lifetime prevalence of
IPV against women has been estimated at 22%,3,34–36 with
physical violence affecting 17%–34% and nonphysical vio-
lence affecting 12%–35% of women.37–39 Among women
identified in primary care or emergency departments (EDs),
37%–50% reported lifetime physical violence and 36%–72%
lifetime nonphysical violence, with 10%–18% reporting
physical violence and 28%–44% reporting nonphysical vio-
lence in the past year.40–44 Women with a history of IPV were
shown to utilize healthcare services (including primary care
and EDs) for injuries and physical and mental health prob-
lems nearly twice as often as women with no history of
IPV,37,45,46 highlighting opportunities for IPV screening by
healthcare providers. The Centers for Disease Control and
Prevention estimates annual IPV-related costs among women
at $5.8 billion (with $4.0 billion in healthcare costs).45,47

Based on the Medical Expenditure Panel Survey and the
National Violence Against Women Survey, it is estimated
that $2.4 billion in medical costs are attributable to physical
assault and $1.6 million in medical costs are attributable to
rape against women by an intimate partner.37,48

Routine screening for identification and treatment of IPV
by healthcare providers can potentially reduce the burden of
IPV and its associated health problems on individuals, fam-
ilies, the healthcare system, and society as a whole.40 Ac-
cording to the US Preventive Services Task Force (USPSTF),
high-quality evidence supporting IPV screening in primary
care and EDs as a safe and effective strategy for the pre-
vention of IPV and its associated health outcomes remains
inconclusive40,49 with recently conducted intervention trials
yielding inconsistent findings.50–77 While the USPSTF and
other organizations have recommended screening of repro-
ductive aged women for IPV in various healthcare settings,31

the Joint Commission on Accreditation of Healthcare Orga-
nizations ( JCAHO) requires all EDs to have policies and
procedures in place for IPV screening and patients who dis-
close IPV can be treated or referred to services, which address
healthcare needs associated with IPV.45

Despite the JCAHO mandate, less than half of US EDs
report having policies and procedures in place for IPV
screening, and even fewer EDs regularly ask about mental
health problems in women identified as IPV victims.40,45,78 A
bidirectional association31 has been previously suggested
between IPV history and costly mental health problems45 such
as symptoms of depression,79–81 PTSD,82,83 suicidality,84–86

and substance abuse.87–89 In a recent study of women enrolled
in the Group Health Cooperative, IPV exposure was specifi-
cally linked to excessive utilization of mental health ser-
vices.11,37 Comorbid mental health problems can adversely
impact the success of IPV interventions and often present at
EDs rather than specialized centers while being under-
diagnosed by ED healthcare providers.45

Successful screening interventions require a better under-
standing of what mental health symptoms and diagnoses are
frequently encountered in patients with a history of IPV, for
the purpose of referral to on-site and off-site services. Al-
though a growing body of the literature has evaluated mental
health outcomes of IPV in both sexes,38,90–95 previous studies

were predominantly focused on women and little is known
about sex-specific mental health outcomes of IPV. Limited
evidence suggests that men and women respond differently to
IPV exposure and that IPV-related mental healthcare needs
may be sex specific.1,96 To our knowledge, no published
studies have examined overall and sex-specific utilization of
healthcare services linking physical IPV (PIPV) to mental
health diagnoses, using a nationally representative sample of
ED discharges.

The purpose of this population-based cross-sectional study
is to examine these relationships among male and female
adult patients, 18–64 years of age, whose medical records
were included in the 2010 Healthcare Cost and Utilization
Project’s (HCUP) Nationwide Emergency Department
Sample (NEDS). The study aims to identify whether there are
sex differences in patterns of PIPV-related mental health
problems in the ED setting.

Materials and Methods

Study design and setting

Sponsored by the Agency for Healthcare Research and
Quality, the HCUP consists of publicly available databases
and software tools created as a federal-state-industry part-
nership to support decision-making. NEDS is the largest all-
payer ED database in the United States, yielding national and
regional estimates of hospital-based ED visits, with data on
*30 million discharges representing *130 million ED visits
each year. Since 2006, the NEDSs were selected from the
American Hospital Association community, nonrehabilita-
tion hospitals participating in the State Inpatient Databases
(patients initially seen in the ED and then admitted to the
same hospital), and State Emergency Department Databases
(ED treat-and-release visits or transfers to another hospital)
and include information on geographic, hospital, and patient
characteristics, as well as the nature of the visits.

For the latest available time period ( January 1 to
December 31, 2010), NEDS data were compiled from 961
hospitals located in 28 participating states (AZ, CA, CT, FL,
GA, HI, IA, IL, IN, KS, KY, MA, MD, MN, MO, NC, NE,
NJ, NV, NY, OH, RI, SC, SD, TN, UT, VT, and WI), re-
presenting a 20% stratified sample of US EDs. Stratification
was based on five characteristics as follows: geographic re-
gion (Northeast, Midwest, South, and West), trauma center
designation (trauma level I, II, III, and nontrauma), hospital
urban–rural location (large metropolitan, small metropoli-
tan, micropolitan, and nonurban residual), teaching status
(teaching and nonteaching), and ownership (public, for-
profit, and not-for-profit). The database includes clinical and
resource information during ED visits, encompassing de-
mographic information, admissions, injuries, diagnoses (up
to 15), payment source, total hospital charges for inpatient
stays of ED visits that result in admission, procedures cate-
gorized according to the International Classification of Dis-
ease, 9th Revision, Clinical Modification (ICD-9-CM), and
the Current Procedural Terminology, as well as death in ED,
if present.

Selection of participants

ED discharges corresponding to adult patients, between 18
and 64 years of age, who sought healthcare at EDs for various
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reasons, including injuries, were selected from the 2010
HCUP NEDS. Accordingly, the study sample consists of
81,386,155 weighted discharges (with a mean – standard er-
ror age of 39.5 – 0.06 years for men and 37.6 – 0.07 years
for women). After identifying PIPV cases, a 10% simple
random sample of the non-IPV group was selected as a
control group due to computational limitations. A second
10% simple random sample was also selected to confirm the
results.

Measures

ED discharges with an ICD-9-CM external cause of injury
code (ECODE1–ECODE4) of E967.3 (battering by spouse or
partner) were identified as a PIPV discharge since the patient
had experienced PIPV. Due to the multitude of IPV screening
tools, a gold standard for diagnosing PIPV in an ED setting is
yet to be identified, limiting our ability to assess the sensi-
tivity and specificity of ICD-9-CM codes in the context of
PIPV. Furthermore, ICD-9-CM clinical classification cate-
gory codes (DXCCS1–DXCCS15) were used to identify ED
discharges whereby the patient had been diagnosed with the
following mental health problems: (1) 650 adjustment dis-
orders; (2) 651 anxiety disorders; (3) 652 attention-deficit,
conduct, and disruptive behavior disorders; (4) 655 disorders
usually diagnosed in infancy, childhood, or adolescence, in-
cluding pervasive development disorders, tic disorders, and
elimination disorders; (5) 656 impulse control disorders, not
elsewhere classified; (6) 657 mood disorders; (7) 658 per-

sonality disorders; (8) 659 schizophrenia and other psychotic
disorders; (9) 660 alcohol-related disorders; (10) 661 drug-
related disorders; (11) 662 intentional self-harm/suicide and
intentional self-inflicted injury; (12) 670 miscellaneous dis-
orders, including eating disorders, mental disorders in preg-
nancy, dissociative disorders, factitious disorders, sleep
disorders, and somatoform disorders. Each mental health
problem was examined as a separate dichotomous outcome
and all mental health problems were combined as one di-
chotomous outcome. Hospital and patient characteristics
were included as covariates in the models. Hospitals were
characterized by region, urban or rural location, trauma
center designation, teaching status, and ownership/control,
and patients were characterized by gender, age in years (18–
24, 25–29, 30–34, 35–39, 40–44, 45–49, 50–54, 55–59, and
60–64), and household socioeconomic status in quartiles as
denoted by the patient’s zip code. In addition, the principal
diagnosis was ranked among PIPV cases, and the most
common 19 diagnoses with a 20th category labelled as
‘‘Others’’ were presented and compared between men and
women in terms of relative proportion. Based on Figure 1, the
most common principal diagnoses among men (aside from
the ‘‘Others’’ category) were ‘‘adult physical abuse’’
(12.0%), followed by ‘‘contusion of face/scalp/neck’’
(8.1%), and ‘‘open wound of the scalp’’ (5.2%), with similar
proportions obtained for ‘‘head injury’’ (4.7%) and ‘‘open
wound of forehead’’ (4.8%). Among women, ‘‘contusion of
face/scalp/neck’’ (14.9%) was more prevalent than ‘‘adult
physical abuse’’ (13.1%), which was followed by ‘‘head

FIG. 1. Distribution of principal diagnoses (19 most common overall) by sex; NEDS 2010. NEDS, Nationwide Emer-
gency Department Sample. Color images available online at www.liebertpub.com/jwh
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injury’’ (5.7%). The following ICD-9-CM codes were iden-
tified as the most prevalent primary diagnoses classified in
the ‘‘Others’’ category: ‘‘Cervicalgia’’ [7231] (1.79%),
‘‘Sprain of shoulder or arm not otherwise specified’’ [8409]
(1.41%), ‘‘Sprain of hand not otherwise specified’’ [84210]
(1.60%), ‘‘Concussion with coma not otherwise specified’’
[8505] (1.33%), ‘‘Concussion not otherwise specified’’
[8509] (1.29%), ‘‘Open wound of hand’’ [8820] (1.18%),
‘‘Abrasion NEC’’ [9190] (1.33%), ‘‘Contusion of abdominal
wall’’ [9222] (1.29%), ‘‘Contusion of hands’’ [92320]
(1.75%), ‘‘Contusion not otherwise specified’’ [9249]
(1.22%), and ‘‘Adult sexual abuse’’ [99583] (1.60%). The

distribution of principal diagnoses differed markedly by
gender ( p < 0.001, design-based F-test).

Statistical analyses

All statistical analyses were conducted using STATA
version 14 (STATA Corp, College Station, TX). Summary
statistics included prevalence proportions of PIPV and
mental disorders, accounting for sampling design complex-
ity, as well as weighted totals. Prevalence of PIPV was es-
timated overall and within strata of hospital- and patient-level
categorical variables. Among IPV cases, men and women

Table 1. Prevalence of Physical Intimate Partner Violence by Hospital and Patient

Characteristics: National Emergency Department Surveillance System, 2010

PIPV

Na p n (%)Per 1000 SEM

US hospital region £0.0001
Northeast 0.33 0.027 15824906 3319673 (18.43)
Midwest 0.44 0.040 19263930 3780021 (20.98)
South 0.25 0.010 32447377 7921059 (43.97)
West 0.50 0.41 13849942 2995563 (16.63)

Urban–rural location of hospital 0.05
Urban 0.36 0.02 65033243 14650341 (81.97)
Rural 0.34 0.028 15712682 3222578 (18.03)

Trauma center designation 0.07
I 0.32 0.050 8183904 1,773,540 (9.84)
II 0.31 0.047 6725408 1,403,132 (7.79)
III 0.40 0.070 6028840 903,716 (5.02)
IV 0.34 0.017 51798076 12,227,040 (67.87)
Unknown 0.48 0.062 8650724 1,708,888 (9.49)

Teaching status 0.07
Teaching 0.36 0.026 33000946 6891422 (38.25)
Nonteaching 0.36 0.019 48385209 11124894 (61.75)

Hospital ownership 0.08
Public 0.36 0.048 5006202 1443595 (8.01)
For-profit 0.27 0.029 6766859 2108070 (11.70)
Not-for-profit 0.32 0.033 12131169 2966645 (16.47)
Unknown 0.37 0.02 57481926 11498006 (63.82)

Patient sex £0.0001
Male 0.059 0.0048 34976225 7707160 (42.78)
Female 0.57 0.025 46403852 10307844 (57.22)

Patient age £0.0001
18–24 0.36 0.022 15752761 3479906 (19.54)
25–29 0.51 0.026 10728068 2374613 (13.33)
30–34 0.51 0.027 9252674.4 2054059 (11.53)
35–39 0.46 0.026 8287384.9 1844129 (10.35)
40–44 0.39 0.021 8279463.2 1840578 (10.33)
45–49 0.33 0.018 8804093.6 1949154 (10.94)
50–54 0.22 0.015 8160947 1802042 (10.12)
55–59 0.13 0.010 6603734.8 1454022 (8.16)
60–64 0.087 0.0069 4584215.5 1011418 (5.68)

Household socioeconomic status 0.1
Quartile 1 0.37 0.024 27604238 6064435 (34.54)
Quartile 2 0.36 0.017 22100992 4872582 (27.75)
Quartile 3 0.36 0.024 16898112 3790665 (21.59)
Quartile 4 0.30 0.025 12713731 2831135 (16.12)

Total 0.36 0.015 81386155 17558817 (100.00)

aWeighted sample size; weighted number of PIPV cases in 2010 NEDS, n = 28,970.
NEDS, Nationwide Emergency Department Sample; PIPV, physical intimate partner violence; SEM, standard error of the mean.
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were compared in terms of principal diagnosis proportionate
distribution. Comparisons between categorical variables
were done using design-based F-tests. Moreover, we exam-
ined differences in the prevalence of specific and overall
mental health diagnoses by PIPV status. Those analyses were
conducted on the entire sample of eligible discharges (18–64
years, Weighted N = 81,386,155). Using PIPV cases and the
10% sample of controls from the non-IPV subgroup, multi-
variable logistic regression models were constructed to ex-
amine PIPV as a predictor of mental health diagnoses,
adjusting for potential confounders. Finally, using the same
10% subsample of controls and the full sample of PIPV cases,
we performed sex-specific analyses to evaluate whether ob-
served associations differed according to sex, while exam-
ining interaction effects. A second 10% sample of non-PIPV
controls (Control B) was also selected and the results were
contrasted with those of the first 10% subsample (Control A).
All analyses were performed taking into account the single-
stage cluster sampling design, through STATA’s svy com-
mands. Two-sided statistical tests were conducted at an alpha
level of 0.05.

Results

The overall prevalence of PIPV in the study sample was
estimated to be 36 per 100,000 (unweighted n = 6342) ED
discharges. Furthermore, variations in PIPV prevalence were
observed according to US hospital region, patient sex, and
age ( p < 0.0001), but not according to hospital urban–rural
location, trauma center designation, teaching status, owner-
ship, or household socioeconomic status. The estimated PIPV
prevalence was higher among female (57 per 100,000) versus
male (6 per 100,000) patients; also, PIPV prevalence was

highest among patients 25–34 years of age and in the Western
region of the United States (Table 1).

Overall, PIPV was positively and significantly associated
with the presence of any mental health diagnosis, either be-
fore (odds ratio [OR] = 1.19, 95% confidence interval [CI]:
1.09–1.32) or after (OR = 1.35, 95% CI: 1.23–1.48) adjust-
ment for confounders. However, the magnitude and direction
of the association differed according to the specific mental
health disorder. In multivariable models, the strongest posi-
tive associations pertained to alcohol-related (OR = 3.02,
95% CI: 2.62–3.50) and adjustment (OR = 2.37, 95% CI:
1.56–3.58) disorders, followed by intentional self-harm,
suicide, and intentional self-inflicted injury (OR = 1.41, 95%
CI: 1.05–1.89), anxiety disorders (OR = 1.23, 95% CI: 1.07–
1.40), drug-related disorders (OR = 1.22, 95% CI: 1.01–
1.47), and mood disorders (OR = 1.16, 95% CI: 1.04–1.31).
By contrast, PIPV was not significantly associated with dis-
orders usually diagnosed in infancy, childhood, or adoles-
cence, attention-deficit, conduct, and disruptive behavior
disorders or personality disorders. Interestingly, a significant
but negative association was noted between PIPV and
schizophrenia and other psychotic disorders (OR = 0.49, 95%
CI: 0.35–0.71) (Table 2).

Finally, we examined interactions between PIPV and sex
in relation to the selected mental health disorders (Table 3).
With the exception of alcohol- and drug-related disorders,
there were no significant interactions whereby the magni-
tude or direction of associations between PIPV and mental
health disorders differed between men and women. For
alcohol-related disorders, the association with PIPV was
stronger among women (adjusted OR = 3.22, 95% CI: 2.79–
3.72) compared to men (adjusted OR = 1.98, 95% CI: 1.42–
2.77). Similarly, drug-related disorders were significantly

Table 2. Physical Intimate Partner Violence As a Predictor of Selected Mental Health

Disorders Before and After Adjustment for Hospital and Patient Characteristics:

National Emergency Department Surveillance System, 2010

% (SEM) OR (95% CI)

Non-PIPV PIPV Unadjusted Adjusted

Adjustment disorders 0.21 (0.013) 0.47 (0.11) 2.28 (1.50–3.49) 2.37 (1.56–3.58)
Anxiety disorders 4.05 (0.078) 5.32 (0.37) 1.32 (1.16–1.51) 1.23 (1.07–1.40)
Attention-deficit, conduct, and disruptive

behavior disorders
0.35 (0.013) 0.25 (0.074) 0.73 (0.42–1.29) 0.85 (0.48–1.52)

Disorders usually diagnosed in infancy,
childhood, or adolescence, including
pervasive development disorders,
tic disorders, and elimination disorders

0.059 (0.0019) 0.014 (0.014) 0.24 (0.03–1.68) 0.41 (0.059–2.88)

Impulse control disorders, not elsewhere classified 0.036 (0.0028) — — —
Mood disorders 6.38 (0.15) 7.57 (0.47) 1.19 (1.06–1.35) 1.16 (1.04–1.31)
Personality disorders 0.28 (0.017) 0.19 (0.057) 0.68 (0.38–1.21) 0.59 (0.33–1.11)
Schizophrenia and other psychotic disorders 1.41 (0.044) 0.57 (0.10) 0.39 (0.28–0.56) 0.49 (0.35–0.71)
Alcohol-related disorders 3.65 (0.079) 5.88 (0.40) 1.65 (1.43–1.89) 3.02 (2.62–3.50)
Drug-related disorders 3.03 (0.069) 2.99 (0.28) 0.98 (0.81–1.17) 1.22 (1.01–1.47)
Intentional self-harm/suicide and intentional

self-inflicted injury
0.81 (0.027) 0.98 (0.14) 1.19 (0.89–1.59) 1.41 (1.05–1.89)

Miscellaneous disorders, including eating
disorders, mental disorders in pregnancy,
dissociative disorders, factitious disorders,
sleep disorders, and somatoform disorders

0.38 (0.0091) 0.41 (0.077) 1.11 (0.78–1.59) 0.79 (0.56–1.14)

Overall 15.0 (0.22) 17.5 (0.73) 1.19 (1.09–1.32) 1.35 (1.23–1.48)

CI, confidence interval; OR, odds ratio.
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Table 3. Physical Intimate Partner Violence As a Predictor of Mental Health Disorders Before

and After Adjustment for Hospital and Patient Characteristics, Overall and According to Sex:

National Emergency Department Surveillance System, 2010

Unadjusted Adjusted

OR 95% CI OR 95% CI

Overall
Male 1.26 0.98–1.62 1.26 0.97–1.63
Female 1.32 1.20–1.45 1.38 1.26–1.51
Sex · PIPV p = 0.33

Adjustment disorders
Male 3.37 0.88–12.83 3.50 1.00–12.27
Female 2.31 1.52–3.53 2.29 1.50–3.50
Sex · PIPV p = 0.51

Anxiety disorders
Male 1.06 0.66–1.72 1.07 0.66–1.73
Female 1.21 1.05–1.38 1.25 1.09–1.43
Sex · PIPV p = 0.57

Attention-deficit, conduct, and disruptive behavior disorders
Male 0.73 0.17–3.20 0.56 0.82–3.89
Female 0.89 0.49–1.65 0.89 0.49–1.65
Sex · PIPV p = 0.66

Disorders usually diagnosed in infancy, childhood, or adolescence, including pervasive
development disorders, tic disorders, and elimination disorders
Male 1.98 0.28–13.83 2.02 0.29–14.14
Female — — — —
Sex · PIPV —

Impulse control disorders, not elsewhere classified
Male — — — —
Female — — — —
Sex · PIPV —

Mood disorders
Male 0.99 0.64–1.54 1.02 0.65–1.58
Female 1.11 0.99–1.26 1.19 1.05–1.34
Sex · PIPV p = 0.55

Personality disorders
Male — — — —
Female 0.74 0.41–1.32 0.65 0.35–1.18
Sex · PIPV —

Schizophrenia and other psychotic disorders
Male 0.54 0.22–1.32 0.53 0.22–1.29
Female 0.51 0.35–0.75 0.52 0.35–0.77
Sex · PIPV p = 0.83

Alcohol-related disorders
Male 1.94 1.42–2.66 1.98 1.42–2.77
Female 3.13 2.72–3.63 3.22 2.79–3.72
Sex · PIPV p = 0.002

Drug-related disorders
Male 0.66 0.35–1.23 0.59 0.31–1.16
Female 1.40 1.17–1.69 1.32 1.09–1.60
Sex · PIPV p = 0.02

Intentional self-harm/suicide and intentional self-inflicted injury
Male 1.37 0.55–3.42 1.42 0.57–3.52
Female 1.48 1.09–1.98 1.41 1.04–1.90
Sex · PIPV p = 0.99

Miscellaneous disorders, including eating disorders, mental disorders in pregnancy,
dissociative disorders, factitious disorders, sleep disorders, and somatoform disorders
Male — — — —
Female 0.87 0.61–1.25 0.81 0.57–1.17
Sex · PIPV —
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related to PIPV among women (adjusted OR = 1.32, 95%
CI: 1.09–1.60) but not among men (adjusted OR = 0.59,
95% CI: 0.31–1.16). Results using Control B (10% sample)
of the non-PIPV subgroup resulted in virtually identical
estimates of OR for PIPV versus mental health outcomes as
in the Control A (10% sample) in all multiple logistic re-
gression models.

Discussion

To the best of our knowledge, this is the first population-
based cross-sectional study to examine sex-specific associa-
tions between PIPV and mental health diagnoses, using a
nationally representative sample of ED discharges. Our re-
sults suggested that PIPV was positively associated with
specific diagnoses, namely, alcohol-related, adjustment, in-
tentional self-harm, suicide, intentional self-inflicted injury,
anxiety, and drug-related and mood disorders, and negatively
associated with schizophrenia and other psychotic disorders.
In addition, alcohol-related and drug-related disorders were
more strongly associated with PIPV among women than
among men.

Our results should be interpreted with caution and in light
of several limitations that arise from the use of deidentified
databases. First, little data could be gleaned from HCUP
NEDS regarding clinical presentation and since our study
included only ED patients, physicians may not have been
aware of relevant patient experiences, due to the urgency of
events. This may explain the paucity of secondary diagnostic
codes available for each patient. Furthermore, race was not
included as a data element in the HCUP NEDS, precluding
the evaluation of racial disparities in PIPV. Second, the
HCUP NEDS database consists of discharge records whereby
multiple observations may be attributed to an individual pa-
tient. Given the nature of PIPV, the likelihood of repeat ED
visits for each individual patient may be substantial, but
cannot be ascertained in HCUP NEDS. Third, the cross-
sectional design precludes examination of temporal or causal
relationships between PIPV and various mental health
problems. Fourth, the quality and completeness of HCUP
NEDS data depend on existing medical records, which may
result in misclassification and residual confounding biases.
Of note, PIPV is typically underreported by patients and
under identified by healthcare providers, suggesting a high
false negative rate and underestimation of PIPV preva-
lence.97 More importantly, patients experiencing IPV were
identified based on ICD-9-CM codes, which do not take into
account psychological forms of violence that often co-occur
with physical and sexual forms of violence based on the CDC
definition, especially among patients diagnosed with mental
health disorders. Accordingly, IPV prevalence estimates are
substantially lower in the NEDS population compared to
estimates from general and clinical population surveys. For
instance, previously conducted surveys in ED settings have
estimated 2%–7% annual prevalence rates of IPV.98 Similar
validity issues are encountered with respect to PIPV and
mental health disorders based on ICD-9-CM, whereby date of
diagnosis is unknown in NEDS. In addition, the hypothesized
relationship between PIPV and mental health disorders may
be confounded by patient and hospital characteristics that
were not assessed in the HCUP NEDS. Nevertheless, ad-
ministrative databases are ideal for providing a large patient

sample with sufficient power to detect uncommon occur-
rences, including mental health diagnoses.

PIPV is a significant public health concern that has been
linked to increased risk of a variety of mental health prob-
lems, including depression,24,81,99,100 alcohol abuse,101,102

substance use,102 suicidality,103 and PTSD.104 Although the
majority of PIPV research has focused primarily on
women,105 it was found that men also experience mental
health problems associated with PIPV.103,106 It is estimated
that more than half of PIPV events are not reported to the
police,107 suggesting the need for intervention efforts aimed
outside the realm of law enforcement. Healthcare providers,
particularly those working within ED settings, can serve as an
important point of contact for victims of PIPV. Although
PIPV is common among patients presenting to EDs,108,109

screening and identification for PIPV by healthcare providers
are low.109

Considering that intervention for mental health problems
related to PIPV may reduce the risk of revictimization,110 it is
important for healthcare providers to appropriately address
these issues in addition to screening for PIPV among both
men and women seeking healthcare in EDs. Furthermore,
despite consistent findings suggesting an association between
PIPV and mental health problems, few studies81 have ex-
amined the relationship between PIPV and diagnosed mental
disorders. Specific mental health diagnoses may be important
clues in identifying individuals at an increased risk of PIPV
victimization or perpetration.

Previous research suggested sex differences in mental
health problems related to PIPV, consistent with our study
findings. Among victims of PIPV presenting to EDs, women
tend to report more symptoms related to depression,96 PTSD,
substance abuse, and alcohol use102 and men report symp-
toms related to depression,96,103 PTSD, and suicidality.103

Two study findings necessitate further elucidation. First, the
inverse relationship between PIPV and psychoses may be
explained by PIPV underreporting or absence of a partner in
ED patients diagnosed with these mental health disorders.
Second, in line with the concept that PIPV is a public health
issue that cuts across all layers of society, PIPV prevalence
did not differ significantly according to household socio-
economic status although it was linked to other hospital and
patient characteristics.

Conclusions

In summary, PIPV in ED settings may be linked to a wide
range of mental health disorders, with women experiencing
comorbid PIPV and substance use disorders more frequently
than men. Increased awareness of the connection between
PIPV and mental health conditions may lead to better refer-
rals or coordination of care. These sex-specific associations
should be used to guide PIPV interventions in ED settings.
More studies are needed to elucidate sex differences in the
hypothesized relationships between IPV and mental health
diagnoses in various healthcare settings.
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