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Purpose: To assess patient ratings of comfort alone and in front of children with 5 domestic violence
(DV) screening questions designed with less graphic language compared with questions about other
sensitive issues.

Methods: A sample of mothers (n � 200), including a small sample of Spanish-speaking women,
were recruited from community locations. Mothers rated their perceptions of comfort for answering 13
sensitive issue screening questions (including sexual risk, substance abuse, depression, and DV ques-
tions). Logistic regression was performed to analyze participants’ characteristics with respect to sum-
mary comfort scores. In addition, 40 mothers were asked to talk about their comfort in answering the
DV questions. These interviews were audiotaped and analyzed.

Results: Mothers preferred to answer all questions alone. Comfort with answering the DV screening
questions in front of their children was higher than comfort with sexual risk or depression questions
and was similar to comfort with substance abuse questions. Latina mothers had more discomfort with
the DV questions than other ethnicities.

Conclusions: Although mothers were more comfortable with answering sensitive questions alone
than in the presence of children, this may not be feasible in busy offices. General DV questions may be
appropriate to ask in front of children as an initial screen. (J Am Board Fam Med 2006;19:358–67.)

Domestic violence (DV) affects the health of
women and their children.1–5 Although current ev-
idence does not support or refute the effectiveness
of the universal screening for DV in the medical
setting,6–8 professional organizations recommend
identifying patients and sharing resources such as
the numbers of local advocacy agencies.9–13 Identify-
ing DV and helping patients understand the impact
this stress has on their health and the health of their
children is important for quality health care.14–18

A variety of DV screening questions and tools
have been developed and validated.19–24 Women
have reported discomfort with some of the more
direct questions25 and graphic language such as hit-
ting, kicking, or hurting is not appropriate in the
presence of children.26,27 Physicians also report more
comfort with more indirect questions about DV.25

Currently DV screening protocols recommend
screening women alone (no partners or children).
However, due to the logistics of removing children
from the room in busy practices, screening may not
occur if children must be removed. In response,
some authors have developed more general DV
screening questions that are thought to be less
explicit and intrusive.23,25 To date, they have not
been tested for comfort when women are with their
children in the medical office. Similarly, they have
not been compared with other socially sensitive
medical topics that clinicians also ask about rou-
tinely such as sexual behavior or drug/alcohol use.

To address these knowledge deficits, we tested
the theoretical comfort of 5 general DV screening
questions that were identified as appropriate in
front of children by mothers/victims27 and exam-
ined women’s perceptions of comfort compared
with questions about other sensitive health screen-
ing issues (sexual risk, alcohol/drug use, and
depression).

Methods
Participants and Recruitment
Mothers with at least one child between 3 and 12
years of age were recruited to participate in a study
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about “screening for sensitive issues in the physi-
cian’s office.” Fliers were posted at schools, places
of employment, churches, and local social service
agencies. Locations were varied to engage a diverse
(socioeconomic and race/ethnicity) pool of partic-
ipants. To examine this issue for a growing Latino
population, we worked with organizations serving
Spanish-speaking clients to recruit a small Latina
cohort. This cohort was diverse in country of ori-
gin, education level, and socioeconomic status. Par-
ticipants either telephoned to schedule an appoint-
ment for the interview or completed the interview
at the time of recruitment. Interviews occurred in a
private room at a convenient location, such as a
private room at the school, the community center,
the church, or work.

Instrument and Administration
The University of Cincinnati Institutional Review
Board approved the protocol. The instrument in-
cluded 5 general DV questions identified as appro-
priate in front of children in our earlier work.27

Validated screening questions for other sensitive
screening issues for alcohol,28 drug use,29 sexual
practices,30,31 depression,32,33 and 2 more general
questions about speeding tickets and shop lifting
were selected. The topic areas were intermixed.
Each question was followed by 2 questions about
comfort: How comfortable are you answering this
question in front of your children? How comfort-
able are you answering this question alone? Partic-
ipants responded using a 5-point Likert scale from
very uncomfortable to very comfortable. For the
Latina cohort, the questionnaire and consent were
translated into Spanish by a professional translator
and then back translated to insure accuracy.
Trained graduate students (male and female) con-
ducted the interviews. The graduate student who
performed the Latina interviews was bilingual.

The study was explained, and the consent re-
viewed in a private area. Sometimes mothers had
their children with them (�10%). If present, the
children were given toys and books to occupy them
and they did not interfere with the interview pro-
cess. The research assistant presented each ques-
tion verbally and visually on a 6 by 8 card. The
participant was asked to answer the question and
then to rate her comfort (alone and in front of her
children). Then participants ranked the 5 DV ques-
tions from most to least comfortable in front of the
children. DV status was ascertained either by the

participant spontaneously revealing her history or
with a direct question: “Do you have any personal
experience with domestic violence?” Local DV cri-
sis agency pamphlets were offered to all partici-
pants. Participants received a $20 honorarium.

For the qualitative portion of the study, the first
40 participants were asked an open-ended question,
their responses were audiotaped, and notes taken.
The question was: “Now we want your opinions on
these questions. Which do you like the best, which
do you like the least in front of your children?”
Additional probes were asked as appropriate, such
as, “Tell me what you like about this question,” and
“Tell me what you don’t like.” Due to the costs of
translation and transcription, Latinas were not in-
cluded in the 40 interviewed mothers. Despite this
limitation, a range of diverse responses (theoretical
saturation) was obtained.34

Analysis
Quantitative
Frequencies were calculated for demographic in-
formation, question responses, comfort scales, and
the rank order of the general DV questions for the
entire sample (n � 200). Means, medians, and
ranges of comfort (alone and with child) were ob-
tained for all participants. Comfort levels for each
question and each situation (mom alone and with
child) were dichotomized separately. The response
categories very comfortable (5) and somewhat com-
fortable (4) were considered as “comfortable.” The
percentages of comfortable (4–5) responses for
alone and with child were tested with McNemar’s
statistic, a commonly used method for measuring
equality of proportions between 2 groups of re-
peated outcomes on the same participant.35 Mean
comfort levels for questions grouped by topic were
compared using Wilcoxon signed-rank tests.

Questions related to DV were grouped, and any
response other than “comfortable” on any of the 5
DV questions was used as an indication of potential
discomfort. Logistic regression models were fit to
evaluate the demographic variables as predictors of
discomfort. The modeling of characteristics was
based on the demographic factors known to be
related to DV victimization.36,37.These included
ethnicity/race (African American, Latina, White), in-
come level (low � at most $20,000, medium � above
$20,000 and at most $40,000, high � over $40,000),
education (�12 years, �12 years), DV experience
either current or past (no/yes), current relationship
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(no/yes), and depression (no/yes). Statistical signifi-
cance determined by P values of statistical significance
was denoted by values of P � .05.

Qualitative
Audiotaped discussions about comfort with the
general DV questions and screening in front of
children were transcribed verbatim. Two research-
ers with experience in qualitative methodology
used an immersion/crystallization style to explore
participants’ responses to the questions and the
screening process. In this interpretive style, each
researcher read the transcripts independently and
recorded his or her summary comments and possi-
ble themes. Over several sessions the researchers
met to compare observations, review responses to
each question and identify the major themes from
the data.38 The themes were organized into the
reasons for liking or disliking each general DV
question and comments on the screening process,
especially in front of the children. A third re-
searcher examined the transcripts to check that the
range of responses was captured. Disagreements
were resolved by discussion until consensus was
reached and checked by the third researcher.

Results
The median age of the mothers was 34 years (range
19 to 54). The median number of children was 2.5
(range 1 to 6). More than three fourths were cur-
rently in a relationship (77%), and 63% were mar-
ried or had a steady partner. Almost half were white
(47%), 31% African American, and 23% Latina.
More than one third (39%) had current or past expe-
rience with an abusive intimate relationship. For de-
mographic details see Table 1. Because most of the
participants contacted us, we had few refusals.

Table 2 shows comfort scores for each question
and question category. Mothers reported signifi-
cantly more comfort when alone than with child for
all categories (general DV, sexual risk, substance
abuse, depression, and speeding/shop lifting) (P �
.001). In addition, percentage of comfort when
alone was significantly greater than with child for all
individual questions (P � .01). Mean comfort levels
for the questions categories (DV, substance abuse,
and speeding/shop lifting) were similar, although
the largest differences among the 3 means attained
statistical significance (P � .03 alone, P � .01 with
child, not adjusted for multiple comparisons). Mean

levels for depression and sexual risk were also sim-
ilar, but the level of discomfort with the sexual risk
questions with child was great enough for the dif-
ference to be highly significant (P � .26 alone, P �
.0001 with child). The gap between the means of the
depression and sexual risk categories was significant
for both alone and with child (P � .003 and P �
.0001, respectively).

All mothers were asked to rank DV questions
according to their comfort with the question when
it was asked with the children present. The fre-
quencies with which questions were ranked in ei-
ther first or second place were as follows: Do you
feel safe in your current relationship (31.8%)? How
is your partner treating you and the children
(22.5%)? In general, how do you describe your
relationship (21.5%)? How do you and your part-
ner work out arguments (15%)? Considering your
current partners or friends or any past partners or
friends is there anyone who is making you feel
unsafe now (9.3%)? Mothers with DV experience
followed a similar pattern regarding comfort with
the questions in front of children: safe (30.8%),
treating (21.2%), describe (21.2%), arguments
(16%), and unsafe (10.8%).

Table 1. Demographic Characteristics of Participants
(n � 200)

Characteristic Mean (Range)

Age in years 34 (19–54)
Number of children/mother 2.5 (1–6)

Number
(percentage of 200)

Currently pregnant 7 (4%)
Currently in a relationship 154 (77%)
Marital Status

Single/divorced/widowed 74 (37%)
Married 126 (63%)

Current or past experience of
intimate partner violence/abuse

78 (39%)

Ethnicity/Race
White 93 (47%)
African American 61 (31%)
Latina 46 (23%)

Education
�12th grade 110 (55%)
�12th grade 90 (45%)

Income/year
�$20,000 93 (47%)
$20,000 to 40,000 44 (22%)
�$40,000 62 (31%)

360 JABFM July–August 2006 Vol. 19 No. 4 http://www.jabfm.org

 on 18 June 2025 by guest. P
rotected by copyright.

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.19.4.358 on 29 June 2006. D
ow

nloaded from
 

http://www.jabfm.org/


Table 3 shows results from the logistic regres-
sion analysis of comfort with the DV questions
related to participants’ characteristics. Race/ethnic-
ity was consistently statistically significant as a pre-
dictor for discomfort, for the DV questions
grouped together and with each of the DV ques-
tions separately, both with children and alone.
Latinas consistently had more discomfort than
other ethnic groups. Income level was marginally
significant in some models, with higher income levels

showing more discomfort, but results were not con-
sistent. Likewise, education level was marginally sig-
nificant in some models (P � .10), with more educa-
tion associated with less discomfort. Other variables
tested showed no evidence of association.

Qualitative Results
The first 40 mothers that were also interviewed and
audiotaped were more educated and had higher
incomes than that of the entire sample (n � 200):

Table 2. Mean comfort response and percentage of comfort (very comfortable and somewhat comfortable
responses) with children and alone, for each sensitive question by individual questions and question category

Question
With Child

Mean Comfort
Alone

Mean Comfort
With Child

Percentage of Comfort
Alone

Percentage of Comfort

General DV questions 3.2 3.7 81.2 94.2
Do you feel safe in your current

relationship?
3.3 3.7 84.5 93.5

In general how would you describe your
relationship?

3.0 3.7 77.0 94.0

How do you and your partner work out
arguments?

3.1 3.7 76.5 92.5

How is your partner treating you and
the kids?

3.4 3.8 85.5 94.5

Considering your current partners or
friends or any past partners or friends
is there anyone who is making you
feel unsafe now?

3.3 3.8 81.5 96.5

Sexual risk questions 2.2 3.6 52.0 85.0
Have you had 2 or more sexual partners

in the past 10 years?
2.0 3.5 50.5 89.0

Have you ever had a sexually
transmitted disease such as gonorrhea,
syphilis, chlamydia, genital warts, or
genital herpes?

2.3 3.6 45.5 90.0

Substance abuse questions 3.3 3.8 83.2 95.7
Have you injected street drugs, steroids,

or vitamins with a needle?
3.5 3.8 87.0 96.5

Have you used drugs for other than
those required for medical reasons?

3.1 3.8 76.5 95.0

How often do you have more than 4
alcohol drinks in a day?

3.4 3.8 86.0 95.5

Depression 2.9 3.6 70.5 90.0
In the past year, have you had 2 weeks

or more during which you felt sad,
blue or depressed or lost pleasure in
things that you usually cared about or
enjoyed?

2.9 3.6 70.5 90.0

Speeding/shop lifting questions 3.4 3.7 85.3 93.2
Have you had a speeding ticket? 3.6 3.6 92.0 96.0
Have you ever shoplifted? 3.2 3.8 78.5 90.5

Participants were presented 2 questions: How comfortable are you answering this question in front of your children? How
comfortable are you answering this question alone?
Responses options: very comfortable (5)/somewhat comfortable (4)/neither (3)/somewhat uncomfortable (2)/very uncomfortable (1).
Median comfort was 4 for all questions except �Sexual risk� questions (medians 2,3, respectively).
Percentage of comfort was significantly different for �alone� and �with child� in all question categories (P � .001) and for all individual
questions (P � .01) using McNemar’s statistic.
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72% with �12 years of education compared with
45% in the entire sample; 77% with income
�$20,000 compared with 53%, and 23% with DV
experience compared with 39%. Otherwise age,
race/ethnicity, and marital status were similar.
Feedback on the 5 questions was both positive and
negative and focused on the wording of the ques-
tions, the type of answer it might elicit, and the
potential consequence of the questions. Results are
listed in Table 4.

In addition, mothers shared their thoughts about
child-centered approaches to asking, the process of
screening, how clinicians should deal with the re-
sponses, and issues around disclosing DV. Exam-
ples of each theme are presented and discussed.

Child-centered Approaches to Screening
As a former victim I would have had not very good
answers, but they would have been truthful answers. I
think they are excellent questions to ask somebody rather
than flat out saying—are you being abused, especially in
front of the children?

Someone can talk in code or give at least enough ver-
biage in an answer that the physician or nurse . . . there is
more to this, we need to discuss this further.

Physicians should not ask about the details [of DV] in
front of the children.

Even in the qualitative data, it was clear that
mothers preferred to be screened about DV with-
out their children, but as stated above, these ques-
tions with less graphic language gave mothers the
leeway to indicate that something was not right,
“there is more to this,” so that clinicians could
create privacy for further discussion. Both mothers
with and without DV experience expressed these
thoughts.

Both the age of the children and relating DV
screening to the health of the child were important
factors.

It depends on the kid, like my 8 year old, she’s a
worrier.

Like my 5 year old, I would feel comfortable cause I
don’t think they would know what I was talking about,
but my 9 year old obviously would.

Table 3. Factors associated with discomfort on any of the domestic violence questions. Results from logistic
regression.

Characteristics Categories
Odds Ratio
(95% CI) P Value

Ethnicity Latina
(Compared with White as baseline) Alone 4.84 (1.78, 13.19) .002

With child 2.53 (1.22, 5.24) .01
African American

Alone 0.86 (0.24, 3.08) .82
With child 0.63 (0.31, 1.27) .19

African American
Alone 0.86 (0.24, 3.08) .82
With child 0.63 (0.31, 1.27) .19

Income High (�$40,000)
Alone 0.76 (0.25, 2.28) .62
With child 0.78 (0.37, 1.63) .50

(Compared to low (�$20,000 as baseline) Medium ($20,000 to $40,000)
Alone 0.65 (0.23, 1.82) .41
With child 0.92 (0.48, 1.77) .80

Education �12th grade
Alone 2.19 (0.87, 5.55) .10
With child 0.80 (0.45, 1.41) .44

Current relationship Yes
Alone 0.88 (0.33, 2.37) .80
With child 1.06 (0.54, 2.08) .87

DV experience Yes
Alone 1.08 (0.44, 2.60) .87
With child 1.10 (0.61, 1.98) .75
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Relate it (screening for DV) back to helping the kid as
opposed to prying questions . . . it’s a child’s medical
issue, not a stand alone matter . . . interlace them, your
child has asthma, it is worse with physical exercise, but it
can be worse with stress or tension. You got to tie it back
into what it means to me and there’s [nothing] nearer
and dearer to my heart then something about my kids.

Again, children who are old enough to under-
stand a discussion about DV were a concern, and
mothers recommended that detailed discussions
and resource sharing be done in private. Giving
some context to the reason for inquiring about DV
was also important; DV can affect the child’s
health. In the final quote, the mother, a DV victim,
reminds us of the importance of the children. The
children may be a leverage point. A mother may

take steps for the benefit of her children that she
may not take for herself, such as asking for assis-
tance to decrease the stress on her children or to
improve their safety.

The Screening Process
Mothers encouraged clinicians to move from
general to specific, and to ask in a conversational
manner.

If the doctor can be more friendly and conversational
I think the person is more likely to feel safe in talking . . .
create a flow, how is the relationship with you and your
husband? Are you guys okay, do you work out arguments
fairly well? Are the kids being treated okay? . . . more
conversational rather than okay, the first question is . . .

Table 4. Typical quotes from mothers (n � 40) about general DV questions

Question Positive Negative

How do you and your partner work
out arguments?

I can be euphemistic and give coded
answers.

Use disagreement instead of argument,
kids might be embarrassed by the
answer.

Gives the physician an idea about how
problems are solved.

One day it might be terrible and 3 days
later it might be fine, but it’s not
necessarily abuse.

Seems intrusive . . . is that any of your
business?

In general how do you describe your
relationship?

No trigger words; opens the door to
learning more.

Your relationship should not be
discussed in front of the kids.

Too general to find out about domestic
violence.

There are a lot of euphemisms you can
use to describe a relationship that’s not
going well.

You can’t give one-word answers.

How is your partner treating you and
the kids?

For domestic violence this would be the
true question.

What does that mean? Like does he buy
me a diamond . . .

Good way to open up. Like is he a good provider?
We’re a package, if you like me you’ve

got to like my kids.
Separate the you and kids.

This gets at child abuse. Seems too nosey, too straightforward.
Do you feel safe in your current

relationship?
It’s all about safety. Safe is a red flag in our house. It’s

mommy’s job to keep you safe.
Can just give a one-word answer—yes or

no.
Kids will understand safe, maybe stable

or secure Perhaps stressed instead of
safe�

Good question, it is the follow-up that
might cause problems.

Safety, that’s admitting vulnerability.
There may even be some pride
involved.

Considering your current partners or
friends or any past partners or
friends, is there anyone who is
making you feel unsafe now?

Can admit something wrong without
having to say exactly.

Too vague

So convoluted, kids won’t understand. Kids understand safe and unsafe.
If you are not in a current relationship

you still could have a past person that is
causing problems.

Instead of partners and friends, say
people. You know how kids think . . .
it depends on how a parent introduces
their kids to people they date. It
might be somebody the kid didn’t like
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Don’t ask the same question every time, it’s like oh
yeah that question again. But if you kind of phrase
things differently . . . you might open the door in a
different way.

Talk to the person in their manner of speaking or
phrasing . . . a certain colloquialism . . . be familiar with
the person.

Normalizing and phrasing DV screening ques-
tions in a manner that was conversational and tai-
lored to the understanding and needs of the mother
were important points.

Mothers Emphasized the Importance of Clinicians’
Responses
[Physicians should read] any hesitancy as a red flag [for
DV] . . . facial expressions or mannerisms may say that
we need to talk about this.

A mother’s heart will open up toward what can I do
[about DV] when you relate [it] back to helping their kid
in that situation. . . . Why this [DV] is important, [the
physician should] interlace [the DV] back to the child.

Many mothers stressed the importance of pick-
ing up on clues and hints that there was more to
discuss or that privacy was needed. In addition,
several mothers talked about the importance of
educating mothers about how DV affects the child.
Clinicians were also encouraged to know the local
DV resources to have DV materials available that
mothers could pick up discreetly.

Issues Surrounding Disclosure
What I share depends on how the relationship is going.

Mothers who had dealt with DV were open to
having the children understand the importance of
these questions and knowing how to be safe. “My
child should know how to call 911.” Others who
were still working through an abusive relationship
were more cautious about what they wanted to
share and admitted that they might not disclose the
DV, as suggested in the above quote. However,
mothers with and without a history of DV clearly
stated that they thought these questions were im-
portant and that they would open the door for
sharing in the future.

Discussion
Mothers had more comfort with general DV
screening questions in the presence of their chil-
dren than with questions about depression and sex-
ual risk. Comfort with the DV questions was sim-

ilar to comfort with the substance abuse screening
items. Latina mothers had significantly more dis-
comfort about DV screening questions. Mothers
with DV experience had similar levels of comfort to
those with no DV experience. The implications of
these findings are discussed.

Mothers preferred to be alone for all sensitive
screening questions. The high rates of comfort
alone (�94%) and in front of the children (�76%)
should address clinicians’ concerns about offending
patients with DV screening.25 Clinicians routinely
inquire about many personal issues both alone and
in the presence of the children, and our findings
show that the general DV questions had no greater
discomfort than the other sensitive areas. Ques-
tions about sexual risk and depression created the
most discomfort.

Regarding sexual risk, both stigma and embar-
rassment affects patients’ health care seeking be-
havior.39,40 Depression can also be shrouded with
the stigma of mental illness.41 In a study that ex-
amined mothers’ willingness to discuss parenting
stress and depressive symptoms with their child’s
pediatrician, Heneghan et al42 found mothers pre-
ferred to talk with friends or family. However,
pediatricians who listen well and whom the mother
trusts were important factors for creating an envi-
ronment where the depression discussion could oc-
cur. These themes are echoed in the DV literature
as critical factors to creating a clinician-patient re-
lationship where DV disclosure can occur.43 This is
also supported by the qualitative data in this study.
The important point here is that clinicians must
create a trusting relationship with patients, know
how to communicate, and how to listen to discuss
sensitive issues, including DV.

The sensitivity of DV to Latina mothers may be
explained by a variety of cultural issues that may
change with acculturation. Other qualitative work
on DV in the Latina community suggest that “ma-
chismo,” tolerance for abuse in intimate relation-
ships, maintaining privacy, and family loyalty are
also barriers to DV disclosure.44 Some of these
cultural characteristics may explain the increased
discomfort of Latinas both alone and with their
children in our study. Due to these issues, as cul-
turally competent care guidelines encourage, clini-
cians should refrain from using family members to
translate discussions about sensitive issues, includ-
ing DV.45
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The fact that this sample of mothers with DV
experience (n � 78) did not express any difference
in comfort with screening either alone or in front
of the children than those with no DV experience is
noteworthy. Other work suggests that creating an
environment with posters and brochures about DV
helps to normalize the issue as well as reassuring
patients that the inquiry is part of the routine for
everyone.26,27,46,47

Participants reported both positive and negative
responses to the 5 DV questions. This suggests that
there may not be a perfect question for face-to-face
screening. Instead it may be the manner of ask-
ing—caring and listening, tailoring questions spe-
cific to the patient’s situation, having a conversa-
tion. For both the patient alone, and with her
children, moving from general to specific may be
the most comfortable progression. Creating a sup-
portive and trusting environment and relationship
may be the key points to verbal screening for sen-
sitive issues. These are also key components for
good clinician communication skills.

However, participants emphasized several fac-
tors when asking about DV in front of the children
that have been identified in other studies. First, as
Dowd et al48 found in their study about screening
for DV in the pediatric emergency department,
managing the child’s health issues, why they came
to the clinic/hospital, and relating DV to the health
of the child were important. Second, mothers sug-
gested that they might take action because it affects
the children, steps that they may not take for them-
selves. We found this in interviews with mothers
who had sought assistance for DV in shelters or
support groups.49 As one participant stated, “there
is nothing nearer and dearer to my heart. . . than
my children.” By helping a mother understand how
DV impacts the health of her children in a non-
blaming manner, she may be empowered to take
steps toward safety that would benefit both her and
the children. Finally, participants talked about the
importance of paying attention to nonverbal clues
and hints. Levinson et al50 found that patients are
indirect about sharing psychosocial information
with clinicians. Other work demonstrated that pa-
tients often give hints about DV, as if testing the
water to see what the clinician’s response might
be.49 This may be especially true when the children
are present.

There are several limitations to this study. First,
this was a convenience sample in a non-medical

setting and may not be generalizable to primary
care. We purposefully sampled mothers in the
community with a child between 3 and 12 years old,
an age when well-child checks or school physicals
are done and when children would potentially be
cognizant of clinician-parent discussion. We
thought that a community sample of mothers bet-
ter addressed the issues about comfort about sen-
sitive issues. Second, due to our recruitment strat-
egy, participants who thought that they might not
be comfortable discussing sensitive issues may have
been less likely to participate. This may bias our
results toward a higher level of comfort. Third,
qualitative interviews were limited to the first 40
participants. This did not include Latina women
because of limited funds to transcribe and analyze
transcripts in Spanish. The Latina sample of
women was small (n � 46), and although diverse,
our findings may not be generalizable to all Latina
women. The 40 mothers interviewed were demo-
graphically different from the entire sample. In
addition, the percentage of women who reported
“experience with DV” may be inaccurate due to the
wording of the questions and the fact that a stan-
dard measure was not used. Finally, both male and
female graduate student research assistants col-
lected the data. One study suggests that patients
may be more comfortable with gender-matched
researchers.51 However, research assistants were
trained and shadowed until they were competent in
conducting sensitive interviews.

Despite these limitations, this is one of the first
studies to explore the issue of women’s comfort
about sensitive issue screening, including DV, both
alone and in front of the children. Although accu-
racy is sacrificed with the general nature of these
questions,23,52,53 mothers’ increased comfort with
the less graphic nature of these DV questions (over
94% when questioned alone) suggests that the
questions could be used as an icebreaker or intro-
ductory question when a woman is alone or when
her children are present. As suggested in the qual-
itative data, if a clinician gets any hint of a mother’s
discomfort or inconclusive response, then further
questioning with more graphic questions should be
done without the children.
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