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Abstract

Background: Emergency physicians routinely treat victims of intimate partner violence (IPV) and patients
with mental health symptoms, although these issues may be missed without routine screening. In addition,
research has demonstrated a strong association between IPV victimization and mental health symptoms.

Objectives: To develop a brief mental health screen that could be used feasibly in an emergency depart-
ment to screen IPV victims for depressive symptoms, posttraumatic stress disorder (PTSD) symptoms,
and suicidal ideation.

Methods: The authors conducted a pretest/posttest validation study of female IPV victims to determine
what questions from the Beck Depression Inventory II, Posttraumatic Stress Diagnostic Scale, and Beck
Scale for Suicide Ideation would predict moderate to severe levels of depressive symptoms, PTSD symp-
toms, and suicidal ideation. A principal components factor analysis was conducted to determine which
questions would be used in the brief mental health screen. Scatter plots were then created to determine
a cut point.

Results: Scores on the brief mental health screen ranged from 0 to 8. A cutoff score of 4 was used, which
resulted in positive predictive values of 96% for the brief mental health screen for depression, 84% for
PTSD symptoms, and 54% for suicidal ideation. In particular, four questions about sadness, experiencing
a traumatic event, the desire to live, and the desire to commit suicide were associated with moderate to
severe mental health symptoms in IPV victims.

Conclusions: The brief mental health screen provides a tool that could be used in an emergency depart-
ment setting and predicted those IPV victims with moderate to severe mental health symptoms. Using
this tool can assist emergency physicians in recognizing at-risk patients and referring these IPV victims
to mental health services.
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he Centers for Disease Control and Prevention es-
timates that the total cost of intimate partner vio-
lence (IPV) for women in the United States is $5.8
billion annually,1 with $4 billion in direct health care
costs.? In addition, Arias and Corso reported that the av-
erage cost per woman victimized by a male intimate part-
ner is $948, including $207 in mental health services.?
Previous research has demonstrated that IPV victims
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have a 1.6- to 2.3-fold higher rate of medical care use
than females who did not disclose victimization.* Thus,
abused women seek treatment for physical injuries,
chronic medical illnesses, or mental health sequelae of
abuse in emergency departments (EDs) at higher rates
than other women. A recent study by Houry et al. found
a one-year prevalence rate of 36% for IPV victimization
among African American females presenting to an inner-
city ED.® Abbott et al. reported a lifetime prevalence rate
of 54% for IPV victimization among female ED patients,
as well as an acute incidence rate of 12%.°

Mental health problems also are associated with severe
economic burden in the United States. Depression costs
$83.1 billion annually, with $26.1 billion in direct costs
and $5.4 billion for suicide-related costs.” Affective disor-
ders average $30.4 billion annually and represent 21% of
the cost of all mental illnesses in the United States.® Indi-
viduals with mental health problems often present to the
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ED, rather than to mental health professionals, and many
times their psychiatric symptoms go undetected or undi-
agnosed in the ED setting.® In a multicenter study, Kumar
et al. found that 30% of ED patients endorsed depressive
symptoms.’® Meldon et al. reported that in a sample of
295 ED patients aged 65 years and older, 27% were de-
pressed and emergency physicians failed to recognize
depression in all of them.' Classen and Larkin found
that 12% of ED patients acknowledged suicidal ideations,
and 25 of the 31 patients planning suicide were unde-
tected during their index visit.'?

Previous research also has demonstrated a strong as-
sociation between IPV victimization and mental health
symptoms. In a group of women diagnosed with depres-
sion, 61% reported experiencing IPV in their lifetime.'®
Caetano and Cunradi reported that, among women
who had experienced IPV in the past year, 20%-38%
disclosed depressive symptoms.'* IPV victimization also
has been associated with posttraumatic stress disorder
(PTSD). Estimates of the prevalence of PTSD among
women who have experienced IPV in the past year range
from 33% to 84%.1°717 In a nationally representative sam-
ple of women, physical abuse, sexual abuse, psychologi-
cal abuse, and stalking were all found to be significantly
associated with PTSD.'® Perhaps the most severe mental
health problem associated with IPV is suicidal behavior.
Kaslow et al. reported that physical (odds ratio [OR],
2.5) and nonphysical (OR, 2.8) partner abuse were risk
factors for suicide attempts in low-income, African
American women.'® Houry et al. found that women
who had experienced three types of IPV (emotional,
physical, and sexual) were at increased risk for suicidality
(OR, 17.5 for 3) compared with women who did not dis-
close any IPV.% In another study, Bergman and Brismar
stated that 22 of 117 battered women had made 82
suicide attempts over a period of 16 years.?° Thus, the
link between IPV and mental health symptoms should
be strongly considered in all IPV victims.

The high level of health care utilization by both IPV vic-
tims and patients with mental health symptoms provides
many opportunities for screening and diagnosis. Many
professional organizations have suggested required
screening for IPV in hospital EDs, and the Joint Commis-
sion on Accreditation of Healthcare Organizations re-
quires all EDs to have policies and procedures in place
for screening patients for IPV.?! Because of the strong
association between IPV victimization and mental health
symptoms, all women who disclose IPV victimization
should receive targeted screening for mental health
symptoms. Identifying these IPV victims who are at
increased risk for moderate to severe mental health
symptoms and providing referrals to mental health ser-
vices should lessen the mental health sequelae associated
with their abuse. Targeted treatment and referrals
should also improve the health outcomes of these pa-
tients, thereby reducing the impact of IPV victimization
on their health and daily functioning. However, emer-
gency physicians work in a chaotic and busy environ-
ment; any screen must be brief and practical to use in
the ED.

The objective of this study was to develop a brief
mental health screen that could be used feasibly in an
ED to screen IPV victims for depressive symptoms, PTSD
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symptoms, and suicidal ideation. More specifically, our
objective was to use validated scales of mental health
problems, the Beck Depression Inventory II (BDI-II), the
Posttraumatic Stress Diagnostic Scale (PDS), and the
Beck Scale for Suicide Ideation (BSS), and from these
scales develop a group of questions that would predict
moderate to severe mental health symptoms among fe-
male [PV victims in the ED.

METHODS

Study Design and Population

We conducted a pretest/posttest validation study of fe-
male [PV victims to determine what questions from three
psychometrically sound mental health scales would pre-
dict moderate to severe levels of depressive symptoms,
PTSD symptoms, and suicidal ideation. Both the univer-
sity institutional review board and the hospital research
oversight committee approved this study.

The only Level 1 trauma center and public health care
system of a southeastern city served as the setting for
this investigation. This hospital is also university affiliated
and funded by two local counties and serves as a teach-
ing hospital for two medical schools in the area. The
racial background of the majority of the patients is Afri-
can American, and most of the people who seek services
at the health care system are medically indigent. The ap-
proximate patient volume in the ED is 105,000 patients
per year.

Survey Content and Administration

We initially focused our analysis on IPV-positive female
patients in the pretest or derivation group. The questions
that contributed to the most variation in scores for the
BDI-II, PDS, and BSS for the IPV victims in the derivation
group were used to determine the questions that would
make up the brief mental health screen. We then enrolled
a second group of patients, our posttest or validation set,
and developed a second set of questions that contributed
to the brief mental health screen. Finally, we compared
the questions from both groups of patients, and the com-
mon questions that contributed to variance were used to
finalize the brief mental health screen.

All female patients between the ages of 18 and 55 years
were approached in the ED waiting room three days a
week for eight hours a day over a two-year period. These
times were selected because they represented peak,
high-volume hours. Potential participants were identified
by reviewing the ED patient registration log. Trained re-
search assistants approached potential participants to
ask if they would be interested in taking a “general health
survey.” Participants had to be able to speak and read
English at a fifth-grade level, not be intoxicated or
acutely psychotic, not have participated in the study be-
fore, and stand for 20 minutes to complete the survey.
All participants were then taken to a semiprivate booth
located near the security guard station, but away from
the seating area in the waiting room, to give informed
consent. Once written consent was given, the partici-
pants completed the measurement tools on a computer
kiosk in the semiprivate area.

Patients responded to survey questions regarding IPV,
depressive symptoms, PTSD symptoms, and suicidality
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on the touch-screen computer kiosk. The measurement
tools were selected because of their strong psychometric
properties and prior use with individuals from a similar
demographic background to the potential participants.
Participants also were asked about their personal demo-
graphics, illness history, substance abuse, and current
living situation. Patients stopped the survey during the
computer survey process if they were called to see the
physician, if they became too sick, or if they chose to
stop. Data were entered in SPSS 13.0 (SPSS Inc., Chi-
cago, IL) for analysis. Upon completion of the survey,
all women who disclosed moderate to severe depressive
symptoms or PTSD symptoms were provided with local
mental health referrals. In addition, all women who
disclosed suicidal ideation were immediately evaluated
in the ED for medical clearance and then transferred to
psychiatric emergency services.

IPV. IPV victimization was assessed using the five-item
George Washington University Universal Violence Pre-
vention Screening Protocol (UVPSP),?? which assesses a
patient for physical violence, threat of violence, sexual
violence, and emotional violence. A positive response to
any of the questions yields a positive screen for IPV vic-
timization. The UVPSP has shown a positive predictive
value of 71%-89% for each UVPSP item and a sensitivity
of 78%-95% for the physical and emotional abuse
screening questions in a similar ED sample.?

Mental Health Symptoms

Depression. The 21-item BDI-II was used to screen for
the presence and severity of depressive symptoms.?*
Each BDI-II item is given a score from 0 to 3, and a cumu-
lative score is tabulated for each participant. The total
score is then compared with established cut points. A
score of >20 was a positive screen for moderate to se-
vere depressive symptoms. The BDI-II has good reliabil-
ity, with studies demonstrating an internal consistency of
0.86, a split-half reliability coefficient of 0.93, and validity
tests showing a classification rate of 88% (sensitivity,
71%; specificity, 88%).2* In the current sample, Cron-
bach’s o was 0.94.

PTSD. The women'’s level of posttraumatic stress was as-
sessed using part 3 of the PDS,?® a 17-item questionnaire
that taps three categories of symptoms associated with
PTSD: re-experience, avoidance, and hyperarousal. Re-
sponses on the PDS are measured on a four-point scale
ranging from 0 to 3. A total score is calculated for each
participant and compared with an established cut point.
A score of >21 resulted in a positive screen for moderate
to severe PTSD symptoms. The PDS has good reliability,
with an internal consistency of 0.92 (in our sample, Cron-
bach’s « was 0.94), and validity tests have demonstrated a
classification rate of 74% (sensitivity, 89%; specificity,
65%).2*

Suicidal Ideation. Suicidality was assessed using the
BSS, a 21-item questionnaire.?® The measure includes
five initial screening questions. The screening items as-
sess a participant’s wish to live or die and the strength
of the desire to commit suicide. If participants state that
they have any desire to commit suicide, they then answer
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the remainder of the scale. Responses are scored on a
three-point scale, and a total score is calculated. The total
score is then compared with established cut points. A
score of >11 yielded a positive screen for suicidal idea-
tion.?” It has high internal consistency of 0.89 (Cronbach’s
o of 0.81 in our current sample) and an interrater reliabil-
ity of 0.83,%5 as well as strong concurrent validity with
correlations ranging from 0.9 to 0.94.8

Data Analysis

The sample size calculation was based on reported prev-
alence rates of IPV, depressive symptoms, PTSD symp-
toms, and suicidality in ED populations. It was expected
that one third of our patients would be IPV positive;
thus, we based our enrollment on a ratio of 2:1 for IPV-
negative vs. IPV-positive female patients. o and  were
set at 0.05 and 0.2 (80% power), respectively. A minimum
of 333 women was targeted for enrollment in the deriva-
tion group, which would result in approximately 111 IPV
victims being enrolled. For the validation group, a mini-
mum of 336 female patients was needed to obtain the
112 IPV-positive female patients for the validation group.

General prevalence rates were conducted for demo-
graphic variables and mental health symptoms for both
the derivation and the validation groups. We conducted
chi-square analyses and 95% confidence intervals (CIs)
on all IPV-positive female patients to detect any differ-
ences in demographic variables and mental health symp-
toms between both the derivation and the validation test
groups. We also conducted t-tests and 95% ClIs for mean
age and mean scores on the mental health scales to
detect any differences between the IPV-positive female
patients in the two groups.

A principal components factor analysis was first con-
ducted with the derivation group to determine which
questions were significantly associated with the most
variance of the larger scales and could be used in the
brief mental health screen. A principal components fac-
tor analysis was then conducted with the validation
group to determine if the same questions determined
by the factor analysis of the derivation group contributed
to a significant amount of the variance in scores on the
mental health screens. The questions that were found in
both groups to contribute significantly to the variances
of each scale were chosen to make up the brief mental
health screen.

Next, to establish an appropriate cut point for the brief
mental health screen, scatter plots were created for each
of the questions from which the brief mental health
screen was created. The distribution of answers for
each of the four questions was plotted against the total
score for the participant on the brief mental health
screen and was stratified by whether the participant
scored positive or negative for each of the larger mental
health measures. The cut point was determined by com-
paring participants who screened negative on the larger
mental health scales with those who screened positive
and determining where the majority of each group
scored on the brief mental health screen. The score on
the brief mental health screen that significantly separated
participants who screened negative and those who
screened positive on the larger mental health scales
was then used as the cut point. A positive predictive
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Table 1
Demographics for Intimate Partner Violence Victims in Deriva-
tion and Validation Groups

Derivation Validation
Group Group
(n=171) (n=118) p-value

Mean age (yr) 30 32 0.115

Race 0.254
White 7.4% (12) 4.2% (5)

African American 88.9% (144) 94.9% (112)
Hispanic 1.9% (3) 0.8% (1)
Other 1.9% (3) 0% (0)

Marital status 0.800
Single 74.8% (122)  71.2% (84)
Separated or divorced 17.8% (29) 22.1% (26)

Widowed 1.2% (2) 0.8% (1)
Now married 6.1% (10) 5.9% (7)

Education 0.962
Less than ninth grade 4.3% (7) 3.4% (4)

Some or completed 55% (89) 58.4% (69)
high school
Some or completed 40.7% (66) 38.2% (45)
college

All values are expressed as % (n), unless otherwise noted.

value was also calculated for the brief mental health
screen, using moderate to severe symptoms on the full
mental health scale as the standard criterion.

RESULTS

A total of 1,574 female patients were eligible for partici-
pation in the study; of these, 1,138 (72%) consented to
participate. There were no significant differences be-
tween participants and nonparticipants in respect to
age (p = 0.956), race (p = 0.414), or chief complaint
(p = 0.393).

For the derivation group, there were 598 female pa-
tients, and 587 (98%) of these completed all mental health
screens. Of the 587 complete female records in the deri-
vation group, 463 had been in a relationship in the past
year and 171 were positive for [PV victimization. All
subsequent analyses for the derivation group were con-
ducted with the 171 female patients positive for IPV vic-
timization. Table 1 shows demographic data for this
group. Demographics and associations with mental
health symptoms in the derivation IPV group are further
detailed in another published study.®

For the validation group, 540 female patients partici-
pated and 509 (94%) completed the mental health

205

screens. Of the 509 complete female records in the vali-
dation group, 379 had been in a relationship in the past
year and 118 were positive for IPV victimization. All
subsequent analyses for the validation group were con-
ducted for the 118 female patients positive for IPV
victimization. Basic demographics are shown in Table
1. We did not find any significant differences between
the 171 IPV-positive female patients in the derivation
group and the 118 IPV-positive female patients in the val-
idation group with regard to demographics or substance
abuse behaviors (Table 1). There were no differences
between groups in regard to mental health symptoms;
Table 2 summarizes these findings.

On the factor analysis in the derivation group, the first
two questions of the BDI-II, the first three questions of
the PDS, and the first seven questions of the BSS contrib-
uted significantly to the variance for each of their re-
spective scales. Specifically, for the BDI-II, the questions
assessing sadness and pessimism each had eigenvalues
>1 and contributed significantly to 55% of the variance.
On the PDS, the questions pertaining to having experi-
enced a traumatic event in the past year, having upset-
ting thoughts about the event, and having bad dreams
or nightmares about the event all had eigenvalues >1
and contributed to 60% of the variance. On the BSS,
the questions that contributed to 77% of the variance of
the larger scale and had eigenvalues >1 were regarding
a wish to live, a wish to die, reasons for living or dying,
desire to commit suicide, saving their own life, periods
of thinking about committing suicide, and frequency of
thoughts of committing suicide (see Table 3).

For the validation group, the questions on the BDI-II
that were significant were the first three questions as-
sessing sadness, pessimism, and past failure. These con-
tributed to 57% of the variance and had eigenvalues >1.
For the PDS scale, the first five questions assessing
having experienced a traumatic event, having upsetting
thoughts about the event, having bad dreams or night-
mares, reliving the event, and feeling emotionally upset
when being reminded about the event all contributed to
70% of the variance and had eigenvalues >1. On the
BSS, the questions contributing to a significant amount
of the variance (92%) and with eigenvalues >1 were the
first four questions regarding a wish to live, a wish to
die, reasons for living or dying, and the desire to commit
suicide (Table 3).

The questions used to develop the final brief mental
health screen were drawn from the questions that were
identified as being significant, as indicated by having an
eigenvalue >1 by the derivation group factor analysis,

Table 2
Mental Health Symptoms in Derivation and Validation Groups
Derivation Group (n = 171) Validation Group (n = 118) p-value
Mental health symptom, % (95% Cl)
Moderate to severe depressive symptoms 44% (37.0, 51.9) 36.4% (27.8, 45.1) 0.183
Moderate to severe posttraumatic stress disorder symptoms 28.6% (21.9, 35.4) 18.6% (11.6, 25.7) 0.070
Positive for suicidal ideations 13.5% (8.3, 18.6) 9.3% (4.1, 14.6) 0.354
Mental health scales, mean (95% Cl)
Beck Depression Inventory Il 20.9 (18.6, 23.2) 18.04 (15.5, 20.6) 0.103
Posttraumatic Stress Diagnostic Scale 12.5 (11.3, 13.9) 9.51 (7.1, 11.9) 0.078
Beck Scale for Suicide Ideation 3.8 (2.8, 4.8) 2.70 (1.7, 3,7) 0.144
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Table 3
Factor Analysis in Derivation and Validation Groups
Derivation Validation
Eigenvalue % Variance Eigenvalue % Variance
Beck Depression Inventory |l
Sadness 10.305 49% 9.970 47%
Pessimism 1.270 6% 1.366 6%
Past failure — — 1.035 4%
Posttraumatic Stress Diagnostic Scale
Experienced traumatic event 8.841 44% 8.844 44%
Upsetting thoughts 1.940 9% 1.721 8%
Bad dreams or nightmares 1.422 7% 1.426 7%
Reliving the traumatic event — — 1.260 6%
Feeling emotionally upset — — 1.048 5%
Beck Scale for Suicide Ideation
Wish to live 6.102 29% 10.806 51%
Wish to die 2.504 11% 4,753 22%
Reasons for living or dying 2.437 11% 2.710 12%
Desire to commit suicide 1.869 8% 1.618 7%
Saving their own life 1.642 8% — —
Periods of thinking about suicide 1.181 5% — —
Frequency of thought of suicide 1.067 5% — —

and were found to also have eigenvalues >1 in the
validation group. The positive predictive values for these
nine questions were calculated (93% [95% CI = 86.9% to
100.6%] for depressive symptoms, 81.3% [95% CI =
70.2% to 92.3%] for PSTD symptoms, and 52.1% [95%
CI = 30% to 66.2%] for suicidal ideation) and were found
to be similar to the positive predictive values for the four
questions, with a variance of >20%. The four questions
that contributed most to the variance then comprised
the final brief mental health screen. The final version of
the brief mental health screen is shown in Figure 1.
Scores on the brief, newly crafted mental health screen
can range from 0 to 8. Based on the scatter plot analysis,
it was determined that 96.5% of participants who had
minimal to mild depressive symptoms, 88.6% who had
minimal to mild PTSD symptoms, and 81% who screened
negative for suicidal ideations scored <3 on the brief
mental health screen. We used a cutoff score of 4, mean-
ing that those patients with scores <3 do not need
further screening or referrals for mental health issues.
This resulted in a positive predictive value for the
brief mental health screen of 96% for depressive symp-

I do not feel sad.

I feel sad.

I am sad all the time and can't snap out of it.
I am so sad or unhappy that I can't stand it.

[ )

2. Have you experienced a traumatic event (rape, car accident, domestic
violence, death in family, etc.) in the past year?
0 No
1 Yes

3. 0 Ihave a moderate (medium) to strong wish to live.
I have a weak wish to live.

—_

2 I have no wish to live.
4. 0 Thave no wish to die.
1 Ihave a weak wish to die.
2 Thave a moderate (medium) to strong wish to die.

Figure 1. Final version of brief mental health screen.

toms (95% CI = 90.6% to 101.4%), 84% for PTSD symp-
toms (95% CI = 73.8% to 94.2%), and 54% for suicidal
ideation (95% CI = 40.2% to 67.8%).

DISCUSSION

Using validated mental health scales, we developed a four-
item screen that was highly predictive for depressive and
PTSD symptoms and moderately predictive for suicidal
ideation in IPV victims. This screen takes very little time
to administer and is feasible to use in busy clinical settings
such as an ED. Currently, many abuse victims use the ED
as their primary source of care, but despite recommenda-
tions by medical governing agencies, many of these
women are not screened for IPV. A study in California re-
ported that only 54% of EDs had existing written policies
for treating suspected IPV victims, despite the Joint Com-
mission on Accreditation of Healthcare Organizations
mandate.? In addition, most IPV victims are not asked
about any mental health symptoms they may be having,
leaving many of these patients with unrecognized and
untreated depression, PTSD, or suicidal ideation.

Several obstacles exist for screening patients in the ED
for IPV. These include lack of effective interventions, fear
of offending the patient, patient nondisclosure,®° victim-
blaming attitudes held by the physician, lack of re-
sources,®! lack of education of physicians and nurses,
lack of specific treatment protocols, time constraints,
and lack of support staff such as social workers.>? Several
obstacles also exist to screening for mental health issues
in the ED. These include the fact that emergency physi-
cians are not trained to conduct psychiatric interviews,
the busy and chaotic environment of the ED, and the lack
of interest on the part of the physician.

Despite the barriers to screening in the ED, previous
research has shown that screening in the ED is not
only possible but also beneficial for patients. Rhodes
et al. found that 85% of patients were willing to dis-
close risky behaviors on a computer screening tool
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administered in an ED setting,** and 33% of screened pa-
tients reported abuse by a current partner.®® Despite the
lack of standardized screening across EDs, many patients
would like screening to take place. Glass et al. found that
80%-89% of female ED patients would like physicians to
ask them about abuse.®®

In addition, IPV victims with unrecognized mental
health symptoms are at risk for experiencing severe symp-
toms of depression, PTSD, and suicide; thus, itis important
to identify those at greatest risk. Houry et al. found that of
IPV-positive female patients who had made a suicide at-
tempt in the past year, all scored higher on BDI-II items
than IPV-positive female patients who had not made a sui-
cide attempt.?” In a sample of female patients who had ex-
perienced IPV in the past two years, Stein and Kennedy
found that major depressive disorder and PTSD were co-
morbid in 43% of the cases.?® If left untreated, depression
and PTSD can lead to suicidal behavior. In a sample of 230
patients with a lifetime history of major depressive disor-
der, 59 also had a lifetime prevalence of PTSD. Patients
with PTSD were more likely to have made a suicide attempt
atan early age than persons without PTSD. In addition, on-
set of PTSD symptoms preceded the first suicide attempt in
72% of people.*® Last, in a sample of 200 abused African
American women, Thompson et al. found that abused
women who attempted suicide were more likely to report
higher levels of depressive symptoms and hopelessness
than abused women who had not attempted suicide.*°

Because of the strong association between IPV victim-
ization and mental health symptoms, it is important to
screen all IPV victims for mental health issues. However,
the hectic and public nature of the ED makes this a diffi-
cult task. Our results demonstrate that patients are will-
ing to disclose IPV as well as mental health symptoms
on a computer kiosk. Also, it is possible to screen IPV vic-
tims for depression, PTSD, and suicidal ideation using
validated tools in an ED setting. The length of the vali-
dated tools makes them difficult to use in an ED setting,
and therefore shorter ones are needed if universal
screening for mental health symptoms in IPV victims is
going to be conducted. Our results show that all three
validated scales have questions in common that can be
used to screen IPV-positive patients for the most com-
mon mental health problems associated with IPV. We
did not test the derived questions separately in the sec-
ond group of patients; instead we derived the questions
from the entire scale in the validation set. Thus, it is pos-
sible that answering the key questions in the context of
other questions may affect answers to those questions.
Of note, our brief screen had an excellent positive predic-
tive value for moderate to severe depressive and PTSD
symptoms but was only moderately predictive of suici-
dality. Emergency physicians should clinically correlate
the mental health screen results and refer any patients
about whom they have concerns. However, by using
the brief mental health screen, emergency physicians
should be able to assess the majority of IPV victims for
any mental health issues and give the patient the proper
care and referrals.

In particular, sadness, experiencing a traumatic event,
the desire to live, and the desire to commit suicide were
associated with moderate to severe depressive symp-
toms, moderate to severe PTSD symptoms, and suicidal
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ideation in IPV victims in our study. Houry et al. found
that IPV victims who were suicidal were more likely to
have symptoms of sadness, self-dislike, suicidal thoughts,
and feelings of worthlessness compared with IPV victims
who did not have suicidal ideation.” This is similar to our
study, with sadness and suicidal thoughts predicting
moderate to severe mental health symptoms in IPV vic-
tims. Griffing et al. reported that of women in a domestic
violence shelter, those with a past history of witnessing
maternal IPV predicted intrusion symptoms, such as up-
setting thoughts and bad dreams, compared with not
witnessing IPV as a child.*' Therefore, health care pro-
viders should consider asking about these symptoms
and feelings in IPV victims.

LIMITATIONS

Our study was a convenience sample, and we did not en-
roll patients who were severely injured or those patients
with obvious psychiatric complaints. Therefore, the most
severely injured people with IPV and those with the most
severe mental health disorders may not have been
screened. Our results are based solely on self-report.
Recall bias or unwillingness to report may have affected
our results. However, we did use validated tools for each
measure of mental health symptoms. In addition, the sur-
vey was kiosk based. The results may be different in a
busy ED when a clinician has to ask these questions or
the participant must fill out a survey and give it to a
health care provider. Finally, we conducted this study
with female patients in an inner-city ED in a large south-
ern city, and therefore our results may not be generaliz-
able to other patient populations, other settings, or other
parts of the country.

CONCLUSIONS

The briefmental health screen provides a tool that could be
used in an ED setting. The length of the tool does not make
it prohibitive to administer in the ED. The brief mental
health screen is based on questions taken from validated
tools that were shown to effectively screen ED victims of
IPV. It provides emergency clinicians with a way of gain-
ing more information about patients who are IPV positive,
so that the patient can receive the proper care and refer-
rals. Further research is needed to determine if the tool
accurately predicts mental health symptoms not only in
IPV-positive patients, but also in all ED patients.

The authors thank Drs. Sheryl Heron, Arthur Kellermann, and
Karin Rhodes for their assistance with study conceptualization
during grant submission.
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DYNAMIC EMERGENCY MEDICINE

Please see accompanying video Data Supplement available at www.aemj.org.
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Figure 1. Subcostal cardiac ultrasound showing relatively
small right ventricle. Video (available as a Data Supplement
at http://www.aemj.org/cgi/content/full/j.aem.2006.11.034/
DC1) demonstrates poor left ventricular function.

Cardiac Wheezing Diagnosed with Bedside
Echocardiogram

A 64-year-old female in respiratory distress arrived via ambu-
lance with an albuterol nebulization treatment in progress. She
indicated that her shortness of breath had become progressively
worse over the last several hours. She denied chest pain and any
history of cardiac or pulmonary disease.

On physical examination, her respiratory rate was 50-60
breaths per minute, and she was using all accessory muscles.
She could only speak in two- or three-word sentences because
of her shortness of breath. Her blood pressure was 161/101 mm
Hg, her heart rate was 136 beats per minute, and her oxygen sat-
uration was 94%, despite 100% supplemental oxygen given with a
non-rebreather mask. Her temperature was normal. Auscultation
of her chest revealed diffuse expiratory wheezes, decreased aera-
tion, and a prolonged expiratory phase. There were no crackles
appreciated. Cardiovascular examination revealed tachycardia
without murmurs and strong, equal peripheral pulses. Her neck
exam was without any noticeable jugular venous distention.
Lower extremity edema was absent. The remainder of her exam-
ination was unremarkable.

Two minutes after arrival, a bedside echocardiogram (ECG)
was performed and interpreted by an emergency physician.

Figure 2. Chest
edema.

radiograph confirms acute pulmonary

Notable findings included obvious severe left ventricular failure
and a relatively small right ventricle (Figure 1 and video; video
is available as a Data Supplement at http://www.aemj.org/cgi/
content/full/j.aem.2006.11.034/DC1). Initial plans for orotracheal
intubation were made, and she was immediately given sublin-
gual nitroglycerine. Intravenous nitroglycerine infusion was
started as well as intravenous furosemide. The albuterol nebu-
lization was stopped, and she was started on high-flow oxygen
by non-rebreather mask. By the time that the patient’s portable
chest radiograph was available for viewing (Figure 2), about
15 minutes after arrival, the patient was markedly improved.
ECG showed a sinus tachycardia with nonspecific changes.
The chest radiograph confirmed the diagnoses of acute pulmo-
nary edema. She was admitted to the cardiac intensive care
unit and eventually diagnosed with severe diffuse ischemic
cardiomyopathy.
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