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Abstract

Purpose—The objective of this study was to estimate the prevalence of intimate partner violence 

(IPV) in an emergency department (ED) by sexual orientation and gender identification.

Methods—We conducted a cross-sectional survey of adult patients (n=1,136) presenting to a 

Level I Trauma Center ED from November 2015-November 2016. Multivariable logistic 

regression analysis was used to estimate the adjusted odds (aOR) of reporting any IPV or IPV 

subtypes (physical or sexual IPV or battering) by sexual orientation and gender identification, 

controlling for confounders.

Results—Overall, 11.6% (132/1136) of those surveyed were IPV positive. The prevalence of 

IPV was significantly higher in LGBTQ patients than in heterosexuals (18.3% vs 10.8%, 

p=0.0151); prevalence was highest among bisexuals (21.6%) and gay men (18.5%). IPV 

prevalence did not differ significantly in females versus males (13.5% vs 9.2%, p=0.0872). After 

controlling for age, the odds of reporting any IPV was highest among females (aOR=1.67 [1.10–

2.53]); no significant differences were found by sexual orientation. Gay patients (aOR=5.50 [1.60–

18.94]) and females (aOR=2.70 [1.46–9.99]) had significantly higher odds of reporting physical or 

sexual IPV than heterosexuals and males, respectively.

Conclusions—The study is among the first to report IPV prevalence by sexual orientation in an 

ED patient population. The reported IPV was higher among LGBTQ patients than heterosexual 

patients although this relationship diminished when controlling for covariates. These data begin to 

define the scope of IPV among LGBTQ ED patients and may be used to inform brief interventions 

to reduce the IPV-related morbidity experienced by ED patients.
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INTRODUCTION

Intimate partner violence (IPV), defined as “physical violence, sexual violence, stalking and 

psychological aggression (including coercive tactics) by a current or former intimate partner 

(i.e., spouse, boyfriend/girlfriend, dating partner, or ongoing sexual partner)” (M. Breiding, 

Basile, Smith, Black, & Mahendra, 2015) poses a considerable health burden to men and 

women alike. Physical or sexual IPV in the United States affects an estimated three in ten 

women and one in ten men in their lifetime, with psychological aggression present in almost 

half of intimate relationships (Black et al., 2011). Reports of IPV among lesbians, gays and 

bisexuals exceed those of heterosexual populations: 44% of lesbian and 61% of bisexual 

women, and 26% of gay and 37% of bisexual men have reported rape, physical violence 

and/or stalking IPV in their lifetime compared to 35% and 29% of heterosexual women and 

men, respectively (Black et al., 2011).

Further examination of the high prevalence of IPV in the lesbian, gay, bisexual, transgender 

and questioning (LGBTQ) relationships can contribute to our understanding of IPV as a 

whole. Much of the work in IPV has focused on individual-level gender-based assumptions 

and examining IPV in the LGBTQ community allows for examination of cultural and 

systematic factors that may contribute to IPV (Baker, Buick, Kim, Moniz, & Nava, 2013). 

Further investigation into IPV in LGBTQ relationships will also increase understanding in 

how “internalized homophobia” or “stigma consciousness”, well known sexual minority 

stressors, are associated with IPV (Kimmes et al., 2017). Finally, asking those in LGBTQ 

communities about their experiences with IPV will lend them a voice to speak to their 

experiences and may reduce barriers to seeking help(Calton, Cattaneo, & Gebhard, 2015).

Many studies of IPV prevalence have not provided a definition of IPV or used measures to 

encompass all of the dynamics of IPV (Hamby, 2017). A widely used scale, the partner-

spouse Conflict Tactics Scale (Straus, Hamby, Boney-McCoy, & Sugarman, 1996), has been 

be criticized as it does not differentiate between the impact of male-on-female versus 

female-on-male physical violence, fails to exclude play fighting compared to violence or 

distinguish between unhealthy conflict management versus “intentional, unwanted, 

nonessential, and harmful” behavior which defines violence (Hamby, 2017). This study 

works to address these weaknesses of previous prevalence studies by setting forth a clear 

definition of IPV using validated measurements specific to physical, sexual and 

psychological or emotional violence which capture the power imbalance necessary to define 

a behavior as IPV.

Emergency department (ED) estimates of IPV are almost solely based on heterosexual 

females, (Davidov, Larrabee, & Davis, 2014) administrative data discharge diagnoses 

(Datner et al., 2004; Davidov et al., 2014) or reports of physical and sexual violence only 

(Bazargan-Hejazi et al., 2014; Choo & Houry, 2014; Sutherland, Fantasia, & McClain, 

2013). Many of these estimates do not take into account the prevalence of IPV among those 

presenting to the ED for non-IPV related conditions. Victims of IPV utilize the ED more 

than those not experiencing IPV for health conditions such as depression, pain syndromes, 

headaches, and digestive problems (Bonomi, Anderson, Rivara, & Thompson, 2007; J. 

Campbell et al., 2002; Coker et al., 2002). These disorders are not only associated with 
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physical and sexual violence but also with battering and controlling behaviors (Bonomi et 

al., 2007). The prevalence of these various forms of IPV in association with sexual 

orientation and gender identification among an ED population is largely unknown.

The objectives of this study are 1) to estimate the prevalence of IPV among ED patients of 

both genders, considering their sexual orientation and gender identification, and 2) to 

examine the prevalence of IPV controlling behaviors in an ED population.

METHODS

This prospective cross-sectional survey was completed in a Level I Trauma Center 

Emergency Department with over 60,000 visits per year. Each patient who reported to the 

ED from November 2015 through November 2016 between 9am and midnight was screened 

for study eligibility. Eligible patients were 18 to 64 years of age, could read and write in 

English and presented to the ED without visitors, as documented in the electronic medical 

record by the triage nurse. Per requirements of the Institutional Review Board, only patients 

presenting alone were invited to participate to ensure patient safety and privacy while 

completing the study survey and to reduce the likelihood that the study survey would 

provoke an IPV incident. Patients were ineligible if they were unable to consent due to 

alcohol intoxication, had a developmental disability, or a durable power of attorney. This 

study was approved by the University of Iowa Institutional Review Board.

Patients were approached by the research team about the study following initial evaluation 

by the clinical care team. Each subject completed a written informed consent for the study. 

Following consent, subjects completed the paper and pencil survey in private with the 

research team returning after 10 minutes to retrieve the completed survey. Study data were 

entered into a REDCap electronic database hosted at The University of Iowa (Harris et al., 

2009).

Violence experienced by a current or former intimate partner in the last 12 months was 

measured using validated scales for assessing heterosexual IPV, including a modified version 

of the Abuse Assessment Screen (AAS), (McFarlane, Parker, Soeken, & Bullock, 1992) and 

the Women’s Experience with Battering (WEB) Scale, which measures “battering” defined 

as chronic non-physical violence (Smith, Earp, & DeVellis, 1995). The AAS consisted of 3 

questions: “Within the last year: 1) were you forced to have sex or engage in a sex act when 

you did not want to?”, 2) “... have you been hit, slapped, kicked, or otherwise physically hurt 

by anyone?”, and 3) …”have you been threatened with a weapon like a gun or a knife, or an 

object that can be used as a weapon?” Any affirmative responses were followed up with 

questions about who perpetrated the violence (i.e., current partner, former partner, or 

someone else). The AAS has high sensitivity (93–94%) and moderate specificity (55–99%) 

for detecting IPV (McFarlane et al., 1992). To date, no validated IPV screening 

questionnaire has been developed for populations of varying sexual orientations (Ard & 

Makadon, 2011; Brown & Herman, 2015). To accommodate men and same sex couples, the 

WEB scale was modified to use gender neutral language (i.e., “my partner”) as previous 

research has demonstrated that the role of power and control in same-sex relationships is 

similar to that in heterosexual relationships (Smith et al., 1995). Results from the AAS, 
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which encompasses physical and sexual abuse, are referred to as “physical or sexual intimate 

partner violence (PS-IPV)” in further text. The WEB includes 10 items representing 

controlling or threatening behaviors. The WEB was modified to include both current and 

former partner perpetration of these behaviors. Each item is responded to on a six point 

Likert scale from strongly disagree (1 point) to strongly agree (6 points) with possible scores 

ranging 10–60 points. A score greater than 20 is considered positive for battering (Smith et 

al., 1995). Results from the WEB are referred to as battering in further text. A romantic or 

sexual partner was defined as “…anybody you have been involved with romantically or 

sexually, which might include current or former spouses, partners, boyfriends, girlfriends, 

people you have dated, people you were seeing, or people you hooked up with”.

Demographic information was collected on patient age, gender identity, race and ethnicity, 

sexual orientation and being in a current romantic or sexual relationship. Sexual orientation 

was assessed by the question:(Sexual Minority Assessment Research Team, 2009) How 

would you identify your sexual orientation? a) heterosexual or straight, b) gay c) lesbian, d) 

bisexual e) WSW (woman who has sex with women), f) MSM (man who has sex with men), 

g) questioning, h) asexual and i) other. Gender identity was measured with the following 

question:(Sexual Minority Assessment Research Team, 2009) “How do you identify your 

gender identity? a) female, b) male, c) transsexual, d) transgender, e) genderqueer, f) FTM 

(female-to-male), g) MTF (male-to-female), h) intersex, i) questioning, and j) other. For both 

sexual orientation and gender identity, subjects who identified as ‘other’ were asked to 

specify their orientation and/or identity in open text.

Data Analysis

The sexual orientation variable was categorized as heterosexual/straight, gay/MSM, lesbian/

WSW, bisexual, and other LGBTQ orientation (questioning, asexual and other). The last 

category was created due to small numbers in the questioning, asexual and other orientation 

groups. Gender was coded as female, male, and non-binary.

To examine if subject demographics differed by presence of IPV or IPV subtype (PS-IPV or 

battering), comparisons of categorical variables were completed using the Pearson’s chi-

square or Fisher’s exact test, and for continuous variables using the Student’s t-test. A 

subject was considered to be IPV positive for any type of IPV if they responded 

affirmatively to whether a current or former partner had perpetrated physical or sexual IPV 

(PS-IPV) on any of the AAS questions or if they screened positive (score >20) for battering 

on the WEB. Analyses are presented for the outcomes of any IPV, current partner PS-IPV, 

former partner PS-IPV and battering.

To estimate the odds of reporting any IPV and IPV subtype (PS-IPV or battering) while 

controlling for covariates, multivariable logistic regression was used to estimate odds ratios 

and 95% confidence intervals. Covariates were considered for inclusion in the model based 

on a priori knowledge including age, gender, race/ethnicity, and current relationship status. 

Multiplicative and additive interaction between gender and sexual orientation was tested and 

no interaction was found. All analyses were completed using SAS® software, version 9.4, 

Cary, NC, USA.
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RESULTS

During the study period, 2,575 patients reported to the ED without visitors according to the 

electronic medical record (Figure 1). Among these, 127 could not be approached due to 

clinical care and 853 screened ineligible. Among those eligible (n=1595), 1145 (71.8%) 

consented to participate in the study and 1136 completed a survey (71.2%). The mean age of 

subjects was 37.3 years, 56.3% were female, 77.9% White, 10.6% reported being LGBTQ, 

and 1.5% reported their gender as non-binary. Overall, 11.6% of subjects reported IPV in the 

last year.

Reports of IPV did not differ significantly by gender as 9.2% (44 of 477) of males, 13.5% 

(86 of 636) of females, and 11.8% (2 of 17) of non-binary gender subjects reported IPV 

(p=0.0872) (Table 1). Younger subjects, on average, were more likely to report any IPV 

(35.2 vs 37.6 years, p=0.0459) and heterosexual subjects were less likely to report IPV than 

LGBTQ subjects (10.8% vs 18.3%, p=0.0151) (Table 1). Among all subjects, bisexuals 

reported the highest prevalence of IPV at 21.6%, followed by gay men at 18.5%. Bisexual 

females reported higher prevalence of IPV than bisexual males (24% versus 9% respectively, 

p=0.4, data not shown).

Overall, the most common type of IPV reported was battering at 9.3%. Physical/sexual IPV 

(PS-IPV) was more frequently reported to be perpetrated by former partners (4.3%) than 

current partners (2.2%) (Table 2). Those whose gender identity was non-binary had the 

highest prevalence of current partner IPV (11.8%, 2 of 17), while females (2.8%) were more 

likely to report current partner IPV than males (1.0%; p=0.0036). The prevalence of PS-IPV 

by a current partner was highest among subjects identifying as other LGBTQ (5.3%), lesbian 

(4.3%), bisexual (3.9%), and gay (3.7%); all were greater than the prevalence among 

heterosexuals (2.0%).

Subjects who experienced former partner PS-IPV were significantly younger (30.7 years vs 

37.6 years, p=0.0003) than those who had not experienced former partner PS-IPV. 

Heterosexuals were significantly less likely to report former partner PS-IPV (3.9%) than gay 

(11.1%) or bisexual subjects (11.8%) (p=0.031).

Over 14% of non-heterosexuals reported battering compared to 9% of heterosexuals 

(p=0.0381). The highest prevalence of battering was reported by lesbians (17.6%), bisexuals 

(14.9%) and gays (14.3%). Among those reporting battering, only 43.2% (38 of 88) reported 

being in a current relationship.

Odds of reporting IPV in the last 12 months was higher for females and LGBTQ patients, 

although confidence intervals were significant for gender but not for sexual orientation 

(Table 3). After controlling for age, subjects who identified as being female had an odds of 

any IPV of 1.67 (95% CI: 1.10–2.53) compared to males; those who were not in a current 

relationship had 2.01 odds of any IPV (95% CI: 1.36–2.99) compared to those in a current 

relationship. Bisexuals and gays had 1.66 (95% CI: 0.79–3.49) and 2.45 (95% CI: 0.86–

7.02) the odds of reporting any IPV relative to heterosexuals, respectively. When sexual 

orientation was analyzed as a dichotomous variable after controlling for age, gender and 

being in a current relationship, the odds of any IPV in the last year was 63% higher among 
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LGBTQ compared to heterosexuals (1.63 (95% CI: 0.94–2.80); data not shown). After 

controlling for age, female gender identification (aOR=2.70 (95% CI: 1.46–9.99)) and gay 

(aOR=5.50 (95% CI: 1.60–18.94)) sexual orientation were significantly associated with 

reporting PS-IPV. In multivariable analyses, not being in a current relationship was the only 

factor significantly associated with battering. (aOR=4.16 [2.58–6.71]).

DISCUSSION

In our study of ED patients, while not statistically significant, LGBTQ subjects had higher 

odds of any IPV than heterosexuals while gay subjects had significantly higher odds of 

physical or sexual IPV then heterosexuals. Over 18% of LGBTQ subjects reported IPV, and 

all IPV sub-types were reported more frequently among LGBTQ than heterosexual patients 

(current partner PS-IPV: 4.2% vs 2.0%; former partner PS-IPV: 8.4% vs 3.9%; battering 

14.2% vs 8.9%). Females demonstrated a higher prevalence and odds of IPV than males 

overall and across all IPV sub-types. Of interest is the increased odds of reporting any IPV 

or battering in the last year by subjects who were not in a current relationship at the time of 

the survey. Continuation of violence following relationship separation is not unique to our 

study (Walker, Logan, Jordan, & Campbell, 2004). In an analysis of coercive control by an 

ex-spouse in the National Violence Against Women Survey, Johnson and Leone found that 

on the nine item Coercive Control Scale, the mean number of coercive controls used among 

ex-spouses was over seven (Johnson, Leone, & Xu, 2014). In a population of women 

seeking elective abortions, a similar association was found indicating former partners were 

more likely to perpetrate PS-IPV than current partners (8.3% vs 2.8%) (Saftlas et al., 2010). 

One pathway might be that subjects ended relationships that involved IPV, or, ending the 

relationship may spark or intensify incidents of IPV (J. C. Campbell et al., 2003; Walker et 

al., 2004). Given the cross-sectional design of the study, we are unable to support one 

hypothesis over another but this result warrants further investigation.

Previous research suggests the prevalence of IPV in the ED is higher than the prevalence of 

IPV in the general population (Bonomi et al., 2007; J. Campbell et al., 2002; Coker et al., 

2002); however we found the prevalence of IPV in LGBTQ patients seen in the ED to be 

similar, albeit on the lower end, to that reported from LGBTQ community samples: 12–40% 

of gay men, (Balsam, Rothblum, & Beauchaine, 2005; Goldberg & Meyer, 2013; Taylor 

N.T. Brown & Herman, 2015) 7–27% of lesbians, (Goldberg & Meyer, 2013; Taylor N.T. 

Brown & Herman, 2015) 9–52% of bisexuals (Goldberg & Meyer, 2013; Taylor N.T. Brown 

& Herman, 2015) in community samples reported IPV compared to 18.5%, 13.0% and 

21.6%, respectively, in our ED sample. In contrast, heterosexual ED patients had an IPV 

prevalence of 10.8%, which, as expected, is much higher than estimates of 1–4% (M. J. 

Breiding et al., 2014; Tjaden, 2000) in the general population. Our failure to observe a 

higher IPV prevalence among LGBTQ patients in the ED compared to LGBTQ community 

samples, as one might expect based on heterosexual IPV prevalence studies, may be 

explained by a number of factors. LGBTQ populations report decreased access to healthcare, 

increased un-met healthcare needs, and use healthcare less frequently than non-LGBTQ 

populations due to lack of insurance(Everett & Mollborn, 2014; Macapagal, Bhatia, & 

Greene, 2016) therefore the LGBTQ ED population may differ significantly from the 

LGBTQ community. In addition, LGBTQ may fear disclosing their orientation to their 
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healthcare provider and discrimination upon disclosure (Baker et al., 2013; Macapagal et al., 

2016) which may result in under reporting of sexual orientation in a healthcare based 

research study. It is also important to note that over time heterosexuals may have become 

accustomed to and more comfortable with reporting IPV to healthcare professionals because 

of increased screening traditionally focused on heterosexual relationships and supportive 

responses; the same may not yet be true of the LGBTQ community.

After controlling for age, gender and current relationship status, we found non-significant 

increased odds of IPV for non-heterosexuals compared with heterosexuals, and all LGBTQ 

groups reported a higher prevalence of IPV than heterosexuals across all IPV sub-types. 

Previous work in California found that bisexual women reported PS-IPV at 4 times the odds 

of heterosexual women; and gay men were at two-fold higher odds compared to 

heterosexual men (Goldberg & Meyer, 2013). In studies of late adolescence/early adulthood, 

the odds of PS-IPV among LGBTQ has been estimated to be 2 to 4 times that of 

heterosexual youth (Walters, 2013; Whitton, Newcomb, Messinger, Byck, & Mustanski, 

2016). Our study found 1.5 to five times higher odds of IPV among LGBTQ subjects 

compared to heterosexuals, similar to previous research, but our study may have been under-

powered to find statistically significant results among these groups. In addition, the 

discordance between our results and previous literature may be due to differences in the 

populations studied and lack of generalizable findings across studies of IPV in LGBTQ 

populations.

Battering is prevalent among ED patients. Almost 10% reported a partner exhibited 

controlling behaviors over them, and no differences in prevalence were found between 

females and males. The long-term health consequences of battering are well established in 

heterosexual females (Bonomi et al., 2007; Coker et al., 2002) but the consequences of 

battering violence among males and sexual minorities are largely unknown and require 

further study.

Our study suggests the odds of IPV among LGBTQ is similar, if not greater than, that of 

heterosexuals. This finding further stresses the need to develop LGBTQ resources and IPV 

policies that support victims beyond the traditional heterosexual female. Like heterosexual 

female IPV victims, patients identifying as LGBTQ are more likely to report adverse health 

outcomes including suicidal ideation (Remafedi, French, Story, Resnick, & Blum, 1998). 

Potential interventions are likely to differ for LGBTQ couples as they face additional 

barriers to services, such as men not being allowed in domestic violence shelters, and having 

a history of prior traumatic experiences if their sexual orientation was not accepted by their 

family and community (Ard & Makadon, 2011). In addition to IPV-related help seeking 

barriers experienced among heterosexual females, LGBTQ face additional barriers; for 

example, legal definitions of IPV may exclude LGBTQ relationships, the additional fear of 

being “outed” when they disclose the violence, and insensitivity of law enforcement and 

civil courts when adjudicating an IPV incident involving an LGBTQ couple (Calton et al., 

2015).

In our sample, 10% of ED patients identified as being LGBTQ, an estimate higher than 

national estimates of 3.4% or reports in Iowa of 2.8% (Gary J. Gates & Frank Newport, 
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2013). Iowa does have a more inclusive LGBTQ culture that allows for LGBTQ marriage, 

medical decision making capacity and state leave for LGBTQ couples (Movement 

Advancement Project, 2015). Furthermore, the study was conducted in a tertiary care center 

located within a city with established LGBTQ inclusivity (Human Rights Campaign 

Foundation, 2016). This inclusivity may account for the higher prevalence of LGBTQ in the 

study population as those within the community may be more comfortable reporting their 

sexual orientation and gender identity than those in less inclusive communities. This result 

may also suggest a higher ED utilization among the LGBTQ population within the 

catchment area of the hospital, which is in contrast to previous reports of healthcare under-

utilization in the general LGBTQ population (Everett & Mollborn, 2014; Macapagal et al., 

2016). Given the health disparities experienced by LGBTQ, ED staff should consider 

collecting sexual orientation and gender identification data at intake. Previous work suggests 

LGBTQ patients are willing to disclose this information in a safe environment and ED staffs 

are comfortable collecting such data given the impact it has on health outcomes (German et 

al., 2016).

LIMITATIONS

This study has limitations. This is a single center study of a largely Caucasian English-

speaking population in a rural state and the results may not be generalizable to other 

populations. Due to safety concerns expressed by the IRB, only patients alone at ED triage 

were eligible for the study. Previous research suggests patients experiencing IPV are less 

likely to present for healthcare by themselves (McCloskey et al., 2007) suggesting the 

prevalence estimated in our study may be lower than that in our general ED population. The 

AAS does not discriminate between being “hit, kicked, or slapped” as part of horseplay 

versus with intent to injury someone therefore the prevalence of physical IPV may be 

artificially inflated; on the contrary, the AAS does not account for choking or strangulation 

and therefore this type of physical IPV may not be reported resulting in artificially reduced 

physical IPV prevalence. In addition, if our measure of physical IPV had excluded 

horseplay, a greater difference in the odds of physical IPV among females compared to 

males may have been found. Lastly, subjects were not asked if the battering they reported 

was perpetrated by a current or former partner therefore we were unable to examine 

battering by this relationship characteristic.

CONCLUSION

Although we did not find statistically increased odds of IPV among LGBTQ ED patients, 

sexual minorities did report a higher prevalence of IPV by both current and former partners 

and of battering behavior. Given the barriers that LGBTQ patients may have in disclosing 

their sexual orientation to healthcare providers, they may also have barriers in reporting 

violent victimization by intimate partners. Following research that has identified the high 

prevalence of IPV victims in the ED, many ED environments have become far more 

receptive to identifying IPV victims through routine screening, and follow-up support 

services and referrals. However, these services have focused on heterosexual females. 

Broadening these changes to better incorporate sexual minorities can help expand the impact 

of ED response to patients experiencing IPV.
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Figure 1. 
Study flow diagram
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Table 1.

Subject Demographics by report of Intimate Partner Violence in the Last 12 months (N=1136)

Total IPV
1

No Yes

N (Col %) n (Row %) n (Row %) p-value

ALL 1136 1004 (88.4) 132 (11.6)

Age

 Mean (SD) 37.3 (13.5) 37.6 (13.5) 35.2 (12.3) 0.0459

 18–24 255 (22.5) 225 (88.2) 30 (11.8) 0.0549

 25–34 278 (24.5) 238 (85.6) 40 (14.4)

 35–44 229 (20.2) 196 (85.6) 33 (14.4)

 45–54 219 (19.3) 202 (92.2) 17 (7.8)

 55–64 155 (13.7) 143 (92.3) 12 (7.7)

Gender

 Male 477 (42.2) 433 (90.8) 44 (9.2) 0.0872

 Female 636 (56.3) 550 (86.5) 86 (13.5)

 Non-binary Identity 17 (1.5) 15 (88.2) 2 (11.8)

Race 0.6433

 Caucasian/White 885 (77.9) 785 (88.7) 100 (11.3)

 Black/African American 135 (11.9) 117 (86.7) 18 (13.3)

 Asian 22 (1.9) 20 (90.9) 2 (9.1)

 American Indian/Alaskan Native 10 (0.9) 10 (100.0) 0

 Multiple Race 84 (7.4) 72 (85.7) 12 (14.3)

Hispanic 70 (6.6) 60 (85.7) 10 (14.3) 0.4724

Sexual Orientation

 Heterosexual/Straight 1008 (89.4) 899 (89.2) 109 (10.8) 0.0151

 Non-Heterosexual 120 (10.6) 98 (81.7) 22 (18.3)

  Lesbian 23 (2.0) 20 (87.0) 3 (13.0) 0.0919
2

  Gay 27 (2.4) 22 (81.5) 5 (18.5)

  Bisexual 51 (4.5) 40 (78.4) 11 (21.6)

  Other LGBTQ 19 (1.7) 16 (84.2) 3 (15.8)

Current relationship 0.0068

 Yes 685 (62.4) 619 (90.4) 66 (9.6)

 No 412 (37.6) 350 (85.0) 62 (15.0)

1
Any IPV classified as positive for physical or sexual violence (as measured by the abuse assessment screen) or positive for battering (as measured 

by the Women’s Experience with battering) by a current or former partner

2
Fisher exact text for Heterosexual/straight versus Non-heterosexual subgroups

J Interpers Violence. Author manuscript; available in PMC 2020 May 22.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Harland et al. Page 14

Ta
b

le
 2

.

Pa
tie

nt
 C

ha
ra

ct
er

is
tic

s 
by

 ty
pe

 o
f 

In
tim

at
e 

Pa
rt

ne
r 

V
io

le
nc

e 
E

xp
er

ie
nc

ed

C
ur

re
nt

 P
ar

tn
er

 P
S-

IP
V

F
or

m
er

 P
ar

tn
er

 P
S-

IP
V

B
at

te
ri

ng
1,

2

N
o

Y
es

N
o

Y
es

N
o

Y
es

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

A
ll

11
11

(9
7.

8)
25

(2
.2

)
10

87
(9

5.
7)

49
(4

.3
)

89
1

(9
0.

7)
91

(9
.3

)

A
ge

 
M

ea
n 

(S
D

)
37

.4
(1

3.
5)

36
.2

(9
.9

)
0.

66
75

37
.6

(1
3.

5)
30

.7
(9

.7
)

0.
00

03
36

.3
(1

3.
2)

37
.0

(1
2.

9)
0.

60
68

 
18

–2
4

25
3

(9
9.

2)
2

(0
.8

)
0.

07
31

24
1

(9
5.

5)
14

(5
.5

)
0.

00
16

21
6

(9
1.

9)
19

(8
.1

)
0.

84
78

 
25

–3
4

26
8

(9
6.

4)
10

(3
.6

)
25

9
(9

3.
2)

19
(6

.8
)

23
4

(9
0.

4)
25

(9
.7

)

 
35

–4
4

22
1

(9
6.

5)
8

(3
.5

)
21

6
(9

4.
3)

13
(5

.7
)

17
7

(8
9.

4)
21

(1
0.

6)

 
45

–5
4

21
5

(9
8.

2)
4

(1
.8

)
21

7
(9

9.
1)

2
(0

.9
)

16
1

(9
2.

0)
14

(1
75

.0
)

 
55

–6
4

15
4

(9
9.

4)
1

(0
.6

)
15

4
(9

9.
4)

1
(0

.6
)

10
3

(8
9.

6)
12

(1
0.

4)

G
en

de
r

0.
00

36
0.

07
54

0.
34

40

 
M

al
e

47
2

(9
9.

0)
5

(1
.0

)
46

4
(9

7.
3)

13
(2

.7
)

37
8

(9
2.

2)
32

(7
.8

)

 
Fe

m
al

e
61

8
(9

7.
2)

18
(2

.8
)

60
1

(9
4.

5)
35

(5
.5

)
49

5
(8

9.
5)

58
(1

0.
5)

 
N

on
-b

in
ar

y 
ge

nd
er

 id
en

tit
y

15
(8

8.
2)

2
(1

1.
8)

16
(9

.4
)

1
(5

.9
)

14
(9

3.
3)

1
(6

.7
)

R
ac

e
0.

40
24

3
0.

80
46

2
0.

42
24

 
C

au
ca

si
an

/W
hi

te
86

8
(9

8.
1)

17
(1

.9
)

84
7

(9
5.

7)
38

(4
.3

)
69

5
(9

0.
6)

72
(9

.4
)

 
B

la
ck

/A
fr

ic
an

 A
m

er
ic

an
13

1
(9

7.
0)

4
(3

.0
)

12
7

(9
4.

1)
8

(5
.9

)
10

6
(9

3.
0)

8
(7

.0
)

 
A

si
an

21
(9

5.
5)

1
(4

.6
)

22
(1

00
.0

)
0

19
(9

5.
0)

1
(5

.0
)

 
A

m
er

ic
an

 I
nd

ia
n/

A
la

sk
an

 N
at

iv
e

10
(1

00
.0

)
0

10
(1

00
.0

)
0

9
(1

00
.0

)
0

 
M

ul
tip

le
 R

ac
e

81
(9

6.
4)

3
(3

.6
)

81
(9

6.
4)

3
(3

.6
)

62
(8

6.
1)

10
(1

3.
9)

H
is

pa
ni

c
70

(1
00

.0
)

0
65

(9
2.

9)
5

(7
.1

)
0.

22
92

53
(8

9.
8)

6
(1

0.
2)

0.
80

52

Se
xu

al
 O

ri
en

ta
tio

n

 
H

et
er

os
ex

ua
l/S

tr
ai

gh
t

99
8

(9
8.

0)
20

(2
.0

)
0.

12
47

96
9

(9
6.

1)
39

(3
.9

)
0.

02
33

80
2

(9
1.

5)
75

(8
.9

)
0.

03
81

 
N

on
-H

et
er

os
ex

ua
l

11
5

(9
5.

8)
5

(4
.2

)
11

0
(9

1.
7)

10
(8

.4
)

86
(8

5.
2)

15
(1

4.
2)

 
 

L
es

bi
an

22
(9

6.
7)

1
(4

.3
)

0.
18

79
4

22
(9

5.
7)

1
(4

.4
)

0.
03

11
3

14
(8

2.
4)

3
(1

7.
6)

0.
17

09
3

 
 

G
ay

26
(9

6.
3)

1
(3

.7
)

24
(8

8.
9)

3
(1

1.
1)

18
(8

5.
7)

3
(1

4.
3)

 
 

B
is

ex
ua

l
49

(9
6.

1)
2

(3
.9

)
45

(8
8.

2)
6

(1
1.

8)
40

(8
5.

1)
7

(1
4.

9)

J Interpers Violence. Author manuscript; available in PMC 2020 May 22.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Harland et al. Page 15

C
ur

re
nt

 P
ar

tn
er

 P
S-

IP
V

F
or

m
er

 P
ar

tn
er

 P
S-

IP
V

B
at

te
ri

ng
1,

2

N
o

Y
es

N
o

Y
es

N
o

Y
es

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

n
(r

ow
%

)
n

(r
ow

%
)

p-
va

lu
e

 
 

O
th

er
 L

G
B

T
Q

18
(9

4.
7)

1
(5

.3
)

19
(1

00
.0

)
0

14
(8

7.
5)

2
(1

2.
5)

C
ur

re
nt

 R
el

at
io

ns
hi

p
0.

00
13

2
0.

06
87

<
.0

00
1

 
Y

es
66

2
(9

6.
6)

23
(3

.4
)

66
1

(9
6.

5)
24

(3
.5

)
62

4
(9

4.
3)

38
(5

.7
)

 
N

o
41

0
(9

9.
5)

2
(0

.5
)

38
8

(9
4.

2)
24

(5
.8

)
24

3
(8

2.
9)

50
(1

7.
1)

1 A
m

on
g 

su
bj

ec
ts

 w
ith

 a
 c

ur
re

nt
 p

ar
tn

er
 o

r 
a 

fo
rm

er
 p

ar
tn

er
 w

ith
in

 th
e 

la
st

 1
2 

m
on

th
s

2 B
at

te
ri

ng
 is

 d
ef

in
ed

 a
s 

ch
ro

ni
c 

no
n-

ph
ys

ic
al

 v
io

le
nc

e 
an

d 
re

pr
es

en
ts

 c
on

tr
ol

lin
g 

an
d 

th
re

at
in

g 
be

ha
vi

or
s

3 Fi
sh

er
 e

xa
ct

 te
st

4 Fi
sh

er
 e

xa
ct

 te
xt

 f
or

 H
et

er
os

ex
ua

l/s
tr

ai
gh

t v
er

su
s 

N
on

-h
et

er
os

ex
ua

l s
ub

gr
ou

p

J Interpers Violence. Author manuscript; available in PMC 2020 May 22.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Harland et al. Page 16

Table 3.

Adjusted Odds of reporting intimate partner violence in the last 12 months

IPV PS-IPV
1

Battering
2,3

(n=132) (n=73) (n=91)

aOR (95% CI) aOR (95% CI) aOR (95% CI)

Age

 18–24 1.62 (0.92–2.88) 2.82 (1.11–7.17) 0.75 (0.39–1.45)

 25–34 2.54 (1.47–4.41) 6.03 (2.54–14.29) 1.41 (0.75–2.63)

 35–44 2.62 (1.49–4.62) 5.35 (2.19–13.06) 1.65 (0.86–3.16)

 45–64 1.00 (ref) 1.00 (ref) 1.00 (ref)

Gender

 Female 1.67 (1.10–2.53) 2.70 (1.46–9.99) 1.59 (0.97–2.62)

 Non-binary identity 0.96 (0.19–2.53) 2.42 (0.44–13.48) 0.74 (0.08–6.66)

 Male 1.00 (ref) 1.00 (ref) 1.00 (ref)

Sexual Orientation

 Bisexual 1.66 (0.79–3.49) 1.84 (0.77–4.41) 1.45 (0.57–3.67)

 Gay 2.45 (0.86–7.02) 5.50 (1.60–18.94) 1.81 (0.48–6.95)

 Lesbian 1.15 (0.32–4.05) 1.22 (0.27–5.54) 2.74 (0.73–10.30)

 Other LGBTQ 1.22 (0.32–4.68) 0.67 (0.08–5.87) 1.08 (0.22–5.34)

 Heterosexual 1.00 (ref) 1.00 (ref) 1.00 (ref)

Current Relationship

 Yes 1.00 (ref) 1.00 (ref) 1.00 (ref)

 No 2.01 (1.36–2.99) 1.26 (0.74–2.14) 4.16 (2.58–6.71)

PS-IPV, physical or sexual intimate partner violence

1
Former or current partner physical or sexual violence

2
Among subjects with a current partner or a former partner within the last 12 months

3
Battering is defined as chronic non-physical violence and represents controlling and threating behaviors
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