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Objective: Compared to screening for partner 
violence, screening for childhood physical and 
sexual abuse among adult patients has received 
little attention, despite associated adverse 
health consequences. The objective of this 
exploratory study was to describe the practices, 
skills, attitudes, and perceived barriers of a large 
sample of family physicians in screening adult 
patients for childhood sexual or physical abuse.

Method: Surveys were mailed to the 833 
members of the Massachusetts Academy of 
Family Physicians in 2007 eliciting information 
about screening practices. Factors associated 
with routine or targeted screening among 
adult primary care patients were evaluated.

Results: Less than one-third of providers 
reported usually or always screening for childhood 
trauma and correctly estimated childhood abuse 
prevalence rates; 25% of providers reported that 
they rarely or never screen patients. Confidence 
in screening, perceived role, and knowledge 
of trauma prevalence were associated with 
routine and targeted screening. Women and 
physicians reporting fewer barriers were more 
likely to routinely screen adult patients.

Conclusions: Despite the 20%–50% prevalence 
of child abuse exposure among adult primary 
care patients, screening for childhood abuse 
is not routine practice for most physicians 
surveyed; a large subgroup of physicians never 
screen patients. Study findings draw attention to 
a largely unexplored experience associated with 
considerable health care costs and morbidity. 
Results highlight the need to develop training 
programs about when to suspect trauma 
histories and how to approach adult patients.
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H istories of childhood physical or sexual abuse 
of adults in primary care are at least as frequent 

as those observed in the community, with 20%–50% 
of adult patients reporting sexual or physical abuse 
and 44% reporting childhood physical, sexual, or 
emotional abuse.1,2 Childhood abuse can have long-

lasting repercussions placing adults at risk for adverse 
psychological and physical health sequelae, including 
depression, posttraumatic stress disorder, substance 
abuse, somatic and stress-related illness, and chronic pain 
syndromes.3–8 Felitti et al,6 in the Adverse Childhood 
Experiences study, found a significant dose-response 
relationship between the number of childhood traumatic 
experiences and a history of cancer, chronic bronchitis/
emphysema, hepatitis, ischemic heart disease, and 
poor self-related health. They also found a cumulative 
relationship between early abuse and disability and 
early death.6 More recent literature describes a graded 
relationship of mental and physical health and quality 
of life to the extent of the childhood abuse exposure.9–11 
Patients with an abuse history utilize more medical 
resources compared to those without, with greater 
utilization associated with more trauma.9,12,13

During the past 10 years, professional organizations 
such as the American Medical Association have 
recommended routine screening for current intimate 
partner violence.14,15 However, these guidelines 
primarily address adult partner violence and do not 
address screening adults for histories of childhood 
physical or sexual abuse. Many physicians may be 
unaware of the potential for long-lasting medical 
consequences of childhood physical and sexual abuse. 
We are unaware of any studies that report on physician 
screening practices focused specifically on childhood 
abuse exposure among patients. One study of British 
general practitioners16 found that two-thirds did not 
believe that general practitioners should routinely 
screen for childhood sexual abuse, although more 
than half desired training on the subject. Only 1 in 
100 respondents reported routine screening.16

The primary care visit offers a key opportunity to 
recognize and manage many of the emotional and 
physical sequelae of early abuse. Many primary care 
patients with a history of childhood abuse are willing to 
be screened and believe that physicians can help with 
these problems.17,18 In 1 study, 81% of self-reported 
victims of childhood abuse stated that they had sought 
professional help for problems related to the abuse, in 
half the cases from their family practitioner.18 However, 
another study found that only one-third of women who 
have been abused have discussed it with their doctor.3
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Understanding physician knowledge, practices, and 
attitudes about screening for a history of childhood 
victimization is a necessary first step in developing 
interventions to help physicians gain the skills and 
confidence to inquire about abuse and respond to 
patients with histories of childhood physical or sexual 
abuse. The goal of this exploratory study was to describe 
the practices, skills, attitudes, and perceived barriers of 
a large sample of family physicians in screening adult 
patients for childhood sexual or physical abuse.

METHOD

Using the 2007 membership list of the Massachusetts 
Academy of Family Physicians (MAFP), we surveyed 
physicians using a 54-item questionnaire to elicit 
information about screening practices. This cross-
sectional survey also asked about perceived role in 
screening, confidence in screening, patient utility if 
screened, barriers to screening, and follow-up and 
referral activities of providers. We inquired about 
knowledge of prevalence of childhood trauma in adult 
men and women, conditions associated with trauma, 
medical education and training information, and 
personal characteristics of the family physicians and 
their practice sites. We derived specific questions on 
the survey instrument from items used in published 
literature.6,12,19–21 The study received approval 
from the University of Massachusetts Medical 
School Institutional Review Board, Worcester.

To understand the influence of personal abuse 
exposure on physician screening practices, we asked 
respondents 5 questions taken from prior studies about 
their own exposure to childhood physical or sexual abuse, 
adulthood partner violence, and witness to parental 
violence.12,19 Following a pilot test with 12 non-MAFP 
family physicians and internists, we mailed a total of 833 
MAFP members a letter explaining the purpose of the 
study, a questionnaire, and a stamped return-addressed 
envelope. We offered those who completed the survey a 
raffle for three $100 bookstore gift certificates. Guided 
by Dillman’s Tailored Design Method,22 we mailed 
a reminder letter to nonrespondents approximately 

2 weeks later, and full survey packets to persisting 
nonrespondents approximately 2 to 3 weeks later.

Data were double entered into EpiInfo 
(http://www.cdc.gov/Epiinfo/) and analyzed using 
SPSS/PC statistical software (V14.0, SPSS, Inc, Chicago, 
Illinois). We used univariate statistics to describe the 
physician population, their practice settings, and their 
screening practices; we used bivariate statistics to 
examine relationships between screening variables and 
gender, practice type, personal exposure to childhood 
trauma, years of experience, and whether physicians 
provided prenatal and obstetrical care. Summary 
measures for the groups of screening questions (ie, 
screening practices, perceived role, utility of screening, 
confidence in screening—each measured using a 
4-point scale) were computed. All summary measures 
had high internal consistency reliability (α coefficients 
from .841 to .987). We created dichotomous variables 
as follows: (1) screening, “rarely or never/sometimes” 
versus “usually/always”; (2) confidence, “not at all/
somewhat” versus “moderately/very”; (3) perceived 
role in screening, “not at all/some extent” versus 
“moderate/great extent”; (4) utility of screening, “not 
at all/somewhat” versus “moderate/very”; and (5) 
personal experience with trauma, “never” versus “at least 
sometimes.” Finally, we used factor analysis to explore 
combining the 12 questions asking about barriers to 
screening (responses were major barrier, minor barrier, 
or not a barrier). We grouped the barriers to screening 
into 3 categories—time, perception that their patients 
were not victims of childhood abuse, and discomfort 
with screening/there being little the family physician 
could do—and created sum scores for these 3 factors. 

Chi-square tests or t tests were used to assess 
significance for categorical or continuous measures, 
respectively, using an α of .05 to denote statistical 
significance. To select independent variables to 
include in multivariate models, we used variables with 
unadjusted associations with the outcome (P < .25). 
In multivariate analysis, our dependent variable was 
screening of adult patients (either men or women and 
either new or established) for a history of childhood 
trauma (dichotomized as usually/always vs never/rarely/

Clinical Points

Childhood physical and sexual abuse histories are common among adult primary care ◆◆
patients and are associated with physical health and psychological sequelae.

Educational programs are needed to help physicians gain skills in identifying a history of ◆◆
childhood abuse.

Primary care clinicians can potentially reduce the emotional and physical health burden ◆◆
associated with child abuse exposure through identifying and engaging patients with 
histories of victimization.   
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sometimes, collapsed across the 4 variables, Table 1). We 
performed a stepwise logistic regression to evaluate the 
association between screening for childhood abuse and 
independent variables, including physician characteristics, 
practice type, personal exposure to childhood trauma, 
barriers to screening, knowledge of prevalence, and 
screening variables regarding perceived role, confidence, 
utility, and referral practices. Given the possibility that 
targeted screening might be a more suitable or practical 
general strategy, as part of a sensitivity analysis, we also 
grouped our outcome variable (frequency of screening 
practices) into “rarely or never” versus “at least sometimes 
or more frequent screening” and duplicated all analyses. 
Individual models were fit for each version of the 
outcome variable with a final model being fit using 
factors that were significant for either of the 2 models.

RESULTS

Of 833 surveys mailed, 380 were returned (response 
rate of 45.6%). Among the 380 returns, 67 were ineligible 
(8 undeliverable, 26 “not currently performing primary 
care,” 2 “no time to complete,” 6 retired, 18 not providing 
care in Massachusetts, and 7 not seeing adult patients). 
A total of 313 completed and eligible surveys were 
available for analysis. Using data from the MAFP state 
database, we compared respondents to MAFP members, 
finding respondents did not differ in terms of gender, 
race, ethnicity, or practice type (data not shown).

Table 2 displays the characteristics of the 313 
study participants. Respondents were evenly split 
by gender, were predominantly non-Hispanic 
whites, and had been in practice a mean of 14 
years. Most physicians practiced in either single-
specialty groups or community health centers.

More than a quarter (28.6%) of physicians reported 
that they usually or always screened female patients, 
either new or established; 12.2% usually or always 
screened men. When combined, 29.6% of providers 
reported usually or always screening either men or 
women for childhood trauma among adult primary 

care patients. Three of 4 (75.2%) physicians “at 
least sometimes” screened either new or established 
female patients; just under half (45.5%) reported that 
they at least sometimes screened male patients.

While the literature suggests that between 20%–50% of 
adult male and female primary care patients are survivors 
of childhood physical or sexual trauma,1 physician 
respondents selected the frequency of 20%–50% only 
one-third of the time (31.8%) for female patients, but 
less than 10% of the time (7.4%) for male patients. When 
asked what 4 conditions might lead them to suspect a 
history of childhood abuse, physicians listed depression, 
anxiety, other psychiatric conditions (combined), and 
substance abuse as their top 4, ranking chronic pain and 
somatic symptoms much lower on their composite list.

Nearly 4 of 5 family physicians (79.0%) believed 
their role includes screening for a history of childhood 
abuse to a moderate or great extent. One-half (50.3%) 
of respondents were moderately or very confident in 
their ability to screen for a childhood abuse history. 
Among 12 possible barriers to screening, most physicians 
endorsed 3 items as major barriers: not enough 

Table 1. Questions Asked of Survey Respondents Regarding 
Screening Practices for Male and Female and New and 
Established Patients in 2007a

How often do you ask about a history of childhood physical or sexual 
abuse with:

New female patients?
Female patients at follow-up visits?
New male patients?
Male patients at follow-up visits?

aScored on a 4-point Likert scale wherein 1 = rarely/never, 2 = sometimes, 
3 = usually, and 4 = always. Screenings of the individual 4 questions 
were significantly related to one another. A dichotomous variable 
was created if one answered “usually” or “always” to any of the 4 
questions. A second dichotomous variable was created if one answered 
“sometimes,” “usually,” or “always” to any 1 of the 4 questions.

Table 2. Frequency, Percent Distributions, and Descriptive 
Statistics of the Survey Respondents in 2007 (N = 313)a,b

Variable Respondents
Gender

Male 154 (49.5)
Female 157 (50.5)

Years in practice
Range 1–42
Mean (SD) 14.1 (9.4)

Racec

White 268 (87.0)
Black 3 (1.0)
Asian 32 (10.4)
Native American 3 (1.0)
Other 8 (2.6)

Ethnicity
Non-Hispanic 302 (98.1)
Hispanic 6 (1.9)

Practice structure
Solo practice 45 (14.6)
Single-specialty group 110 (35.6)
Staff-model HMO 1 (0.3)
Multispecialty group 48 (15.5)
Community health center/FQHC 79 (25.2)
Hospital-based clinic 26 (8.3)

Practice location
Urban 128 (41.6)
Suburban 121 (39.3)
Rural 59 (19.2)

Patients seen besides adult primary care
Children 286 (91.7)
Adolescents 292 (93.6)
Young adults 300 (96.2)
Pregnant women 152 (48.7)

aData are presented as n (%) unless otherwise specified.
bSome variables may not total to 313 because of sporadic missing data.
cRespondents may have checked more than 1 response; thus, the total 

exceeds the 313 individuals in the study sample.
Abbreviations: FQHC = federally qualified health center, HMO = health 

maintenance organization.
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Table 3. Relationship Between Screening and Select Variables Measuring Perceived Role, Confidence, Barriers, Personal 
Experiences, Practice, and Sociodemographic Characteristics of Survey Respondents in 2007 (N = 313)a,b,c

Variable

Sometimes/Usually/Always 
Screen for a History of 

Childhood Trauma
Statistics

Usually/Always  
Screen for a History  

of Childhood Trauma
Statistics

χ2 P χ2 P
Gender

Male (n = 153) 110 (71.9) 2.14  .144 35 (22.9) 6.30 .012
Female (n = 153) 121 (79.1) 55 (35.9)

Practice type
Non-community health center (n = 225) 161 (71.6) 6.63 .010 56 (24.9) 8.05 .005
Community health center (n = 79) 68 (86.1) 33 (41.8)

Percent of adult primary care female patients  
believed to have a history of childhood trauma

≤ 10% (n = 64) 39 (60.9) 9.26 .002 10 (15.6) 7.41 .006
> 10% (n = 242) 192 (79.3) 80 (33.1)

Percent of adult primary care male patients believed  
to have a history of childhood trauma

≤ 10% (n = 180) 132 (73.3) 1.10 .294 50 (27.8) 0.56 .453
> 10% (n = 126) 99 (78.6) 40 (31.7)

Percent of all adult primary care patients believed to  
have a history of childhood trauma

≤ 10% male or female (n = 183) 135 (73.8) 0.86 .353 50 (27.3) 1.40 .237
> 10% male or female (n = 125) 98 (78.4) 42 (33.6)

Care for other patients besides adult primary care 
Pregnant women

No (n = 156) 108 (69.2) 6.90 .009 42 (26.9) 1.40 .237
Yes (n = 151) 124 (82.1) 50 (33.1)

How confident are you in your ability to screen for a 
history of childhood abuse?

Not at all/somewhat (n = 152) 93 (61.2) 33.07 < .001 24 (15.8) 26.29 < .001
Moderate/very (n = 153) 137 (89.5) 65 (42.5)

To what extent do you think it is your role as a physician  
to screen for a history of childhood abuse?

Not at all/small extent (n = 63) 30 (47.6) 33.07 < .001 3 (4.8) 23.38 < .001
Moderate/great extent (n = 242) 200 (82.6) 87 (36.0)

How useful to the patient do you think it is for a family 
physician to screen for a history of childhood abuse?

Not at all/somewhat (n = 84) 47 (56.0) 23.45 < .001 7 (8.3) 23.98 < .001
Moderate/very (n = 220) 182 (82.7) 81 (36.8)

Self-reported history of personal trauma
Never (n = 194) 141 (72.7) 2.69 .101 49 (25.3) 3.69 .055
At least sometimes (n = 97) 79 (81.4) 35 (36.1)

Self-reported history of personal trauma to oneself  
(minus witnessing trauma)

Never (n = 205) 150 (73.2) 2.22 .136 53 (25.9) 3.07 .080
At least sometimes (n = 86) 70 (81.4) 31 (36.0)

Do you know someone with a history of childhood  
trauma outside of your professional relationships?

No (n = 81) 51 (63.0) 9.21 .002 20 (24.7) 1.08 .300
Yes (n = 224) 179 (79.9) 69 (30.8)

If patient reveals a childhood abuse history,  
refer patient to a mental health specialist

Rarely/never/sometimes (n = 74) 59 (79.7) 0.95 .330 27 (36.5) 2.35 .125
Usually/always (n = 232) 172 (74.1) 63 (27.2)

If patient reveals a childhood abuse history,  
discuss history in some detail with patient

Rarely/never/sometimes (n = 137) 94 (68.6) 7.28 .007 35 (25.5) 1.76 .184
Usually/always (n = 166) 136 (81.9) 54 (32.5)

If patient reveals a childhood abuse history, discuss 
medications to help relieve persisting symptoms

Rarely/never/sometimes (n = 202) 146 (72.3) 3.58 .059 59 (29.2) 0.01 .929
Usually/always (n = 101) 83 (82.2) 30 (29.7)

If patient reveals a childhood abuse history, bring up  
abuse history at subsequent visits

Rarely/never/sometimes (n = 212) 153 (72.2) 4.07 .044 57 (26.9) 2.48 .116
Usually/always (n = 89) 74 (83.1) 32 (36.0)

(continued)
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time to evaluate or counsel childhood abuse victims 
(91.9%), not enough time to ask about a childhood 
abuse history (89.0%), and competing primary care 
recommendations (65.7%). Fewer physicians identified 
other barriers; eg, 45.1% reported there is “little I can 
do to help those patients who have revealed a history 
of childhood abuse,” while only 12.8% agreed that “a 
history of childhood abuse is not a medical problem.” 
Of note, almost 40% of respondents reported no 
formal training in screening adults for childhood abuse 
histories. Of those with some training, 39.5% reported 
training in medical school, 71.6% during residency, 
and 41.6% as part of continuing medical education.

Physicians’ responses to patients indicating a history 
of childhood abuse ranged considerably. Three-quarters 
(75.5%) of the respondents usually/always suggested 
a referral to a mental health provider. Over one-half 
(54.6%) of physicians reported discussing the abuse 
history and its aftermath in some detail with the 
patient. About one-third of physicians noted raising 
the possibility of medication to relieve symptoms 
(34.1%). Fewer (29.7%) reported that they bring up 
a disclosed abuse history at subsequent visits.

Among the 95% (n = 297) of physicians responding 
to questions about personal trauma, one-third (33.6%) 
acknowledged a history of personal abuse (physical or 
sexual abuse) or personal trauma (including witnessing 
abuse between parents). Nearly a third (29.5%; 42.4% 
of women and 24.3% of men) reported physical or 
sexual abuse to oneself (as adults or children), while 
22.4% reported any childhood physical or sexual 
abuse. Nearly three-quarters (73.5%) reported knowing 
someone outside of patient care (ie, friend, family 
member, etc) with a history of childhood trauma.

Table 3 shows characteristics associated with increased 
rates of screening. Women providers, those working in 
a community health center, and providers more likely to 
correctly identify the prevalence of childhood trauma 
among female patients were more likely to screen usually 
or always. Additionally, primary care physicians who 

felt more confident in their ability to screen, those who 
felt it was their role to screen, and those who felt that it 
was useful to their patients to screen for such histories 
were also more likely to usually/always screen. Those 
who felt time was an unlikely barrier to screening, as 
well as those less likely to think their patients are not 
victims of trauma, and finally providers who were 
less likely to report discomfort with asking screening 
questions were, independently, more likely to usually/
always screen their patients. Years in practice, providing 
obstetrical care, referral practices, and knowing 
someone personally with a history of trauma were not 
independently related to frequency of screening.

When assessing screening frequency, combining 
those who reported sometimes screening with those 
who reported usually/always screening revealed a 
slightly different pattern of physician characteristics 
and attitudes (Table 3). While differences in rates 
were in the same direction, gender, time as a barrier, 
and likelihood of patients being victims of childhood 
abuse were no longer significantly associated with 
screening. In this analysis, providers who reported 
knowing someone personally with a trauma history 
and physicians who provided obstetrical care were 
more likely to report at least sometimes screening 
their patients for trauma histories. Additionally, if a 
patient revealed a history of trauma, physicians who 
reported subsequently discussing the trauma with 
the patient in some detail and those who brought 
up the trauma history at a follow-up visit were all 
independently more likely to report an increased 
frequency of screening patients at least sometimes.

Table 4 indicates that usually or always screening 
was associated significantly with 8 of 12 barriers. 
Concerns about retraumatizing patients, concerns 
about reimbursement for screening, and the perceived 
difficulty in verifying reports of trauma were not 
related to the frequency of reported screening for 
childhood trauma. Among those physicians who 
reported screening their patients at least sometimes, 

Table 3 (continued). Relationship Between Screening and Select Variables Measuring Perceived Role, Confidence, Barriers, 
Personal Experiences, Practice, and Sociodemographic Characteristics of Survey Respondents in 2007 (N = 313)a,b,c

Variable

Sometimes/Usually/Always 
Versus Never/Rarely  

Screen for a History of  
Childhood Trauma

 Usually/Always Versus 
Never/Rarely/Sometimes 

Screen for a History of 
Childhood Trauma

 

Statistics Statistics

t P t P
Time as a barrier to screening sum score, mean (SD)d 1.54 (0.50) vs 1.64 (0.55) 1.27 .206 1.54 (0.49) vs 1.78 (0.61) 3.30 .001
My patients are unlikely victims of childhood abuse as a 

barrier to screening sum score, mean (SD)d
2.73 (0.51) vs 2.84 (0.42) 1.77 .079 2.76 (0.49) vs 2.94 (0.26) 3.96 < .001

Discomfort with screening, little I can do to help patients 
as a barrier to screening sum score, mean (SD)d

2.52 (0.38) vs 2.64 (0.33) 2.42 .017 2.56 (0.36) vs 2.73 (0.26) 4.47 < .001

Years in practice, mean (SD) 15.43 (9.24) vs 13.61 (9.51) 1.44 .151 14.40 (9.51) vs 13.23 (9.35) 0.97 .331
aData are presented as n (%) unless otherwise specified.
bSome variables may not total to 313 because of sporadic missing data.
cBolded values indicate statistical significance.
dFor barrier variables, a higher score indicates it was reported as less of a barrier.
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only one-half of the queried barriers were significantly 
related to screening frequency (5 of the 6 were similar 
to those related to usually/always screening).

The logistic regression analyses presented in Table 
5 show physician personal and practice characteristics 
associated with how often family physicians screen for 

Table 4. Frequency and Percent Distributions of Perceived Barriers to Screening as They Relate to Reported Screening Practices 
Among Adult Primary Care Patients (N = 313) in 2007a,b,c

Variable

Sometimes/Usually/Always 
Screen for a History of 

Childhood Trauma
Statistics 

Usually/Always 
Screen for a History 

of Childhood Trauma
Statistics 

χ2 P χ2 P
Not enough time to ask about a history of childhood trauma

Major barrier (n = 179) 132 (73.7) 2.53 .282 43 (24.0) 7.13 .028
Minor barrier (n = 94) 76 (80.9) 33 (35.1)
Not a barrier (n = 32) 22 (68.8) 14 (43.8)

Not enough time to evaluate and counsel victims of 
childhood trauma

Major barrier (n = 216) 154 (71.3) 6.83 .033 54 (25.0) 8.07 .018
Minor barrier (n = 65) 56 (86.2) 23 (35.4)
Not a barrier (n = 24) 20 (83.3) 12 (50.0)

Uncomfortable inquiring about psychosocial issues
Major barrier (n = 20) 12 (60.0) 4.30 .116 4 (20.0) 4.77 .092
Minor barrier (n = 115) 84 (73.0) 27 (23.5)
Not a barrier (n = 169) 134 (79.3) 58 (34.3)

The women I see are unlikely to have been victims of 
childhood trauma

Major barrier (n = 7) 5 (71.4) 7.00 .030 1 (14.3) 12.14 .002
Minor barrier (n = 36) 21 (58.3) 2 (5.6)
Not a barrier (n = 259) 203 (78.4) 85 (32.8)

The men I see are unlikely to have been victims of 
childhood trauma

Major barrier (n = 10) 7 (70.0) 3.47 .177 1 (10.0) 7.96 .019
Minor barrier (n = 43) 28 (65.1) 6 (14.0)
Not a barrier (n = 249) 194 (77.9) 81 (32.5)

History of childhood trauma is not a medical problem
Major barrier (n = 8) 7 (87.5) 7.96 .019 0 (0.0) 9.57 .008
Minor barrier (n = 29) 16 (55.2) 3 (10.3)
Not a barrier (n = 262) 204 (77.9) 85 (32.4)

Concern that asking about an abuse history may 
retraumatize my patients

Major barrier (n = 15) 11 (73.3) 3.22 .200 2 (13.3) 2.02 .365
Minor barrier (n = 97) 80 (82.5) 29 (29.9)
Not a barrier (n = 189) 138 (73.0) 58 (30.7)

Little I can to do help patients who have revealed a history 
of childhood trauma

Major barrier (n = 29) 15 (51.7) 12.93 .002 1 (3.4) 11.45 .003
Minor barrier (n = 106) 78 (73.6) 30 (28.3)
Not a barrier (n = 166) 136 (81.9) 57 (34.3)

Concern about offending my patients by asking about a 
history of childhood trauma

Major barrier (n = 18) 10 (55.6) 7.94 .019 1 (5.6) 17.55 < .001
Minor barrier (n = 104) 74 (71.2) 19 (18.3)
Not a barrier (n = 179) 145 (81.0) 68 (38.0)

No reimbursement in screening for childhood trauma
Major barrier (n = 19) 15 (78.9) 0.21 .899 4 (21.1) 0.79 .675
Minor barrier (n = 54) 40 (74.1) 15 (27.8)
Not a barrier (n = 228) 174 (76.3) 69 (30.3)

Difficult to verify reports of histories of childhood trauma
Major barrier (n = 18) 9 (50.0) 7.35 .025 4 (22.2) 3.41 .182
Minor barrier (n = 73) 57 (78.1) 16 (21.9)
Not a barrier (n = 209) 163 (78.0) 68 (32.5)

Competing multiple primary care recommendations
Major barrier (n = 114) 87 (76.3) 0.84 .656 28 (24.6) 7.42 .024
Minor barrier (n = 81) 59 (72.8) 20 (24.7)
Not a barrier (n = 103) 81 (78.6) 41 (39.8)

aData are presented as n (%).
bSome variables may not total to 313 because of sporadic missing data.
cBolded values indicate statistical significance.

a history of trauma. Female providers and those with 
greater confidence were more likely to usually/always 
screen for childhood physical or sexual abuse. Moreover, 
physicians reporting a greater perceived role in screening, 
a decreased reporting of time as a barrier, and a decreased 
reporting of the perception of the unlikelihood that 
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Table 5. Logistic Regression of Factors Related to Screening Adult Primary Care Patients for a History of Childhood Trauma 
(N = 313) in 2007a

Independent Factors

Sometimes/Usually/Always Screen 
for a History of Childhood Trauma,

Odds Ratio (95% CI)

Usually/Always Screen for a 
History of Childhood Trauma,

Odds Ratio (95% CI)
Gender

Female vs male 1.435 (0.778–2.647) 2.067b (1.154–3.701)
Knowledge of prevalence of trauma in adult female patients

Correct vs incorrect 2.153b (1.078–4.303) 2.297 (0.993–5.312)
Confidence in screening for childhood trauma in adult primary care patients

Moderate/very vs not at all/somewhat 4.288b (2.155–8.536) 2.548b (1.385–4.688)
Perceived role to screen for childhood trauma among adult primary care patients

Moderate/great extent vs not at all/small extent 3.314b (1.704–6.447) 11.800b (2.701–51.555)
Time as a barrier to screeningc 1.066 (0.588–1.933) 2.255b (1.306–3.894)
Patients are not perceived to be likely victims of childhood abusec 1.298 (0.685–2.459) 3.133b (1.263–7.771)
aScreening for childhood trauma was originally queried as rarely/never, sometimes, usually, or always. For the purposes of these analyses, the variable was 

dichotomized in 2 different manners: never/rarely vs sometimes/usually/always and never/rarely/sometimes vs usually/always.
bVariables were significant in their individually run models.
cContinuous variable; a higher score indicates it was reported as less of a barrier.

their patients had been victims of trauma (as a barrier to 
screening) were also more likely to usually/always screen 
adult primary care patients. Physicians with a greater 
knowledge of trauma prevalence had a similar estimated 
increased likelihood of usually/always screening. Practice 
location, years in practice, a personal trauma history, and 
other previously identified barriers to screening were not 
significantly related to the odds of screening (usually/
always) in this multivariate model. When examining 
results using the outcome of screening at least sometimes 
versus never/rarely, only confidence in screening, 
perceived role to screen, and knowledge of trauma 
prevalence in adult female patients were significantly 
associated with screening. All other variables associated 
with more frequent screening (ie, usually/always) 
were no longer associated with screening practices.

DISCUSSION

In contrast to screening for intimate partner 
violence, screening for childhood physical and sexual 
abuse has received little attention. This study provides 
information from a large, statewide survey about 
family physicians’ knowledge, skills, attitudes, and 
perceived barriers related to screening adult patients for 
exposure to childhood violence. Despite the widespread 
prevalence of this problem, our results suggest that 
screening for childhood abuse is not routine practice 
for the majority of family physicians surveyed. Fewer 
than one-third of physicians routinely screen female 
patients for childhood abuse, and only 1 in 8 routinely 
screens male patients. A large subgroup of physicians 
rarely or never screen female patients (25%), and half 
of physicians rarely or never screen male patients.

Consistent screening is challenging for any problem 
in primary care. However, as with intimate partner 
violence,23 screening for a history of childhood abuse 
provokes physician discomfort and uncertainty and 

lacks evidence-based guidelines. Specifically, no 
clinical guidelines exist to recommend that clinicians 
perform either universal or targeted screening for 
histories of childhood abuse. Given that primary 
care physicians face increasing demands to screen 
patients for a range of conditions, identification 
of the best strategy would be helpful. 

Screening sometimes, either in a targeted manner 
or over time in the course of continuous relationships 
with patients, may be one feasible approach to child 
abuse inquiry given competing demands. Therefore, we 
performed our analyses of screening patterns to examine 
both that group of physicians who screen always/almost 
always (compared to those who screen less often) as 
well as those who screen at least sometimes (compared 
to those who never or rarely screen). The 2 groups—
the routine versus the sometimes screeners—were 
similar in many respects except that female physicians 
predominated in the routine screeners and the barriers 
were different. Not surprisingly, routine screeners were 
less likely to identify barriers (eg, time and unlikely 
victimhood) than those who screened sometimes. 
However, in both groups, confidence, perceived role, and 
knowledge of trauma prevalence related to screening.

The recommendation for targeted screening, in 
particular, would require that clinicians have a good 
understanding of the prevalence, presenting signs and 
symptoms, and typical presentations in primary care of 
adult survivors of childhood abuse. Unfortunately, our 
survey found that many family physicians substantially 
underestimate the prevalence of child abuse and have 
major gaps in knowledge about the well-documented 
physical health sequelae associated with abuse 
exposure—unexplained or difficult-to-treat symptoms, 
including somatization and chronic pain.2,24,25 The usual 
approach to care (ie, the diagnosis and treatment of a 
specific problem) will likely fall short when approaching 
such distressed patients.26 While not sufficient in and of 
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itself, increasing physician awareness of the prevalence 
of childhood violence exposure and the various adult 
conditions commonly associated with such exposure 
seems a necessary first step to encourage physicians 
to screen, whether on a targeted or routine basis.

Confidence in screening emerges as one of the major 
independent predictors of screening for both groups who 
screened always or at least sometimes. However, many 
of the surveyed physicians lack confidence to conduct 
such screening and do not feel comfortable using the 
information, even though most believe that screening 
for abuse is helpful and within their professional role. 
Other research supports our findings; physicians in a 
qualitative study reported inadequate training to address 
trauma issues.27 More than one-third of physicians 
in our study reported no prior education or training 
related to childhood abuse. These results highlight 
the need for education about this topic in medical 
school, residency, and primary care continuing medical 
education programs, including helping physicians to 
gain skills in identifying a history of abuse, engaging 
patients, and managing the emotional impact of 
caring for patients with histories of victimization.

Gender also emerges as an independent predictor 
of screening usually or always, with female physicians 
more likely to screen for childhood abuse histories than 
men. Female physicians’ greater exposure to personal 
abuse across the lifespan compared to their male 
colleagues, as reported in this study and others,28 may 
sensitize them to the issue of abuse and lead them to 
feel more confident to screen on a consistent basis.

Nearly one-third of the physicians in our study 
reported a personal exposure to childhood physical 
or sexual violence. These experiences might 
predispose providers to limit inquiry into or minimize 
the importance of such events or, alternatively, 
might sensitize providers and incline them toward 
increased screening. Our findings demonstrate an 
association between physicians’ personal history of 
abuse and greater likelihood of screening patients 
for childhood abuse exposure, but this association 
was strongly mediated by gender and did not emerge 
as predictive of screening in our final model. A 
subsequent article will address the relationship between 
personal exposure history and screening practices, 
as well as education and training implications.

Integrating routine screening for childhood abuse 
into primary care practice is challenging given many 
competing screening requirements now expected of 
physicians. While there is no clear evidence for the 
optimal screening frequency, given the considerable 
morbidity and mortality associated with abuse exposure, 
targeted screening is probably the most reasonable 
approach at this time. For targeted screening at a 
minimum, physicians would benefit from knowing 

(1) the prevalence of childhood abuse exposure and 
what types of symptoms are associated with an abuse 
history (ie, when to suspect and screen for it), (2) brief 
screening questions to ascertain such history when 
suspected, and (3) an approach to respond to those 
patients who report a childhood trauma. Qualitative 
interviews with family physicians about screening 
for sexual abuse suggest that knowledge, skills, and 
confidence affect their practice.15 Educational programs 
to address childhood abuse exposure among adult 
patients would better prepare providers to know 
when and how to approach this important issue.

Survivors of childhood sexual abuse are known to 
be avoidant of self-care habits such as Pap smears and 
mammography.29,30 Screening for childhood abuse 
will be most helpful if it can be coupled with effective 
approaches to patients’ health care experiences. 
However, the literature offers few evidence-based 
interventions that improve outcomes for adults with 
childhood abuse histories. A recent systematic review 
by Havig31 analyzed 10 studies about the health care 
experiences of adult survivors of child abuse and 
identified some best practices. Specific strategies in 
communication facilitate disclosure of abuse, and 
targeted approaches can enhance patients’ experiences 
in health care and minimize retrauma and negative 
experiences typical for survivors of abuse. Medical 
tests and procedures, including ordinary activities like 
disrobing or undergoing pelvic or rectal examinations, 
can cause unintended restimulation of prior abuse, 
making clinical interactions difficult and ultimately 
costly, particularly when providers are unaware of that 
possibility. Directed communication before conducting 
such examinations or tests can alert the provider to the 
possibility of retraumatization and sometimes avert it. A 
patient’s sense of safety and control can be enhanced by 
informing patients before touching them or performing 
procedures, by allowing for breaks, and by using 
examination rooms with walls rather than curtains.31

Once aware of an abuse history, a physician can 
validate the patient’s experience and make links between 
current symptoms and past traumatic exposures. An 
intervention to teach providers how to talk with patients 
about childhood abuse may enable patients to engage 
more effectively in their medical care rather than avoiding 
or sabotaging it.32 Unfortunately, transforming the 
medical environment, with its focus on routines and 
efficiency, to be sensitive to patients with histories of past 
trauma, is a major challenge to usual practice. While past 
research on ways to enhance patients’ experience of care 
and disclosure of abuse has offered important practice 
suggestions, research is still necessary to examine the 
impact of specific interventions on additional outcomes, 
including health status and service utilization.
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This study is potentially limited by having surveyed 
only 1 specialty in 1 state, and results may not be 
generalizable to other primary care specialties or 
geographic regions. Although the study’s response rate 
is good for a survey of physicians, the fact that it is 
less than 50% is also a potential limitation. However, 
statewide participation by physicians from a wide range 
of practice types plus comparison to the state data 
from the MAFP make us confident that our results are 
representative of family physicians in the Northeast and 
probably other parts of the United States. The survey, 
which included a higher proportion of family physicians 
practicing in community health centers than is typical 
nationally, may skew the results toward providers who 
choose to work with the underserved and who may be 
more aware of abuse issues, raising the possibility that 
our survey may overestimate the rate of screening. Also, 
some Massachusetts physicians know the authors from 
statewide meetings and training and may be aware of 
their interests in victimization, again skewing results 
toward higher reporting. The self-reported data may also 
be limited by underreporting of personal experiences 
due to the sensitivity of these items and/or overreporting 
of screening practices due to social desirability.

To our knowledge, this study provides the first 
report of screening practices of adults for histories 
of child abuse among a large sample of primary 
care physicians. Despite the study’s limitations, the 
findings reported here draw attention to a largely 
unexplored and critical life experience associated 
with considerable health care costs and health-related 
morbidity. We found significant gaps in knowledge 
and screening practices among physicians. While the 
determination of what screening frequency is most 
appropriate for primary care physicians requires 
further research, our results highlight the need to raise 
awareness among physicians about the prevalence of 
childhood abuse and to develop training programs 
about when to suspect it and how to provide some 
level of intervention when indicated. Effective primary 
care–based approaches will afford a key opportunity 
to recognize and reduce the emotional and physical 
health burden associated with the common experience 
of exposure to childhood physical and sexual abuse.
Author affiliations: Family Medicine and Community Health (Drs 
Weinreb, Savageau, and Hargraves), Preventive and Behavioral 
Medicine (Dr Reed), and Department of Psychiatry (Dr Fletcher), 
University of Massachusetts Medical School; and Family Health Center 
of Worcester (Dr Candib), Worcester, Massachusetts.
Potential conflicts of interest: None reported.
Funding/support: None reported.
Acknowledgment: The authors thank Lorna Chiasson, MBA, and Gail 
Sawosik, MBA, of Family Medicine and Community Health, University 
of Massachusetts Medical School, Worcester, for their assistance with 
data collection as well as the physicians who pilot tested the survey 
and participated in cognitive interviews that strengthened the survey 
tool. They also thank Bonnie Green, PhD, of Georgetown University 
Medical School, Washington, DC, for her input early on in the 

development of this study. None of the acknowledged individuals have 
any conflicts of interest to disclose related to this article.

REFERENCES

  1.	 Springer KW, Sheridan J, Kuo D, et al. The long-term health 
outcomes of childhood abuse: an overview and a call to 
action. J Gen Intern Med. 2003;18(10):864–870. doi:10.1046/j.1525-1497.2003.20918.x PubMed

  2.	 Walker EA, Gelfand A, Katon WJ, et al. Adult health 
status of women with histories of childhood abuse 
and neglect. Am J Med. 1999;107(4):332–339. doi:10.1016/S0002-9343(99)00235-1 PubMed

  3.	 Plichta SB, Falik M. Prevalence of violence and its implications for 
women’s health. Womens Health Issues. 2001;11(3):244–258. doi:10.1016/S1049-3867(01)00085-8 PubMed

  4.	 Briere J, Elliott DM. Prevalence and psychological 
sequelae of self-reported childhood physical and sexual 
abuse in a general population sample of men and women. 
Child Abuse Negl. 2003;27(10):1205–1222. doi:10.1016/j.chiabu.2003.09.008 PubMed

  5.	 Springer KW, Sheridan J, Kuo D, et al. Long-term physical 
and mental health consequences of childhood physical 
abuse: results from a large population-based sample of men 
and women. Child Abuse Negl. 2007;31(5):517–530. doi:10.1016/j.chiabu.2007.01.003 PubMed

  6.	 Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of 
childhood abuse and household dysfunction to many of the 
leading causes of death in adults: the Adverse Childhood 
Experiences (ACE) study. Am J Prev Med. 1998;14(4):245–258. doi:10.1016/S0749-3797(98)00017-8 PubMed

  7.	 Chartier MJ, Walker JR, Naimark B. Childhood abuse, adult 
health, and health care utilization: results from a representative 
community sample. Am J Epidemiol. 2007;165(9):1031–1038. doi:10.1093/aje/kwk113 PubMed

  8.	 Scher CD, Forde DR, McQuaid JR, et al. Prevalence and 
demographic correlates of childhood maltreatment in an adult 
community sample. Child Abuse Negl. 2004;28(2):167–180. doi:10.1016/j.chiabu.2003.09.012 PubMed

  9.	 Bonomi AE, Anderson ML, Rivara FP, et al. Health 
care utilization and costs associated with childhood 
abuse. J Gen Intern Med. 2008;23(3):294–299. doi:10.1007/s11606-008-0516-1 PubMed

10.	 Briere J, Kaltman S, Green BL. Accumulated childhood trauma 
and symptom complexity. J Trauma Stress. 2008;21(2):223–226. doi:10.1002/jts.20317 PubMed

11.	 Afifi TO, Enns MW, Cox BJ, et al. Child abuse and health-related 
quality of life in adulthood. J Nerv Ment Dis. 2007;195(10):797–804. doi:10.1097/NMD.0b013e3181567fdd PubMed

12.	 Thombs BD, Bernstein DP, Ziegelstein RC, et al. A brief two-
item screener for detecting a history of physical or sexual abuse 
in childhood. Gen Hosp Psychiatry. 2007;29(1):8–13. doi:10.1016/j.genhosppsych.2006.10.013 PubMed

13.	 Rosenberg HJ, Rosenberg SD, Wolford GL 2nd, et al. The relationship 
between trauma, PTSD, and medical utilization in three high risk 
medical populations. Int J Psychiatry Med. 2000;30(3):247–259. doi:10.2190/J8M8-YDTE-46CB-GYDK PubMed

14.	 American Medical Association. Diagnostic and 
Treatment Guidelines on Domestic Violence. Chicago, 
IL: American Medical Association; 1992. 

15.	 Weinreb L, Fletcher K, Candib L, et al. Physicians’ perceptions 
of adult patients’ history of child abuse in family medicine 
settings. J Am Board Fam Med. 2007;20(4):417–419. doi:10.3122/jabfm.2007.04.060208 PubMed

16.	 Richardson J, Feder G, Eldridge S, et al. Women who experience 
domestic violence and women survivors of childhood 
sexual abuse: a survey of health professionals’ attitudes and 
clinical practice. Br J Gen Pract. 2001;51(467):468–470. PubMed

17.	 Friedman LS, Samet JH, Roberts MS, et al. Inquiry about 
victimization experiences: a survey of patient preferences and 
physician practices. Arch Intern Med. 1992;152(6):1186–1190. doi:10.1001/archinte.152.6.1186 PubMed

18.	 Spertus IL, Yehuda R, Wong CM, et al. Childhood emotional 
abuse and neglect as predictors of psychological and 
physical symptoms in women presenting to a primary care 
practice. Child Abuse Negl. 2003;27(11):1247–1258. doi:10.1016/j.chiabu.2003.05.001 PubMed

19.	 Rodriguez MA, Bauer HM, McLoughlin E, et al. Screening and 
intervention for intimate partner abuse: practices and attitudes 
of primary care physicians. JAMA. 1999;282(5):468–474. doi:10.1001/jama.282.5.468 PubMed

20.	 Bandura A. Social Learning Theory. Englewood 
Cliffs, NJ: Prentice Hall; 1977.

21.	 Bandura A. Social Foundations of Thought and Action: A Social 
Cognitive Theory. Englewood Cliffs, NJ: Prentice Hall; 1986.

22.	 Dillman DA. Mail and Internet Surveys: The Tailored Design 
Method. 2nd ed. Hoboken, NJ: John Wiley & Sons, Inc; 2007.

23.	 Klap R, Tang L, Wells K, et al. Screening for domestic 
violence among adult women in the United States. 



Weinreb et al

e10  doi:10.4088/PCC.10m00950blu Prim Care Companion J Clin Psychiatry 2010;12(6)

J Gen Intern Med. 2007;22(5):579–584. doi:10.1007/s11606-006-0097-9 PubMed
24.	 Romans S, Belaise C, Martin J, et al. Childhood abuse and 

later medical disorders in women: an epidemiological 
study. Psychother Psychosom. 2002;71(3):141–150. doi:10.1159/000056281 PubMed

25.	 Springs FE, Friedrich WN. Health risk behaviors and medical sequelae 
of childhood sexual abuse. Mayo Clin Proc. 1992;67(6):527–532. PubMed

26.	 Dickinson LM, deGruy FV 3rd, Dickinson WP, et al. Health-
related quality of life and symptom profiles of female survivors 
of sexual abuse. Arch Fam Med. 1999;8(1):35–43. doi:10.1001/archfami.8.1.35 PubMed

27.	 Green B, Kaltman S, Chung J, et al. Primary care providers’ 
interactions with trauma patients. Paper presented at the 21st 

Annual Meeting of the International Society for Traumatic Stress 
Studies; November 2–5, 2005; Toronto, Ontario, Canada.

28.	 deLahunta EA, Tulsky AA. Personal exposure of faculty and medical 
students to family violence. JAMA. 1996;275(24):1903–1906. doi:10.1001/jama.275.24.1903 PubMed

29.	 Farley M, Golding JM, Minkoff JR. Is a history of trauma 
associated with a reduced likelihood of cervical cancer 
screening? J Fam Pract. 2002;51(10):827–831. PubMed

30.	 Lawson EJ. A narrative analysis: a black woman’s 
perceptions of breast cancer risks and early breast cancer 
detection. Cancer Nurs. 1998;21(6):421–429. doi:10.1097/00002820-199812000-00006 PubMed

31.	 Havig K. The health care experiences of adult survivors of 
child sexual abuse: a systematic review of evidence on sensitive 
practice. Trauma Violence Abuse. 2008;9(1):19–33. doi:10.1177/1524838007309805 PubMed

32.	 McKegney CP. Surviving survivors: coping with caring for patients 
who have been victimized. Prim Care. 1993;20(2):481–494. PubMed


