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Abstract
Witnessed violence is a form of child abuse with detrimental effects on child wellbeing and development, whose recognition relies 
on the assessment of their mother exposure to intimate partner violence (IPV). The aim of this study was to assess the frequency 
of witnessed violence in a population of children attending a pediatric emergency department (ED) in Italy, by searching for IPV 
in their mother, and to define the characteristics of the mother–child dyads. An observational cross-sectional study was conducted 
from February 2020 to January 2021. Participating mothers were provided a questionnaire, which included the Woman Abuse 
Screening Tool (WAST) and additional questions about their baseline data and health. Descriptive analysis was reported as fre-
quency and percentage for the categorical variables and median and interquartile range (IQR) for quantitative variables. Mothers 
and children screened positive and negative for IPV and witnessed violence, respectively, were compared by the chi-square test 
or the exact Fisher test for categorical variables, and by the Wilcoxon-Mann–Whitney test for continuous variables. Out of 212 
participating mothers, ninety-three (43.9%) displayed a positive WAST. Mothers tested positive were mainly Italian (71%, p 0.003), 
had a lower level of education (median age at school dropout 19, p 0.0002), and a higher frequency of unemployment (p 0.001) 
and poor personal health status (8.6%, p 0.001). The children of mothers tested positive showed a higher occurrence of abnormal 
psychological-emotional state (38.7%, p 0.002) and sleep disturbances (26.9%, p 0.04).

Conclusion: IPV was common in a population of mothers seeking care for their children in a pediatric ED.

What is Known:
• Witnessed violence is a form of child abuse, usually inferred by their mothers’ exposure to IPV. The latter is suffered by one in three women

worldwide.
What is New:
• This study shows a 43.9% prevalence of IPV among mothers attending an Italian pediatric ED.
• Positive mother-child dyads displayed a higher frequency of poor mothers’ health status and children’s abnormal emotional state and sleep

disturbances.

Keywords Witnessed violence · Intimate partner violence · Woman Abusive Screening Tool · Pediatric emergency 
department
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Abbreviations
ED  Emergency department
IQR  Interquartile range
IPV  Intimate partner violence
WAST  Woman Abusive Screening Tool
WHO  World Health Organization

Introduction

According to the World Health Organization (WHO), child 
abuse is among the major global public health issues, rep-
resenting one of the leading causes of infants’ death in the 
high-income countries and is estimated to be largely under-
recognized [1]. Its consequences on child wellbeing can be 
both direct (namely physical injuries or death [2]) and indi-
rect, exposing the child to an increased risk of developing 
psychological, behavioral, social, and medical disorders [3].

Witnessed violence is a form of child abuse, consisting 
of the child experience of any kind of maltreatment against 
his/her parents/caregivers/family members, and can be either 
direct (if the maltreatment takes place in the child presence) 
or indirect (if the child is aware of the maltreatment and 
perceives its acute/chronic, physical/psychological effects).

The recognition of children witnessed violence requires 
the previous assessment of their mothers’ exposure to inti-
mate partner violence (IPV), defined by the WHO as a 
“behavior within an intimate relationship that causes physi-
cal, sexual, or psychological harm, including acts of physical 
aggression, sexual coercion, psychological abuse and con-
trolling behaviors” committed by a current or former partner 
[4]. According to the WHO reports, one in three women 
is subjected to IPV, and it has been estimated that among 
children living in households where IPV takes place, 85% 
are direct witnesses to violence, and up to one half undergo 
direct forms of abuse, mostly by the father or any other male 
family member [5]. A European survey showed that 19% 
of Italian women are physically or sexually abused by their 
partner and that 38% suffer from repeated psychological 
maltreatment [6]; among abused women, 65% disclose that 
their children witnessed one or more episodes of violence 
[7].

Exposure to IPV not only has deleterious effects on the 
child wellbeing, and cognitive and socio-emotional develop-
ment [8], but it also negatively affects behaviors and rela-
tionships into adulthood: boys and girls who experience 
household violence against their mother are at increased 
risk of perpetuating aggressive behaviors and being victims 
of domestic violence later in their own lives, respectively, 
engaging in the so-called intergenerational perpetuation of 
violence [9].

While the WHO currently recommends screening for 
IPV during pregnancy [10], no agreement exists on the 

appropriateness of routine assessments of postpartum IPV. 
Nevertheless, on the ground of the detrimental effects of IPV 
on children, the American Academy of Pediatrics advocated 
for IPV screening in pediatric settings, endorsing the abuse 
of women as a pediatric issue [11].

Healthcare professionals are generally in a privileged 
position to investigate IPV; the emergency department 
(ED) represents an ideal setting to detect abuse and take 
actions against it [12]. Women’s health studies have shown 
that victims of domestic violence seek medical attention in 
ED settings more often than through scheduled appoint-
ments with healthcare providers, due to concerns of referral 
to social services and/or because unable to negotiate with 
the abuser any other form of access to healthcare facilities 
for themselves and their children [13]. The pediatric ED, 
where mothers seek attention with their children often in 
the absence of their partner, provides a unique opportunity 
to involve the mother–child dyads in research surveys, in 
accordance with the international guidelines on research on 
violence against women and children [14, 15]. Only two 
studies have investigated IPV in the pediatric ED settings so 
far, finding a prevalence varying from 11 [16] to 52% [17].

The aim of this study was to assess the incidence of wit-
nessed violence in a population of children attending a pedi-
atric ED, by investigating the prevalence of IPV exposure 
among their mothers, and to define the demographical and 
clinical characteristics of the mother–child dyads.

Materials and methods

An observational cross-sectional study was carried out at the 
Institute for Maternal and Child Health of Trieste, Italy, a 
third-level pediatric teaching hospital, from February 2020 
to January 2021. The study was approved by the Institutional 
review board (RC 14/19).

The pediatric ED refers to a catchment area of 250,000 
people and is the only pediatric facility available. Access 
is open and free of charge, so that children are directly 
brought to the ED by parents for any medical concern, with 
only a small percentage admitted by Emergency Services 
or referred from nearby hospitals. All children are also fol-
lowed up by a family pediatrician supplied by the national 
health system without any charge. The pandemic context at 
the time of the study significantly reduced the number of 
total accesses to the pediatric ED. Triage codes are assigned 
according to national guidelines as follows: red (very criti-
cal), yellow (moderately critical), green (not very critical), 
and white (not critical). During the study period, 14,446 
children were seen at our PED, distributed as follows: 55 
red codes, 1038 yellow codes, 7823 green codes, and 5550 
white codes.
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All children aged 0 to 17 years attending the pediatric 
ED, undergoing clinical observation within the ED and/or 
admission to the ward accompanied by their mother, were 
considered eligible as a mother–child dyad. The absence of 
the mother, the inability of the mother to fill in the question-
naire (due to either language barrier or inability to leave the 
child behind for a while), and the impossibility to take the 
mother aside from her partner were considered exclusion 
criteria. The latter was defined according to the arbitrary 
psychologist judgment in each case, whenever, after several 
attempts, the approach was perceived as a possible form of 
pressure and even danger to the mother.

The enrollment was limited to the presence of the enroll-
ing psychologist in the hospital, which took place at random 
times during the day (from 08:00 to 24:00). The latter intro-
duced the study to the eligible mothers and provided the 
questionnaire along with information about help resources 
available for women subjected to IPV.

Given the lack of a validated tool to detect violence wit-
nessed by children, the latter is usually inferred by any abuse 
of their mother. In this study, mothers’ victimization was 
assessed through the Woman Abuse Screening Tool (WAST) 
[18]. An Italian version of the latter was validated by four 
native speaker translators, in full accordance with inter-
national recommendations [19]. The WAST is a validated 
questionnaire assessing women’s physical, psychological, 
and sexual abuse by their partner in the last 12 months. It 
comprises eight questions, each with three possible answers, 
graded from 0 (never) to 2 (often): an overall score of 4 or 
above suggests women abuse by their partner.

In accordance with the WHO guidelines on research 
about women and children abuse [6], the WAST items were 
inserted into a more general questionnaire specifically devel-
oped for the aim of the study, including questions regard-
ing the mother’s demographic data, level of education, 
employment, working time, and health status. The latter was 
assessed through questions addressing physical injuries, hos-
pital admissions, use of medicines, quality of sleep, level of 
stress, identified sources of stress, availability of a confident, 
and self-reported symptoms during the last month including 
difficulties in sleeping, nightmares, concentration difficul-
ties, decisional skills, ability to overcome difficulties, self-
blaming, anxiety, panic attacks, and auditory hallucinations. 
The above items were selected as measures of the women’s 
health status, based on previous literature [6]. Answers 
were either yes/no (e.g., physical injuries, hospital admis-
sions, use of medicines, quality of sleep, stress exposure, 
identified sources of stress, and availability of a confident), 
or a 3-point Likert scale describing the frequency of each 
symptom, graded from never to often (e.g., self-reported 
symptoms during the last month, including difficulties in 

sleeping, nightmares, concentration difficulties, decisional 
skills, ability to overcome difficulties, self-blaming, anxiety, 
panic attacks, and auditory hallucinations). When possible, 
the answers were dichotomized or categorized adequately 
with the help of the psychologist.

Moreover, the items of the WAST were further extended to 
investigate the presence of physical, sexual, and psychological 
abuse perpetrated by the women’s own family and the family 
of their partner. Finally, the questionnaire included a blank 
space to be filled in by the participating women with a free 
comment expressing their opinion about the study. The ques-
tionnaire was delivered to the mothers in safe circumstances, 
and they eventually fulfilled it alone in a safe environment.

The data on children were collected by the enrolling physi-
cian and included the patient’s sex, age, baseline medical dis-
ease, number of ED attendances in the last 12 months, diagno-
sis at discharge, and emotional state at the time of the discharge 
from the ED (normal/excessively calm/anxious/aggressive). 
The definitions of “normal,” “excessively calm,” “anxious,” and 
“aggressive” were discussed in a pre-study meeting with the ED 
staff. According to the study protocol, the psychologist was not 
allowed to exchange opinions with the ED doctor before his/
her evaluation. However, if an obvious concern about a risk 
situation for the mother–child dyad was raised, a communica-
tion between the two was allowed at the end of each evaluation.

To allow anonymity, every enrolled mother–child dyad 
was identified through a consecutive number, which was 
affixed to both the child’s data collecting sheet and the 
mother’s questionnaire.

Statistical analysis

Expecting a prevalence of children witnessed violence of 
15%, considering a level of significance of 5% and a preci-
sion of 5%, the minimal size of the sample was set at 196 
children. Prevalence of witnessed violence was expressed 
as the proportion of children whose mothers tested positive 
for IPV according to the WAST score and the total number 
of enrolled children. The descriptive analysis was reported 
as frequency and percentage for the categorical variables 
and as median and interquartile range (IQR) for quantitative 
variables. Mothers and children tested positive and negative 
for IPV and witnessed violence respectively were compared 
by the chi-square test or the exact Fisher test for categorical 
variables and the Wilcoxon-Mann–Whitney test for continu-
ous variables. A p-value < 0.05 was considered statistically 
significant. All analyses were conducted using SAS soft-
ware, version 9.4 (SAS Institute Inc., Cary, NC, USA).
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Results

A total of 212 mother–child dyads were considered eligible 
for participation in the study. During the study period, the 
pediatric ED of our Institute was applying measures to con-
trol the spread of COVID-19; thus, each child was allowed to 
be accompanied by only one parent: therefore, all the attend-
ing mothers were unaccompanied by their partner and no 
one of the eligible women was excluded from participation 
in the study. Remarkably, none of the mothers who were 
proposed to take part in the survey refused to participate, 
and all completed the questionnaire entirely. One hundred 
forty-one women (66.5%) fulfilled the blank space of the 
questionnaire with their opinion about being involved in the 
research, expressing high appreciation in all cases.

Out of 212 participating mothers, 43.9% displayed a posi-
tive WAST test (Table 2). The demographical characteristics 
of the enrolled mothers are reported in Table 1. Table 2 sum-
marizes the study findings regarding the mothers’ popula-
tion. The demographical characteristics and the study find-
ings on the children population are reported in Table 3.

Discussion

This study shows a 43.9% prevalence of IPV among mothers 
attending a pediatric ED, and likely a similar exposure to 
witnessed violence among their children. To our knowledge, 
only two previous studies investigated this issue in the same 
setting [15, 16]: while consistent with the previous finding 
by Newman et al. (52%) [16], the prevalence of IPV in this 
sample is considerably higher than the following observa-
tion by Randell et al. (11%) [15]. However, the study period 

coincided with the COVID-19 pandemic, which brought to 
an escalation of domestic violence worldwide [20]. In Italy, 
comparing the period between March and June 2020 with 
the same period of the previous year, a rise of the 73% in the 
number of help-seeking calls for violence has been observed, 
taking place at home in 93.4% of cases and being witnessed 
by children in 64.1% [21].

Comparing women with positive and negative WAST, 
no statistically significant difference was noted in terms 
of mothers’ age: while younger women are traditionally 
considered at higher risk of abuse compared to older 
women, more recent findings denied this association [21], 
reflecting the universal trend towards a more transversal 
diffusion of domestic violence. Similarly, in contrast with 
previous literature [22], no differences were found in the 
frequency of IPV when considering marital status. In 
accordance with previous findings, no differences were 
observed in the number of children per woman [23]. This 
study showed a higher incidence of IPV in Italian moth-
ers, confirming the previous observation that pertaining 
to ethnic minorities does not constitute a risk factor for 
abuse [20]. The only statistically significant differences 
in terms of baseline characteristics between IPV and non-
IPV-subjected women in this study were the lower age 
at school withdrawal in abused mothers (confirming the 
previous finding by Randell et al. [15]) and the higher rate 
of unemployment and part-time jobs.

The use of the WAST items to assess the relation-
ship with the partner’s family showed that women who 
screened positive faced significantly more tensions 
with the partner’s family members compared to women 
screened negative. Interestingly, the same difference was 
noticed when examining the relationship with members of 

Table 1  Mothers’ demographic 
characteristics

* Exact Fisher test

Negative WAST, 
n = 119 (56.1%)

Positive WAST, 
n = 93 (43.9%)

p value

Age, median (IQR) 40 (36–44) 39 (33–44) 0.15
Marital status, n (%) 0.67*
  Married 81 (68.1) 69 (74.2)
  Unmarried 27 (22.7) 15 (16.1)
  Separated 4 (3.4) 4 (4.3)
  Divorced 7 (5.9) 5 (5.4)
Pregnant at the time of the study, n (%) 4 (3.4) 5 (5.4) 0.51*
Number of children, median (IQR) 2 (1–2) 1 (1–2) 0.10
Italian, n (%) 104 (87.4) 66 (71.0) 0.003
Age at school dropout, median (IQR) 23 (19–24) 19 (18–23) 0.0002
Working pattern, n (%) 0.001
  Unemployed 40 (33.6) 42 (45.2)
  Part-time employment 35 (29.4) 38 (40.9)
  Full-time employment 44 (37.0) 13 (14.0)

2698 European Journal of Pediatrics (2022) 181:2695–2703

4



1 3

Table 2  Study findings on the mothers’ population

Negative WAST, n = 119 (56.1%) Positive WAST, n = 93 (43.9%) p value

Total WAST score, median (IQR) 0 (0–2) 9 (5–10)
WAST questions, n (%)
1. In general, how would you describe your relationship with your partner?
  2—a lot of tension 2 (1.7) 49 (52.7)
  1—some tension 24 (20.2) 43 (46.2)
  0—no tension 93 (78.2) 1 (1.1)
2. Do you and your partner work out arguments with?
  2—great difficulty 0 (0.0) 48 (51.6)
  1—some difficulty 19 (16.0) 43 (46.2)
  0—no difficulty 100 (84.0) 2 (2.2)
3. Do arguments ever result in you feeling down or bad about yourself?
  2—often 2 (1.7) 54 (58.0)
  1—sometimes 44 (37.0) 37 (39. 8)
  0—never 73 (61.3) 2 (2.2)
4. Do arguments ever result in hitting, kicking or pushing?
  2—often 0 (0.0) 6 (6.4)
  1—sometimes 0 (0.0) 18 (19.4)
  0—never 119 (100.0) 69 (74.2)
5. Do you ever feel frightened by what your partner says or does?
  2—often 0 (0.0) 47 (50.5)
  1—sometimes 1 (0.8) 37 (39.8)
  0—never 118 (99.2) 9 (9.7)
6. Has your partner ever abused you physically?
  2—often 0 (0.0) 5 (5.4)
  1—sometimes 0 (0.0) 15 (16.1)
  0—never 119 (100.0) 73 (78.5)
7. Has your partner ever abused you emotionally?
  2—often 0 (0.0) 40 (43.0)
  1—sometimes 5 (4.2) 43 (46.2)
  0—never 114 (95.8) 10 (10.8)
8. Has your partner ever abused you sexually?
  2—often 0 (0.0) 2 (2.2)
  1—sometimes 0 (0.0) 3 (3.2)
  0—never 119 (100.0) 88 (94.6)
Additional questions, n (%) Negative WAST, n = 119 (56.1%) Positive WAST, n = 93 (43.9%) p value
Tense/very tense relationship with:
  - The own family 12 (10.1) 24 (25.8) 0.002
  - The partner’s family 24 (20.2) 43 (46.2) < .0001
Difficulties in the resolution of arguments with:
  - The own family 15 (12.6) 19 (20.4) 0.12
  - The partner’s family 28 (23.5) 39 (41.9) 0.004
Sadness and sense of guilt resulting from arguments with:
  - The own family 36 (30.3) 23 (24.7) 0.37
  - The partner’s family 30 (25.2) 38 (40.9) 0.02
Physical aggression resulting from arguments with:
  - The own family 0 (0.0) 1 (1.08) 0.44*
  - The partner’s family 1 (0.8) 2 (2.2) 0.58*
Fear resulting from the attitude of:
  - The own family 1 (0.8) 10 (10.8) 0.001*
  - The partner’s family 6 (5.0) 26 (28.0) < .0001
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their own family, supporting previous observations on the 
intergenerational perpetuation of violence [9].

Significantly more mothers in the positive group self-
reported poor personal health status compared to the 

negative group, disclosing a higher level of stress, and 
a higher frequency of autonomic and psychological dis-
orders, including sleep disturbances, self-reported anxi-
ety and depression, and physical injuries. This data is in 

NA, not applicable
* Exact Fisher test

Table 2  (continued)

Negative WAST, n = 119 (56.1%) Positive WAST, n = 93 (43.9%) p value

Physical aggression by:
  - The own family 2 (1.7) 0 (0.0) 0.51*
  - The partner’s family 1 (0.8) 2 (2.2) 0.58*
Sexual coercion by:
  - The own family 0 (0.0) 0 (0.0) NA
  - The partner’s family 0 (0.0) 0 (0.0) NA
Psychological abuse by:
  - The own family 2 (1.7) 16 (17.2) < .0001*
  - The partner’s family 7 (5.9) 33 (35.5) < .0001
Intense criticism by:
  - The partner 10 (8.4) 82 (88.2) < .0001
  - The own family 9 (7.6) 13 (14.0) 0.13
  - The partner’s family 12 (10.1) 31 (33.3) < .0001
Concern of impact on children of the tensions 

within the couple
101 (84.9) 77 (82.8) 0.68

Concern of impact on children of the tensions 
with other family members

96 (80.7) 77 (82.8) 0.69

Poor mother’s health condition 0 (0.0) 8 (8.6) 0.001*
High level of stress in the last 12 months 71 (59.7) 83 (89.2) < .0001
Sources of stress in the last 12 months:
  Relationship with the partner 11 (9.2) 58 (62.4) < .0001
  Relationships with other family members 42 (35.3) 62 (66.7) < .0001
  Work 15 (12.6) 18 (19.4) 0.18
  Friendships 6 (5.0) 9 (9.7) 0.19
  Health 36 (30.3) 36 (38.7) 0.20
  Finance 7 (5.9) 14 (15.0) 0.03
Availability of a confident 112 (94.1) 49 (52.7) < .0001
Poor quality of sleep in the last 12 months 40 (33.6) 72 (77.4) < .0001
Tiredness at awakening in the last 12 months 46 (38.7) 78 (83.9) < .0001
Physical injuries in the last 12 months 11 (9.2) 21 (22.6) 0.01
Use of medicines in the last 12 months 28 (23.5) 13 (14.0) 0.08
Hospital admissions in the last 12 months 27 (22.7) 17 (18.3) 0.43
Symptoms during the last month:
  Difficulties in sleeping 39 (32.8) 64 (68.8) < .0001
  Nightmares 56 (47.1) 78 (83.9) < .0001
  Concentration difficulties 29 (24.4) 60 (64.5) < .0001
  Reduced decisional ability 13 (10.9) 51 (54.8) < .0001
  Feeling unable to overcome difficulties 25 (21.0) 61 (65.6) < .0001
  Feeling uselessness 15 (12.6) 49 (52.7) < .0001
  Feeling under pressure 43 (36.1) 68 (73.1) < .0001
  Anxiety 73 (61.3) 86 (92.5) < .0001
  Panic attacks 19 (16.0) 46 (49.5) < .0001
  Auditory hallucinations 6 (5.0) 44 (47.3) < .0001

2700 European Journal of Pediatrics (2022) 181:2695–2703

6



1 3

accordance with previous literature, showing an associa-
tion of poor maternal psychological [24] and physical [25] 
health with both recent and past IPV [26]. Nevertheless, 
no difference was observed between IPV and non-IPV 
mothers in terms of frequency of hospital admissions, con-
firming the findings by Newman et al. [16] and Randell 
et al. [15]. These authors observed that abused mothers 
reported seeking care in the ED for child-related issues 
twice as often as for their own health issues: this under-
scores the opportunity offered by the pediatric ED settings 
to screen for IPV.

In the current study, mothers in the positive and negative 
group were equally concerned about the possible impact on 
their child wellbeing of the difficulties in the relationship 
within the couple or with other family members. This data 
confirms the previous observation by Duffy, in whose study 
half of the surveyed mothers expressed their concern about the 
emotional effect of violence exposure on their children [16].

As far as children are concerned, the negative outcomes 
of IPV on physical growth and development are well known 
[8, 27, 28], including a greater frequency of internalizing and 
externalizing behaviors [29, 30]. Accordingly, in the present 
study, a higher frequency of abnormal psychological-emo-
tional status at the time of the pediatric ED attendance was 
displayed by children screened positive for violence expo-
sure compared to the negative group, together with a higher 
frequency of sleep disturbances. Consistent with the findings 
by Newman et al. [16] and Randell et al. [15], no statistically 

significant differences were observed between the groups 
of children tested positive and negative for witnessed vio-
lence, in terms of frequency of chronic baseline conditions 
and types of diagnosis at discharge. However, psychiatric 
diagnoses were three times more common in the positive 
group than in the negative group. The lack of identifying 
markers of violence in children’s conditions strengthens the 
need for routine screening for violence exposure, to interrupt 
the cycle of violence.

This study has several limitations. Enrollment relied on 
the presence of an enrolling psychologist in the hospital, 
which was limited to daytime. Due to the anonymous col-
lection of data, we could only rely on mothers’ reports of 
their symptoms and were therefore unable to assess the 
frequency of psychological as well as medical disorders 
in the participating women. For the same reason, we were 
not able to investigate the presence of baseline psychiatric 
diagnoses in the children population. Children’s emotional 
state at the time of discharge from the ED was evaluated by 
the blind ED physicians on the ground of their experience, 
and no validated tool was used. Similarly, while the medical 
condition and/or undergone procedures may have interfered 
with the child’s emotional expressions, this was not formally 
addressed through a dedicated tool, but simply endorsed by 
the ED physician when evaluating the child’s emotional 
state. Another limit is that the nurses’ opinion and evaluation 
of the child’s emotional state was not considered. Moreover, 
children exposure to witnessed violence was inferred from 

Table 3  Children demographic 
characteristics and study 
findings

* Exact Fisher test

Negative WAST, 
n = 119 (56.1%)

Positive WAST, 
n = 93 (43.9%)

p value

Female, n (%) 55 (46.2) 36 (38.7) 0.27
Age, median (IQR) 6 (1–12) 7 (2–13) 0.28
Baseline medical condition, n (%) 5 (4.2) 7 (7.5) 0.30
Sleep disturbances, n (%) 18 (15.1) 25 (26.9) 0.04
Duration of sleep disturbances, n (%) 0.68*
   < 1 week 112 (94.1) 85 (91.4)
  1 week–1 month 5 (4.2) 6 (6.4)
  1–3 months 0 (0.0) 1 (1.1)
   > 3 months 2 (1.7) 1 (1.1)
Psychological-emotional state at the time of 

the ED attendance, n (%)
0.002*

  Normal 98 (82.4) 57 (61.3)
  Excessively calm 4 (3.4) 10 (10.8)
  Aggressive 0 (0.0) 3 (3.2)
  Anxious 17 (14.3) 23 (24.7)
Diagnosis at discharge, n (%) 0.10*
  Medical 101 (84.9) 74 (79.6)
  Functional 14 (11.8) 9 (9.7)
  Psychiatric 4 (3.4) 10 (10.8)

2701European Journal of Pediatrics (2022) 181:2695–2703

7



1 3

IPV, and we did not directly assess it from children able 
to be interviewed. The points of strength included its pro-
spective design, the unique dedicated enrolling psychologist 
with experience in the field of IPV, the high rate of mothers’ 
participation in the study, the use of a standardized validated 
questionnaire, and the time gap with the only two similar 
previous studies (dated back to 1999 [16] and 2005 [15]).

Conclusion

This study shows that IPV is common in a population of 
mothers seeking care for their children in a pediatric ED. 
The high rate of participation in the study confirms that 
validated screening tools like the WAST are useful and well 
accepted by women. The lack of differences in terms of 
demographical characteristics of the participating women, 
as well as baseline and acute diagnoses in their children, 
supports the need for a widespread screening application 
and awareness by healthcare professionals.
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