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A B S T R A C T

Intimate partner violence (IPV) is a major global concern, and IPV victim-survivors are at an increased risk of
brain injury (BI) due to the physical assaults. IPV-BI can encompass both mild traumatic brain injury (mTBI) and
non-fatal strangulation (NFS), but IPV-BI often goes undetected and untreated due to a number of complicating
factors. Therefore, the clinical care and support of IPV victim-survivors could be enhanced by BI screening and
assessment in various settings (e.g., first responders, emergency departments, primary care providers, rehabili-
tation, shelters, and research). Further, appropriate screening and assessment for IPV-BI will support more ac-
curate identifications, and prevalence estimates, improve understanding of health implications, and have the
potential to inform policy decisions. Here we overview the seven available tools that have been used for IPV-BI
screening and assessment purposes, including the BISA, BISQ-IPV, BAT-L/IPV, OSU TBI-ID, the HELPS, and the
CHATS, and outline the advantages and disadvantages of these screening tools in the clinical, community, and
research settings. Recommendations for further research to enhance the validity and utility of these tools are also
included.

1. Intimate partner violence-related brain injury (IPV-BI) is a
common and serious health issue that often goes undetected

Intimate partner violence (IPV) is a major socioeconomic and med-
ical issue worldwide. IPV can include physical, sexual, financial, and

psychological abuse from a former or current intimate partner, as well as
stalking behaviours and coercive control (World Health Organisation,
2024). Although all genders experience IPV, women suffer IPV, as well
as related mortality and morbidity, at higher rates (Australian Institute
of Health and Welfare, 2024). Globally, approximately 30% of women
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over the age of 15 are estimated to have experienced physical and/or
sexual IPV during their lives (Devries et al., 2013). There is substantial
variability across regions and demographic groups, with immigrants,
refugees, women experiencing disability, BIPOC women, 2SLGBTQIA+
individuals, women from rural areas and lower socioeconomic groups
being disproportionately impacted by IPV (World Health Organisation,
2024). IPV can significantly affect the victim-survivor’s quality of life
and lead to various psychological, cognitive, physical, and neurological
consequences (Raskin et al., 2024). Physical health implications can
include acute injuries such as bruises, lacerations, punctures, broken
bones or teeth, as well as long-term disability and chronic problems such
as injuries to the eyes, ears, abdomen, and head (World Health Orga-
nization, 2012). Insults to the head can cause brain injuries (BI), which is
often overlooked despite the serious potential for long-term re-
percussions. For the purpose of this review, the term BI is used to
encompass insults that may injure the brain. Specifically, this may
include traumatic brain injuries (TBI), a clinically diagnosable condition
that can range in severity from mild to moderate to severe. In addition,
the term BI can include insults that do not meet the criteria for TBI
diagnosis (e.g., subconcussive impacts or strangulation).

During physical attacks, IPV perpetrators commonly target the head,
neck, and face, which can cause BI (Dams-O’Connor et al., 2023). Up to
75% of women who have experienced IPV have suffered a BI during an
IPV episode, with as many as up to 92% of victim-survivors reporting
hits to the head or the face during an abusive relationship (St. Ivany and
Schminkey, 2016; Jackson et al., 2002). Mild traumatic brain injury
(mTBI), often referred to as concussion, accounts for ~80% of all TBI
cases and is the most common form of IPV-BI (Ruff et al., 2009). How-
ever, the true lifetime prevalence of mTBI among IPV victim-survivors is
unknown due to under-reporting of IPV, low rates of IPV
victim-survivors seeking medical care, and mTBI often going unrecog-
nised in this population (Corrigan et al., 2001). mTBI can occur as a
result of several different mechanisms during IPV episodes, such as
being hit in the head, being thrown into objects, or being violently
shaken (Smirl et al., 2019). Another overlooked potential mechanism of
injury among victim-survivors is non-fatal strangulation (NFS). NFS
involves the compression of the airway or blood vessels in the neck,
restricting oxygen and blood flow to the brain, and can lead to anoxic,
hypoxic, ischemic and reperfusion injury (De Boos, 2019; Huibregtse
et al., 2022). NFS, while not classified as a TBI, can more broadly be
classified under the term BI. As such, the acronym IPV-BI, used in this
review, is used to describe all BI sustained in the context of IPV (e.g.,
TBI, mTBI, NFS, repeated subconcussive impacts that do not result in the
signs or symptoms required for formal TBI diagnosis).

Repeated instances of IPV-BI are common and those living in abusive
relationships may experience multiple BIs in short succession. For
example, one study found a frequency of 3–4 injuries per week (Valera
and Kucyi, 2016). In contrast, in settings such as sports, injured athletes
must wait with concussion management plans before returning to play
to allow for the brain to recover (Pfaller et al., 2016). As such, the cu-
mulative impacts and multiple mechanisms of IPV-BI may have more
severe consequences on cognitive, neurological, and psychological
functioning (Brand et al., 2023). Therefore, it is important for medical
and social support professionals to recognise and screen for BI symptoms
as these different mechanisms combined with the often-repetitive nature
of the violence may result in compounded chronic impacts that nega-
tively impact quality of life and daily function (Esopenko et al., 2024).

1.1. Screening and assessment of IPV-BI

Although awareness surrounding IPV-BI is slowly growing, research
has demonstrated IPV victim-survivors are not routinely screened for BI
even when they present with symptoms consistent with a BI at emer-
gency or social support services (St. Ivany and Schminkey, 2016). The
rate of screening for IPV-BI within victim-survivors is not well estab-
lished in the literature, however, one New Zealand study found that less

than 1% of patients presenting in hospitals who experienced IPV were
screened for BI, and 0.6% were screened for NFS over the course of four
years (King et al., 2023). Early detection and correct diagnosis of BI
among IPV victim-survivors is important during initial examinations to
ensure correct clinical care and rehabilitation for injuries.

The detection and diagnosis of IPV-BI can be done using screening
and assessment tools. Importantly, screening tools or tests aim to briefly
assess the likelihood of a disease (Maxim et al., 2014). In this setting, an
IPV-BI screening tool would evaluate the potential presence of an injury
to the head or neck within a victim-survivor. A positive screen would
require further evaluation potentially with an assessment tool, which is
more comprehensive and provides additional information related to
IPV-BI and, as such, may assist in diagnosis and clinical management
(Substance Abuse and Mental Health Services Administration, 2009).
There are a number of reasons for the inadequate screening and diag-
nosis of IPV-BI. These include a lack of awareness among healthcare
workers to ask about hits to the head and/or strangulation (Haag et al.,
2019), physical or more severe injuries taking precedence (Esopenko
et al., 2024), the non-specific nature of BI symptoms, and the reliance on
self-reported symptoms (Esopenko et al., 2024; St. Ivany and Schmin-
key, 2016; Oakley et al., 2021). Importantly, there is also a lack of a gold
standard, universal screening tool and assessment in the setting of
IPV-BI (Esopenko et al., 2024). Discussion groups of frontline workers
reported that service providers were unprepared to identify symptoms
and signs of BI, which prevented them from knowing what to ask when
dealing with IPV victim-survivors (Nicol et al., 2021). Further, there was
a lack of widespread awareness of IPV-BI and a poor understanding of BI
recourses (Haag et al., 2019). In addition, when IPV victim-survivors
present in healthcare settings, such as an emergency department, pro-
viders often prioritise assessing and treating visible injuries such as
broken bones and lacerations before screening for any potential BIs
(Esopenko et al., 2024). Emergency departments are also time-pressured
environments, where staff are navigating several challenges, such as
high wait times, high patient volume, aggressive patients, and treating a
large number of patients (Tjan et al., 2024). With limited knowledge and
awareness of IPV-BI among healthcare workers and time-pressured work
environments, some staff may overlook screening for BI after treating
obvious physical injuries. There is also substantial overlap between
post-concussive symptoms and psychiatric conditions, such as PTSD,
depression, and anxiety disorders (Howlett et al., 2022) adding to the
complexity of identifying BIs among victim-survivors. Despite these
challenges, clinicians are in a unique position to help prevent further IPV
by identifying victim-survivors and injuries (Ahmad et al., 2017).

Given the importance of diagnosing and detecting IPV-BI, developing
and implementing screening and assessment tools for IPV-BI are crucial.
A growing number of researchers, healthcare professionals, and other
stakeholders have been calling for a gold-standard screening tool for
IPV-BI. In general, existing non-IPV-specific TBI screening tools are
insufficient to capture the complex and unique nature of IPV-BI appro-
priately (e.g., specific to TBI and does not encompass other forms of BI
common in IPV, such as NFS; Dams-O’Connor et al., 2023). Goldin et al.
(2016) highlighted a need for clinically validated IPV-BI screening tools
assessed for accuracy and reliability to meet clinical standards, as most
methods were developed for research purposes. Esopenko and col-
leagues (2024) also emphasised the need for a gold standard screening
tool for early detection of IPV-BI in a healthcare setting, as lengthy
screening tools used for research are not feasible in clinical practice.
Notably, the goals and intention of screening and assessment tools
within a clinical setting (i.e. identification, diagnosis and clinical man-
agement) differ from those within a research setting. Within the context
of research, however, standardized tools will help identify key metrics of
interest within research, such as the confirmation of IPV-BI history, the
extent of IPV-BI history (i.e.estimates of injury load) and the time since
the last injury (de Souza et al., 2024; Pebole et al., 2024; Smirl et al.,
2019). A better understanding of these metrics will facilitate the trans-
lation of characterisation research into detection and treatment
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research, which will improve the clinical care of IPV-BI.
This narrative review aims to highlight the current state of the field

on IPV-BI screening and assessment tools. This was achieved through a
comprehensive literature search in the PubMed database. We used the
search terms ‘TBI’, ‘traumatic brain injury’, ‘brain injury’, and
‘screening’ in combination with ‘IPV’, intimate partner violence’, ‘do-
mestic violence’, and ‘IPV-BI’. The search included all publication years
but was narrowed down to only instruments used or recommended for
use among IPV populations (Esopenko et al., 2024; Goldin et al., 2016).
Overall, seven screening/assessment tools used in the context of IPV-BI
were identified. All were identified via literature search with an updated
version of one tool (the CHATS) being identified by a co-author. This
paper will provide an overview of these tools, assess their advantages
and disadvantages in clinical, community, and research settings, and
provide recommendations for the further development and imple-
mentation of these instruments.

1.2. Overview of screening and assessment tools

1.2.1. The brain injury severity assessment (BISA)
The BISA is a structured interview developed by Valera and Beren-

baum in 1997, and to our knowledge was the first published IPV-BI
assessment tool. The BISA includes several questions about experi-
ences that may have happened to the respondent – for example, losing
consciousness, feeling dizzy, memory problems, and hospital trips –
after something their partner has done. The BISA has 15 questions, with
additional follow-up questions and prompts if the respondent answers
‘yes’, to determine the severity, recency, and frequency of the symp-
toms. Six of the questions are IPV specific, with the remaining nine
prompting for symptoms (e.g., LOC) related to other BI incidents, which
occurred in other contexts, such as a car crash. In 2003, Valera and
Berenbaum included a BI severity score in the BISA interview to score
the recency and number of inferred BIs. The score is between one and
eight, where scores below four represent little to no potential IPV-BI and
scores above five indicate significant IPV-BI exposure. Higher scores
represent more frequency, recency, and more severe IPV-BI (Valera and
Berenbaum, 2003). The BISA has mostly been used to examine BI among
chronic IPV victim-survivors from community-based centres/shelters for
research purposes (Adhikari et al., 2024; Daugherty et al., 2022;
Maldonado-Rodriguez et al., 2021; Quiroz Molinares et al., 2023; Saadi
et al., 2022; Smirl et al., 2019; Wallace et al., 2024). A scoping review
done in 2022, found the BISA produced some of the highest estimates of
prevalence rates of IPV-BI, ranging from 74% to 100%. This higher
prevalence compared to other screening tools could be due to the
broader definition incorporated in the BISA (Campbell et al., 2022).
Although the BISA has not yet been validated/compared to current mTBI
diagnosis standards (e.g., ACRM), it is the most used IPV-BI assessment
tool in the literature. However further work is still needed to validate the
BISA as an accurate measure of clinical BI and to establish its utility in a
clinical setting.

1.2.2. Brain injury screening questionnaire with the IPV module (BISQ-
IPV)

Dams-O’Connor and colleagues developed the Brain Injury Severity
Questionnaire to assess the lifetime history of TBI (Dams-O’Connor
et al., 2014). In 2023, the authors adapted the BISQ for use with IPV
populations by including additional IPV context cues. The final
BISQ-IPV includes seven items for specific IPV-related contexts and
behaviours. Specifically, the questionnaire asks, “Has an intimate part-
ner ever done any of the following to you?” It then lists seven prompts of
possible injury mechanisms: push/shoved, used fist or object to hit the
head, broken teeth/jaw, caused injury to ears/eyes, stran-
gled/suffocated, violently shook, or caused any other injuries to the
head, neck, or face. Follow-up prompts ask the respondent if they have
ever lost consciousness or been dazed or confused, and if so, how many
times and the longest duration. The questionnaire also includes two

broader queries related to the number and duration of violent re-
lationships. These two broader questions quantify IPV exposure
(Dams-O’Connor et al., 2023). The BISQ-IPV is a relatively new tool in
the field of IPV-BI. Two research articles have used the BISQwith the IPV
module. Dams-O’Connor et al., (2023) introduced the BISQ-IPV into a
longitudinal TBI study (Edlow et al., 2018) to assess the IPV module
alongside the original BISQ among community members with a TBI.
Dams-O’Connor et al., (2023) concluded using structured cueing of
IPV-specific contexts detects greater IPV-BI and violent BI. De Souza
et al. (2024) used the BISQ-IPV to characterise the lifetime history of
head trauma related to IPV exposure in those who completed the
BISQ-IPV as part of the same longitudinal TBI study (Edlow et al., 2018).
Therefore, the prevalence of IPV-BI, as measured by the BISQ-IPV, was
100% in both studies. This prevalence rate is unsurprising, considering
the inclusion criteria of the studies (i.e., all participants had at least one
TBI). Further research is needed using the BISQ-IPV to detect IPV-BI in
unbiased community and clinical samples of IPV victim-survivors.
Research is also needed to validate the BISQ-IPV tool in both research
and acute detection to ensure accuracy, reliability, and confidence in the
tool.

1.2.3. Boston assessment of traumatic brain injury for female survivors of
IPV (BAT-L/IPV)

The Boston Assessment of TBI-Lifetime (BAT-L) interview was
developed by Fortier and colleagues in 2014 to assess the lifetime his-
tory of TBI in post-9/11 veterans, using a semi-structured clinical
interview (Fortier et al., 2014). The BAT-L was adapted and validated for
use specifically among women victim-survivors of IPV in 2022 (Fortier
et al., 2022). The BAT-L/IPV first asks questions about the respondent’s
most severe head injury from their first abusive relationship. The
questions include prompts for IPV-specific contexts such as being
strangled/choked, shaken, attacked with a weapon, or thrown down-
stairs. Further questions ask the respondent about what they remember,
changes to their vision/hearing, LOC, and symptoms they may have
experienced following the event (e.g., headaches, nausea, sensory
changes). These questions are repeated for subsequent head injuries and
abusive relationships. The interview then asks the questions again about
any other head injuries sustained outside of IPV contexts. The
BAT-L/IPV was validated as a clinical interview for screening IPV-BI by
comparing the diagnosis of TBI with the Ohio State University TBI
identification method (OSUTBI-ID) criterion and demonstrated high
diagnostic agreement with the OSU TBI-ID (Fortier et al., 2022). Past
research has used the tool for its ability to differentiate acute TBI
symptoms from other co-occurring physiological and psychological re-
actions post-trauma exposure (Galovski et al., 2021, 2022; Likitlersuang
et al., 2022; Pebole et al., 2024). Past research has used the BAT-L/IPV
on chronic IPV participants in research and community contexts.
Further work is needed to understand the utility of the BAT-L/IPV in a
clinical setting.

1.2.4. Ohio state university traumatic brain injury identification method
(OSU TBI-ID)

The Ohio State University TBI Identification Method (OSU TBI-ID) is
a structured interview designed to determine self-reports of TBI occur-
ring in a person’s lifetime. The OSU TBI-ID first asks questions regarding
the history of head or neck injuries in the contexts of childhood, vehicle
accidents, sports injuries, blasts or explosions, or from being hit, or
violently shaken. The interviewer will then ask about LOC from any of
the above injuries and about multiple head impacts. Although the OSU
TBI-ID is not an IPV-BI-specific tool, the prompt for being hit or violently
shaken has led researchers to indicate its use in the IPV-BI literature
(Corrigan and Bogner, 2007). Limited IPV-BI research has employed the
OSU TBI-ID in IPV-BI contexts, but reviews have deemed the measure
adaptable for use with IPV populations (Esopenko et al., 2021, 2024).
Esopenko et al. (2021) specifically recommended the OSU TBI-ID be
used in combination with a tool that prompts for post-injury symptoms

A.D.Astridge Clarke et al. Neuroscience and Biobehavioral Reviews 167 (2024) 105912 

3 



(e.g., Rivermead Post-Concussion Symptom Questionnaire) to deter-
mine symptom severity. Turkstra et al. (2023) used the OSU TBI-ID for
IPV-BI-specific research. The tool was administered alongside the
Women Abuse Screening Tool to determine the lifetime prevalence of
TBI, and the lifetime prevalence of IPV, and to identify IPV-BI among
fracture clinic patients. Interestingly, screening for IPV identified more
patients with a TBI, but screening for TBI did not identify more patients
with IPV and suggests that screening should include both IPV and TBI
measures to ensure better identification of IPV-BI. The OSU TBI-ID was
found to meet the criteria for ease of administration and safe endorse-
ment of exposure (Goldin et al., 2016). Goldin and colleagues concluded
that with some minor adjustments, the OSU TBI-ID could be enhanced in
its applicability to IPV-BI; however, there are currently no published
studies that have employed this. Although the OSU TBI-ID is a validated
lifetime history of TBI tool (Corrigan and Bogner, 2007), further work is
still needed to ensure the accuracy of the tool in IPV-BI contexts.

1.3. HELPS screening tool

This screening tool uses the acronym HELPS to ask the respondent
about Hits to the head, Emergency room visits because of hits to the head,
Loss of consciousness, Problems and symptoms in daily life (where the
respondent needs to have at least 2 symptoms from a list of provided in
the screen, which includes headaches, dizziness, and anxiety), and if the
respondent has had any significant Sicknesses. The HELPS can be
administered by someone regardless of medical training. A positive
HELPS screen indicates a probable TBI, indicating the person needs
further diagnostic assessments (Picard et al., 1991). The HELPS
screening tool has been used in several research and clinical contexts to
screen for IPV-BI. One example of the HELPS utility in a clinical context
is outlined in Zieman et al. (2017) where patients were referred to a
neurology clinic from domestic violence and homeless shelters where
new residents are screened using the HELPS. This paper highlights the
potential effectiveness of screening tools in community care settings that
allow IPV victim-survivors to be referred to get the care they need. In
research settings the HELPS has been employed alongside other IPV
screening measures such as the Revised Conflict Tactics Scale (Gagnon
and DePrince, 2017) or the IPV Health History Questionnaire (Raskin
et al., 2024), to allow for IPV-specific screening. Past work employing
the HELPS in IPV populations has resulted in lower prevalence estimates
of IPV-BI (40–58%) and lower reports of NFS (52%; Campbell et al.,
2022), whereas research using IPV-BI-specific tools has reported higher
rates of NFS. For example, research using the BISA reported 64%
(Daugherty et al., 2022) and research using the BAT-L/IPV reported
78% (Pebole et al., 2024) among community samples of IPV
victim-survivors. The HELPS tool includes a note at the end of the tool to
inform the interviewer to also screen for instances of oxygen deprivation
including suffocation or near drowning. However, it does not specify
strangulation, which is an important contextual clue in the context of
IPV and may contribute to lower identification. As this tool is designed
for untrained professionals, context may be lost when screening for
IPV-BI. This speaks to the need for IPV-specific prompts in IPV-BI
screening tools and for better emphasis on NFS to allow for the detec-
tion of this injury mechanism (Raskin et al., 2024). Research has also
indicated the importance of terminology regarding NFS, where medi-
cally strangulation refers to the application of external pressure to the
throat but, among victim-survivors, this is often misreferred to as
choking (i.e., caused by an internal obstruction; Joshi et al., 2012).
Therefore, screening measures need to use clear terminology regarding
NFS in addition to the colloquial clarification. It also remains to be
determined whether a positive HELPS screen accurately predicts a BI
diagnosis upon clinical follow-up.

1.4. HELPS-IPV adaptation

There have been a few adaptations to the HELPS screening tool for

use in the context of IPV-BI. One adaptation (New York State Coalition
Against Domestic Violence, 2006) paralleled the categories of the HELPS
by asking the five prompts in the context of if a partner ever Hit them in
the head, if they visited the Emergency room after something their
partner did, if they ever Lost consciousness because of a partner’s ac-
tions, or if they ever had any physical Problems or were Sick. There are
additional prompts to ask about incident details. Oakley et al. (2021)
also adapted the HELPS screen to include an additional prompt about
strangulation, based on recommendations by Goldin et al. (2016). The
authors screened new emergency shelter residents and reported that
77.8% of participants screened positive for probable IPV-BI (Oakley
et al., 2021). Among the positively screened participants, 67% reported
NFS. These prevalence rates compared to the non-adapted HELPS indi-
cate the importance of having IPV and NFS prompts. Nicol et al. (2021)
recommended adapting the HELPS to include prompts for strangulation,
which is assessed in a conversational style as opposed to a formal
assessment. However, like its non-specific counterpart, it remains to be
determined whether a positive HELPS-IPV screen equates to a formal
clinical diagnosis.

1.5. CHATS

The CHATS screening tool was developed by the Ohio Domestic
Violence Network (ODVN) in 2019, to help identify and provide infor-
mation about IPV-BI and was recently updated to enhance BI identifi-
cation (Ohio Domestic Violence Network, 2024). The CHATS tool is a
short, five-item questionnaire to assess for probable head injury sus-
tained in the context of IPV by using prompts from the acronym. The
CHATS includes questions regarding being Choked, being Hit or hurt in
the head face or neck, being dazed, confused, dizzy, or blacked out After
being hurt, having Trouble with any of the symptoms listed (e.g.,
headaches, sleeping problems, depression, fatigue, etc), and seeing/th-
ought about Seeing a doctor or counsellor. It is important to note the use
of choked in this acronym could add to the misuse of terms around
strangulation. In the updated version of the CHATS, additional questions
were added under ‘C’ to prompts for strangulation, suffocation, oxygen
deprivation, and loss of Consciousness. The updated CHATS prompts for
head injuries sustained outside of IPV contexts (e.g., car accidents,
substance use, or falling). In addition to TBI related questions, the
CHATS probes broader issues that may be present in a crisis scenario.
Under ‘T’ ask the respondent if they are having trouble with social de-
terminants of health (i.e., access to food, housing, or utilities).
Furthermore, the CHATS also includes a guide for administrators
working with victim-survivors; this includes educational information
and ways to respond to mental health needs and suicide. These addi-
tional probes outside of TBI may help to direct clinical care priorities
particularly for non-medical professions. The CHATS has not yet been
used in the literature for IPV-BI but was recommended for use in the
Prasad Adhikari et al. (2023) review because of its specific IPV-related
prompts. The CHATS tool was developed by ODVN as part of their
CARE project and is designed for use by domestic violence agencies,
health care providers, law enforcement, court systems, clinicians, and
emergency responders (Ohio Domestic Violence Network, 2024).
Research is needed to validate the CHATS to determine its validity and
reliability in detecting IPV-BI and establish its use among professionals
working in a variety of IPV-related settings.

2. Summary of current screening and assessment tools and
important considerations

A summary of the abovementioned screening tools is shown in
Table 1. For each tool presented, we document the number of questions,
how the tool is administered, if the tool has IPV-specific prompts, the
key population, and past uses of each tool. Below we discuss important
considerations in their application including their length, administra-
tion, specificity, and alignment with current mTBI diagnostic criteria
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Table 1
Current screening and assessment tools used in the context of IPV-BI.

Tool Number of
questions

Administration IPV specific prompt
including NFS

Prompts for:
LOC/AMS/PTA

Key
population

Past uses/settings

BISA 15 Semi-structured
interview

Yes - NFS LOC/AMS/PTA IPV Research and
community

Adhikari et al., (2024); Daugherty et al., (2022); Maldonado-Rodriguez et al., (2021);
Quiroz Molinares et al., (2023); Saadi et al., (2022); Smirl et al., (2019); Wallace et al., (2024)

BISQ-IPV 9 Self-reported
questionnaire

Yes + NFS LOC/AMS IPV Research and
community

Dams-O’Connor et al., (2023); de Souza et al., (2024)

BAT-L/IPV 11 Semi-structured
interview

Yes + NFS LOC/AMS/PTA IPV Community, and
research

Galovski et al., (2021), (2022); Likitlersuang et al., (2022); Pebole et al., (2024)

OSU TBI-ID 5 Semi-structured
interview

No LOC/AMS/PTA General Clinical, community,
and research

Turkstra et al., (2023)

HELPS 5 Structured interview and
questionnaire

No LOC General Clinical, community,
and research

Gagnon and DePrince, (2017); Zieman et al., (2017)

HELPS IPV
adaptations

20 Structured interview and
questionnaire

Yes + NFS LOC IPV Clinical, community,
and research

Manoranjan et al., (2022); Oakley et al., (2021); Turkstra et al., (2023)

CHATS 5 Questionnaire Yes + NFS LOC IPV ​ ​

LOC = loss of consciousness; AMS = alterations in mental status (dazed and confused); PTA = post-traumatic amnesia.
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(summarised in Table 2).

2.1. Length of the screening and assessment tools

The number of questions for the screening and assessment tools
ranged from five to 20 prompts. Assessment tools use an interview
format (BISA, BAT-L/IPV, OSU TBI-ID) and have additional prompts for
questions where participants answered yes. The OSU TBI-ID, HELPS,
HELPS-IPV, and CHATS have five prompts and may be useful in clinical
and emergency settings for rapid screening of probable BI to indicate if
further assessments are required (Prasad Adhikari et al., 2023). Tools
with more than 10 questions may be less practical for emergency or
frontline workers to administer in a high-stress and time-pressured work
environment. The longer interview assessment tools may be more useful
in a community or non-crisis setting where research and further clinical
diagnostic assessments (i.e., diagnosis of persistent post-concussive
symptoms) typically occur. Tools such as the BISQ-IPV, BAT-L/IPV,
and the BISA allow for a more comprehensive understanding of the
violence and quantification of the injuries sustained as these tools have
more prompts that are IPV-specific.

2.1.1. Administration
Administration of mTBI screening and assessment tools can vary

from self-reported questionnaires to structured interviews. Self-report
measures are currently the gold standard method to detect a history of
mTBI (HCH Clinicians Network, 2008). The highlighted tools (Table 1)
all use a self-reported design , where information about BI is collected
from the patients recounts. The BISQ-IPV is the only self-reported
questionnaire IPV-BI tool, although the HELPS and CHATS can be
administered in questionnaire format. The BISQ-IPV is the only
self-reported questionnaire IPV-BI tool. There is some evidence that IPV
victim-survivors may prefer the questionnaire method as it can be
perceived as more private and less confrontational than face-to-face
interviews (Kataoka et al., 2010; Macmillan et al., 2006). Question-
naires are beneficial for their ease of administration, efficiency, can be
completed without a professional, and can be included in intake pack-
ages when IPV survivors visit community shelters or emergency de-
partments. Questionnaires can, however, miss important information as
they are subject to the interpretation of the victim-survivor and do not

accommodate language barriers, and lack clinical observation. These
limitations can be overcome by a clinician reviewing the questionnaire
and asking follow-up questions (Goldin et al., 2016). Although the re-
searchers who adapted the BISQ to include the IPV module recommend
the administrator be trained to provide operational definitions, the
mode of administration increases the utility of this screening tool for
outside research contexts. For example, frontline paramedics and police
officers responding to IPV incidents could add the questionnaire to their
current protocols and assessments. Therefore, implementation of the
BISQ-IPV in a clinical context could be beneficial for IPV-BI assessment.
Notably, the CHATS can be administered in both a questionnaire and an
interview format. The option of both formats is crucial due to the het-
erogeneity of post-injury presentation for victim-survivors. Having both
options allows for rapid and trauma-informed decisions surrounding
IPV-BI screening.

The other tools (BISA, BAT-L/IPV, OSU TBI-ID, HELPS, and CHATS)
use interviews to ask victim-survivors certain questions about acquiring
possible TBI. Interviews offer clinician observation and immediate
follow-up, providing more accurate and comprehensive injury infor-
mation that could help with service and treatment delivery. However,
using interviews to determine the history of IPV-BI can be time-
consuming and require additional training for interviewers (Goldin
et al., 2016). Due to the training and time requirements, interview
screening tools’ utility may be better suited for research, non-crisis, or
chronic settings.

2.1.2. Specificity to IPV populations
Five of the seven tools outlined in this review (i.e. BISA, BISQ-IPV,

BAT-L/IPV, CHATS and HELPS-IPV) include IPV-specific prompts.
These prompts/questions serve as recall cues for specific contexts and
behaviours that occur during IPV episodes to query any potential BIs.
Evidence has shown victim-survivors are more likely to disclose violence
and subsequent injuries if asked or prompted directly about IPV (Goldin
et al., 2016). Therefore, tools need to include specific IPV-related
questions. The OSU TBI-ID and the original HELPS are intended for
use in the general population, therefore, they lack IPV-specific prompts.
The OSU TBI-ID includes a prompt that queries if the respondent has
ever sustained a head or neck injury from being in a fight, being hit, or
being violently shaken, but does not specify whether this has occurred

Table 2
Advantages and disadvantages of the screening tools.

Tool Advantages Disadvantages

BISA Aligns with ACRM mTBI diagnostic criteria.
Well established across the literature.
Assesses for BI sustained outside of IPV contexts.

Not validated as a TBI or IPV measure.

BISQ-IPV Easy administration.
Uses a questionnaire format previously reported to be preferred by victim-survivors Kataoka et al.,
(2010); Macmillan et al., (2006) compared to face-to-face interviews

Partial alignment with ACRM mTBI diagnostic criteria.
Not validated as a TBI or IPV measure.
BISQ should also be completed to ascertain BI sustained
outside of IPV.

BAT-L/IPV Aligns with ACRM mTBI diagnostic criteria.
Clinically validated as an IPV-BI measure.
Assesses for BI sustained outside of IPV contexts.
Collects quantifiable IPV-BI information.

Requires clinician administration.
Lengthy questionnaire.

OSU TBI-ID Aligns with ACRM mTBI diagnostic criteria.
Clinically validated as an mTBI measure.
Assesses for BI sustained outside of IPV contexts.

Lacks IPV prompts.

HELPS Easy administration.
Can be administered without training.
Screens for BI sustained outside of IPV contexts.
Can be administered as interview or questionnaire.

Lacks IPV prompts.
Lacks alignment with ACRM mTBI diagnostic.
Not validated as a TBI or IPV measure.

HELPS IPV
adaptations

Has IPV prompts.
Easy administration.
Can be administered without training.
Can be administered as interview or questionnaire.

Lacks alignment with ACRM mTBI diagnostic.
Not validated as a TBI or IPV screening measure.

CHATS Has IPV prompts.
Easy administration.
Can be administered without training.
Can be administered as interview or questionnaire.

Lacks alignment with ACRM mTBI diagnostic.
Not validated as a TBI or IPV screening measure.
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from a current or former partner. Although this question does prompt
violent shaking, which is common in IPV episodes (Bazargan-Hejazi
et al., 2013), the wording can have criminalising references. These ref-
erences can lead to fear in victim-survivors and decrease the likelihood
of disclosure (Goldin et al., 2016). Further, including IPV-specific
prompts and careful wording to limit criminalising references is
important in screening tools to allow for disclosure of IPV-BI.

2.1.3. Alignment with clinical mTBI diagnosis criteria
The ACRM defines an mTBI as a traumatically induced physiological

disruption of brain function, where there is a plausible mechanism of
injury and one or more of the following criteria: (a) one or more clinical
signs (e.g., LOC, AMS, or PTA and acute neurological signs); (b) at least 2
acute symptoms (e.g., headaches, nausea, difficulty concentration, and
irritability); (c) neuroimaging evidence of a TBI (Silverberg et al., 2023).
Silverberg et al. (2023) is the current working definition for mTBI
diagnosis; there was a lack of consensus regarding the definition of mTBI
until the ACRM presented the new definition and criteria. While the
screening and assessment tools highlighted in this review were devel-
oped before Silverberg et al. (2023), assessing the alignment between
the tool and the mTBI definition has important implications. For
example, alignment to current diagnostic criteria may facilitate a clin-
ical diagnosis or assist in confirmation of mTBI history for research
purposes.

The BISA was developed based on the ACRM criteria and, therefore,
includes all criteria in the interview. The BAT-L/IPV and the OSU TBI-ID
also include all required prompts to align with the ACRM. The BISQ-IPV,
the HELPS and HELPS-IPV, and the CHATS tools included three out of
four clinical signs (i.e. LOC, AMS and PTA) from the ACRM criteria.
Notably, assessing for acute neurological signs (i.e. tonic posturing) is
likely not included in IPV-specific TBI screens as there is rarely an
eyewitness in this setting. The BISQ-IPV included all but prompting for
memory loss immediately before or after the event and the HELPS, the
HELPS-IPV, and the CHATS included all but a prompt for the severity of
injury, such as periods of LOC or post-traumatic amnesia. This lack of
severity prompting could be due to the HELPS and the CHATS aiming to
identify a plausible mechanism of injury, however, lacks detail to align
with the ACRM criteria. In a clinical or community setting, tools
administered by non-medical professionals (e.g., social workers or
victim service workers) may benefit from the identification of probable
mTBI as opposed to diagnosis, which could allow for further investiga-
tion by clinicians. As such, alignment to existing mTBI criteria may be
secondary when balancing the length of the tool within an acute clinical
setting. In research settings, it may be more important to distinguish
probable mTBI and possible associated symptoms when attempting to
draw associations with neuropathological, cognitive, and behavioural
outcomes associated with IPV-BI, which is a key focus within the liter-
ature presently (Esopenko et al., 2021).

3. Summary of advantages and disadvantages

The BISA is the oldest and most used IPV-BI assessment tool in the
literature to date. The BISA aligns with the ACRM definition (Silverberg
et al., 2023) of mTBI and includes prompts for each criterion. The
BISQ-IPV was recently developed based on the ACRM mTBI definition
for use among IPV victim-survivors and has been used in two previous
studies (Dams-O’Connor et al., 2023; de Souza et al., 2024). The
BAT-L/IPV is the only clinically validated IPV-specific tool. Multiple
studies have used the BAT-L/IPV for its strong psychometric properties
(Galovski et al., 2021, 2022; Likitlersuang et al., 2022), although no
research to our knowledge has used the tool in a clinical setting. The
OSU TBI-ID is a clinically validated mTBI assessment tool and has been
recommended by other reviews (Esopenko et al., 2021; Goldin et al.,
2016) for assessing IPV-BI but has only been used once previously in this
context (Turkstra et al., 2023). In line with Goldin et al. (2016), it is
recommended to use an IPV-BI-specific tool or adapt the OSU TBI-ID to

include IPV prompts such as strangulation in further IPV-BI research.
Similarly, the HELPS-IPV should be employed over the original HELPS
that lacks IPV-specific prompts, especially considering the lower prev-
alence estimate of IPV-BI when screening with the original HELPS. The
HELPS screening tool remains unvalidated in its ability to identify
IPV-BI but has been used in both research and clinical contexts across
the literature with both IPV-specific adaptations and without. The
CHATS screening tool was developed for use among untrained health
professionals to specifically screen for IPV-BI, no research has employed
the CHATS, and it lacks validation in research or clinical settings. The
HELPS and the CHATS screening tools fail to incorporate all of the
prompts of the ACRM definition for mTBI. However, considering the
utility is best suited for identification, this may prove to be effective for
this purpose irrespective.

4. Recommendations for future directions and research

Considering the complexity of IPV-BI and the many different people
and scenarios involved in the care and support of IPV victim-survivors it
is unlikely a single tool will adequately serve each purpose. For example,
the existing tools most appropriate for frontline and emergency clinical
settings may be the HELPS-IPV and the CHATS because they can be
rapidly used to screen for possible IPV-BI. If the screens are ‘positive’ for
probable BI, further assessments (e.g., BAT-L/IPV) and diagnostic
criteria (e.g., ACRM) can be initiated when appropriate to gather addi-
tional information and make a formal diagnosis by a medical profes-
sional. Similarly, community, and support workers without clinical
training can use these as a quick screen (e.g., during intake for women’s
shelters or support groups). In non-crisis clinical or support scenarios (e.
g., victim-survivor is seeking health care or support for persisting
neurological problems) more comprehensive assessment methods
should be employed to fully appreciate, and account for, the extent of
IPV-BI. Similar considerations are required for research applications. For
example, a comprehensive assessment of IPV-BI for research purposes
may not be appropriate or feasible in the acute crisis setting, whereas
comprehensive screening of IPV-BI history and other traumatic events
may be better tolerated in a non-crisis or chronic research setting,
assuming it is done responsibly and sensitively. The mode of adminis-
tration of tools across settings and timepoints should also be taken into
consideration. The lack of brief screening tools is a limitation of the field,
with only two measures available as self-report questionnaires. This
limitation is an important future direction in order to provide more
rapid evaluation for BI. Dual formats of screening and assessment tools
(i.e. self-report and structured interview), such as the CHATS and
HELPS, that can be employed in the relevant scenario may have utility
and facilitate trauma-informed care of victim-survivors. In addition,
further research is urgently needed to validate the current tools as ac-
curate and reliable measures of IPV-BI so they can be confidently
implemented regardless of the setting.

A major focus of future research should be the validation of IPV-BI
tools as reliable and accurate indicators of a probable BI. Importantly,
the tools could be validated against mTBI diagnostic criteria, such as the
ACRM, to determine the degree of false positive and false negative re-
sults. However, an inherent limitation with screening tools, as well as
the ACRM criteria, in the IPV setting is that they largely rely on sub-
jective self-reporting. This subjectivity is problematic in this population
as victim-survivors may be reluctant or unable to report the circum-
stances that led to their clinical visit. It is also unlikely that a reliable
witness is available to clarify the events if the victim-survivor is not able
to recall them accurately (Esopenko et al., 2024). Even if symptoms are
reported, BI symptoms are non-specific (i.e., anxiety, fatigue, hyper-
arousal, irritability, and sleep disturbances) and can be conflated with
other conditions such as PTSD and substance use ( Graham and Cardon,
2008; Stein and McAllister, 2009)On the other hand, extensive research
has been done in the past decade to identify objective blood biomarkers
that are sensitive to TBI. Although widespread, clinical use of these

A.D.Astridge Clarke et al. Neuroscience and Biobehavioral Reviews 167 (2024) 105912 

7 



blood biomarkers is limited by factors such as availability, cost, and
determining diagnostic threshold, they can be applied in concert with a
new screening tool as a research method to help validate the screening
tool and overcome the limitations related to subjectivity and self-report.
Notably, the current ACRM criteria does include blood biomarkers
although how they should be effectively applied remains to be deter-
mined and will require addressing the hurdles previously noted.

While aligning screening and assessment tools with the ACRM may
help to facilitate a clinical diagnosis or confirm mTBI history for
research purposes, IPV-BI also encompasses head impacts that do not
meet a clinical diagnosis (often termed subconcussive impacts) as well as
moderate-severe TBI. Subconcussive impacts contribute to long-term
neurological consequences, such as within a sporting setting (Bailes
et al., 2013); however, the same is not well understood in the setting of
IPV. The BISQ-IPV or BAT-L/IPV, for example, have the capacity to
collect such data; however, more research is needed to determine how
best to translate this information for clinical or research purposes.
Similarly, the presence of moderate to severe TBI can be confirmed from
these tools (i.e. BISA, BAT-L/IPV, and the BISQ-IPV) by assessing
whether LOC lasted longer than 30minutes (Silverberg et al., 2023).
Finally, while NFS can be classified as a form of BI, it remains distinct
from mTBI definitions such as the ACRM. Therefore, screening tools and
research that distinguish these events would be useful in better under-
standing the impact of NFS both in isolation and in combination with
mTBI. Taken together, while alignment with the ACRM criteria is
important, characterising complex IPV-BI histories using these tools is
likely important in both a clinical and research setting.

Within a research setting, adopting more comprehensive screening
and assessment methods that incorporate the prevalence, severity, his-
tory and comorbidities of IPV-BI would greatly improve our under-
standing of the long-term impacts of these injuries. Ideally, these
measures would also allow for the detection of non-IPV-caused TBI so
they can also be accounted for when determining the specific impact of
IPV-BI among victim-survivors (Esopenko et al., 2021). Generally
speaking, the field would benefit from using common data elements in
IPV-BI research, such as the nature and extent of IPV-BI, duration of IPV
relationships and the time since the last injury. Currently, the
ENIGMA-Intimate Partner Violence consortium has made considerable
efforts to streamline and harmonise data and research of IPV-BI
(Esopenko et al., 2021). The ENIGMA consortium has outlined key
knowledge gaps and priorities in the field that underpin the long-term
goals of research in the area of IPV-BI (Esopenko et al., 2024).
Ongoing and future research should endeavour to join the consortium to
facilitate standardisation and dissemination of research within this field.
Similarly, a standardized adoption of a “gold standard” tool in clinical
and community may also be of benefit. A gold standard in these contexts
may involve an easy and rapidly administered screen with specific IPV
and BI prompts to help triage patients that require more comprehensive
BI screening (e.g., with the BAT-L/IPV, ACRM criteria, blood
biomarkers).

Even if the above efforts are made to validate measures, they will
have little impact unless there is widespread awareness amongst com-
munity, clinical, and research settings of the prevalence of IPV-BI and
the need to screen to prevent more severe future consequences. As such,
another major focus should be awareness campaigns, dissemination of
research findings, and development of implementation strategies.

5. Conclusion

Screening and assessing for IPV-BI are critical in an acute setting to
appropriately diagnose, treat, and coordinate other support. Screening
and assessing in the chronic setting for IPV-BI are also essential to
identify the long-term consequences and sequelae (e.g., persistent post-
concussion symptoms, neurodegeneration) to adequately support the
victim-survivor. This information is also valuable for accurately deter-
mining the prevalence of IPV-BI and advocating for adequately funded

policies and infrastructure to support victim-survivors. As highlighted in
this review, seven screening and assessment tools have been used in the
context of IPV-BI. We evaluated the tools based on several consider-
ations, summarized strengths and weaknesses, and made context-
specific suggestions regarding their applications. Although many of
the current tools have utility in clinical, community, and research set-
tings, further research to validate them as reliable measures/indicators
of IPV-BI is still required. In parallel, awareness, dissemination, and
implementation efforts should be made to increase their usage across
these settings to ultimately improve the care and support of this un-
derserved population.
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