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California, United States of America
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Abstract

Background

Racial/ethnic minority survivors of domestic violence (DV) referred from emergency depart-

ments (EDs) face barriers connecting with advocacy services due to systemic inequities.

This study assesses the impact of Domestic Violence Report and Referral (DVRR), a digital

mandatory reporting compliance system with integrated direct-to-advocacy referrals sent

with patient consent, on survivors’ likelihood of receiving advocacy by race/ethnicity and

gender.

Methods

We assessed ED charts between 2014–2018 in an urban, Level 1 trauma center for DV-

related positive screening, chief concern, or documentation in medical/social work notes.

We matched these visits by name to local DV advocacy agency records. Using logistic

regression, we assessed survivor odds of reaching advocacy by DVRR receipt, race/ethnic-

ity and gender. We used predicted probabilities to identify between-group differences in

advocacy services received.

Results

Of the 1366 visits, 740 received the DVRR intervention; 323 received advocacy services

Without DVRR, compared to white, female survivors (n = 87), male survivors (n = 132) had

0.20 (95% CI: 0.07–0.56) times the odds of reaching advocacy compared to female survi-

vors; Latinx survivors (n = 136) had 2.53 (95% CI: 1.58–4.07) times the odds of reaching

advocacy compared to white survivors. With DVRR, the odds and predicted probabilities of

reaching advocacy increased significantly for all survivors. White, female survivors (n = 74)

who received DVRR experienced 2.60 (95% CI: 1.66–4.07) times the odds of connecting

with advocacy. Compared to this reference group, Black survivors (n = 480) who received

DVRR experienced 4.66 additional times the odds of reaching advocacy services (95% CI:

3.09–7.04) and male survivors (n = 84) experienced 8.96 additional times the odds (95% CI:
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2.81–28.56). Overall, we predict 43% (95% CI: 38–53%) of Latinx survivors (n = 177), 36%

(95% CI: 31–40%) of Black survivors (n = 480) and 23% (95% CI: 14–32%) of white survi-

vors (n = 83); 37% (95% CI: 33–40%) of women (n = 656) and 29% (95% CI: 18–42%) of

men (n = 84) received advocacy services with DVRR.

Conclusion

Direct-to-advocacy ED referrals facilitated by eHealth technology improve access to advo-

cacy care for all survivors in this sample; marginalized racial and ethnic groups most often

victimized by DV appear to have the highest rates of connection to advocacy.

Introduction

Approximately one in four women has been victimized by physical or sexual violence from an

intimate partner during her lifetime, and many more have been harmed by family members,

caregivers, or roommates [1]. Factors such as isolation, depression, post-traumatic stress disor-

der, internalizing responsibility for the perpetrator’s abuse, and fear for their safety or legal sta-

tus have dissuaded domestic violence (DV) survivors from seeking help [2–4]. Nevertheless,

nationally representative studies suggest that between 28,000 and 120,000 survivors were seen

in emergency departments (EDs) for DV-related chief concerns annually and the authors

noted that these were likely vast underestimates due to inconsistent screening and the under-

utilization of DV-related diagnostic codes [5, 6].

ED providers in multiple studies expressed concern that they were unable to address DV

survivors’ underlying danger, noting that they lacked training and resources to effectively offer

non-medical interventions to DV survivors [7–12]. Standard care for DV includes identifica-

tion of DV, but rarely includes providing support, facilitating access to support, or following

up to see if the patient ultimately received support [13, 14]. When it does, it typically consists

of printed educational material or a phone number to a community-based advocacy agency

that previous research suggests survivors feel a need to hide from the abuser [15]. In addition,

survivors frequently experience post-traumatic stress that inhibits long-term planning [16, 17],

and manipulation and coercion from the abuser [3] among other factors that compromise

their ability to follow up with these resources. To address these challenges, some hospitals have

implemented a strategy known as a warm handoff, in which the ED provider describes ED

advocacy agency services personally transfers the survivor’s DV care to a DV advocate, typi-

cally via a phone call with the patient in the room or an advocate arriving in-person to the

patient’s bedside to begin offering care [18, 19]. This approach, while resource-intensive,

appears to successfully connect survivors to advocacy care [19, 20]. Warm handoff interven-

tions for domestic violence have not been studied by race, ethnicity, gender, and other factors,

although survivor experiences with DV victimization, help-seeking and intervention vary

among these groups [21–24].

Inequities by race, ethnicity and gender

In 2017, the Centers for Disease Control and Prevention reported higher victimization rates

among individuals who self-identified as Hispanic (all races) (8.6%), Black (9.4%), American

Indian/Alaska Native (8.2%) or multiracial (12.5%), compared to non-Hispanic whites (5.7%)

in the preceding 12 months [25]. Further, according to the National Health Interview Survey,
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Asian, Black, and Hispanic (Latinx)-white patients all experienced significantly less access to

healthcare services than non-Hispanic white patients even after adjusting for insurance status

[26]. Further, even when survivors of color access healthcare, they appear to experience differ-

ential quality of care: a cross-sectional study of 484 medical students found that they systemati-

cally discounted the pain, distress and discomfort of non-white survivors and adjusted their

treatment recommendations accordingly [27]. Yet a systematic review of 36 studies focused on

DV and health outcomes among racial and ethnic minority women found insufficient sample

sizes to accurately represent racial or ethnic differences and that these studies often con-

founded race and ethnicity with environmental and other social determinants of health [28].

Social dynamics surrounding gender further affect survivors’ experiences of DV and receipt

of medical and advocacy care. A cross-sectional survey of over 10,000 American adults found

that 2.5 times more women than men experience DV [25], and 4 times more require medical

care for an DV-related injury [29]. Women account for an even larger proportion of DV-

coded ED visits: as many as 93–94%, according to nationwide U.S. surveys [5, 30]. Female DV

survivors experience a greater likelihood of injury, sexual assault, fear, and depression than

male survivors [31]. In addition, consistent barriers to accessing quality healthcare for women

carry unique costs for survivors of DV. A landmark review of clinical and experimental

research found that healthcare providers tend to systematically disbelieve or downgrade wom-

en’s self-reports of pain and distress by female patients [32]—a bias providers extend toward

elderly and non-white patients as well [33]. Very little of this research has included the experi-

ences of transgender and gender non-binary survivors of domestic violence, despite the addi-

tional barriers they face [34].

In contrast, while male survivors of DV have comparatively better access to medical care,

they seek and receive DV advocacy care less frequently than female survivors [35]. Two sys-

tematic reviews of men’s experiences with DV, or help-seeking after DV, suggest this differ-

ence derives from men’s reluctance to acknowledge abuse victimization, beliefs that DV

services are unavailable to male survivors of DV, and fears of professionals not believing them

or that they might be accused of perpetrating abuse [36, 37]. In some cases, these fears may be

founded. In a qualitative study, both male DV survivors and DV service providers express

challenges to men’s help-seeking and providers’ offering supportive services [38]. In addition,

a 2015 literature review of the DV experiences of men suggests many men seek help after

experiencing retaliatory violence from a partner against whom they have committed DV [31].

Domestic Violence Report and Referral (DVRR) intervention

A novel digital intervention, Domestic Violence Report and Referral (DVRR), offers a digital

warm handoff for survivors between ED providers and community-based DV advocates via a

web-based platform. It is completed by doctors, nurses, social workers, or other care team

members in a private setting with no ED visitors present and is available to providers at their

discretion as an alternative to faxed, paper-based mandatory reports. DVRR includes body

maps to record the nature, images and treatment of injuries; it also includes the 20-question

Danger Assessment, a validated questionnaire that predicts a survivor’s risk of being killed by

their intimate partner [39]. Answers to all Danger Assessment and other DVRR questions are

required prior to form submission. These features are guided to bridge any gaps caused by ED

providers’ lack of DV training [9, 40]. Upon completion, DVRR sends a digital referral to local

law enforcement in compliance with California’s mandatory reporting requirement, which

stipulates that medical professionals who encounter injuries caused by DV must report them

to law enforcement [41]. Alongside this mandatory report, DVRR offers an optional auto-

mated referral to a local domestic violence advocacy agency. With survivor consent, DVRR

PLOS ONE Digital warm handoffs and domestic violence advocacy access: Race, ethnicity, gender

PLOS ONE | https://doi.org/10.1371/journal.pone.0264814 March 18, 2022 3 / 14

https://doi.org/10.1371/journal.pone.0264814


sends their Danger Assessment score and referral information to a local DV advocacy agency,

including a safe phone number at which the survivor can be reached by the advocate. DVRR is

one of very few DV interventions to include a warm handoff to advocacy or to enable advo-

cates to initiate contact with survivors in the days or weeks after their ED visit [42]. In addi-

tion, DVRR is the only mandatory reporting intervention to include a referral or warm

handoff to DV advocacy.

A previous analysis of data at three hospitals suggests DV-affected ED patients who

received DVRR were over three times as likely to receive subsequent advocacy services [43].

In this paper, we assess the impact of this digital warm handoff referral on survivors’ odds

and predicted probabilities of receiving advocacy services after an ED visit for DV by race, eth-

nicity and gender. We compare these findings between groups to determine any differential

impact of this intervention on survivors’ receipt of advocacy services by race, ethnicity and

gender.

Methods

Data

This study draws on data collected between February 2014 and April 2018 from a Level 1

trauma center ED and a large DV advocacy center. The Committee for the Protection of

Human Subjects at the University of California, Berkeley, as well as the institutional review

board of the hospital, approved the study protocol. Trained research assistants at the hospital

and trained advocates at the advocacy agency collected data from survivors’ electronic health

records (EHR) and agency records using a standardized abstraction form. A built-in EHR

search program identified all ED visits in which a patient met one of three inclusion criteria:

they answered “yes” to the DV screening question “are you being physically hurt or threatened

by someone close to you in your living situation?,” they received an ICD-9 or ICD-10 (diag-

nostic) code related to DV, or they stated a chief concern related to DV (e.g., arm broken in

fight with boyfriend). These survivors were considered to have “Known DV;” this included

violence perpetrated by current or former intimate partners as well as first-degree family mem-

bers (e.g., siblings, grandparents) and roommates. We included both intimate and non-inti-

mate partner domestic violence as both types are included in California’s mandatory reporting

law, making both groups equally eligible for DVRR intervention. We documented the number

of visits by patients who qualified for study inclusion more than once. These survivors may

have required separate intervention for distinct DV episodes, or their visit may have been a fol-

low-up or continuation of an earlier visit; because this distinction could not be determined for

repeat survivors, we document the number of visits by patients who qualified for study inclu-

sion more than once. We also noted the number of DV-related visits that included sexual

assault, as these individuals received an intervention protocol specific to sexual assault that

included referrals to services and advocacy intervention independent of DVRR. Research assis-

tants reviewed all qualifying medical records and abstracted information including the survi-

vor’s gender (male/female), race (white, Black), ethnicity (Latinx, non-Latinx), the relationship

between perpetrator and victim (e.g., boyfriend, partner, spouse), ED visit date, and whether

the DVRR intervention was administered. The researchers provided the advocacy agency with

a list of the survivors’ full names; the list was grouped by the survivor’s race and/or ethnicity,

gender and hospital visit date. The agency searched advocacy records using first and last name

to determine whether the survivor had received agency services within six months of their hos-

pital visit. To protect the confidentiality of the clients, the agency provided researchers with

aggregate client information by race, ethnicity, gender and the date range of their visit. For this

reason, age could not be included in the final aggregated dataset.
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We excluded the records of survivors who did not identify in the included racial (white/

Black), ethnic (Latinx/non-Latinx) and gender (male/female) categories (n = 111) due to the

small sample sizes of these groups. We documented DVRR administration based on a com-

pleted report in the online system; we also considered that survivors with a partial, incomplete

DVRR record had not received DVRR. We detected no missing or incomplete data within the

hospital dataset; due to its aggregate nature the quality of the advocacy data is impossible to ver-

ify. Our final sample included 1366 survivor ED visits. Fig 1 outlines the chart selection process.

Analysis

We used chi-square tests to detect significant differences in receipt of DVRR by race, ethnicity,

gender, sexual assault victimization and repeat visit status. We used logistic regression to assess

the association between receiving DVRR and the odds of receiving advocacy services. The

logistic regression model included indicator variables for survivor race, ethnicity (Black,

Latinx, white) and gender (female, male). We also included two interaction terms, one between

DVRR administration and gender and the other between DVRR administration and racial/

ethnic group. Stata’s lincom command was used to estimate the linear combination of coeffi-

cients. For each category of race, ethnicity and gender, we assessed the impact of DVRR on the

survivor’s eventual connection to advocacy services using predicted probability with 95% con-

fidence intervals. This offers a straightforward way to compare the differences between group

likelihood of receiving advocacy with vs without DVRR. To accomplish this, we measured dif-

ferences in predicted probability between groups, and tested those differences for significance

using chi square tests. We conducted statistical analyses using Stata 14.2.

Results

Characteristics of the study population

Between February 2014 and April 2018, medical records for 1366 survivor visits to the ED doc-

umented a diagnosis, chief concern or medical/social work note that indicated a DV episode

Fig 1. Selection flow of medical and advocacy records included for analysis.

https://doi.org/10.1371/journal.pone.0264814.g001
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precipitated the ED visit. The majority of survivors were female (84.2%), identified as Black or

African American (63.5%), did not experience sexual assault during the DV episode (85.1%),

and had no other DV-related visits to the trauma center during the study period (74.2%). Pro-

viders administered DVRR in 54.2%, or 740, of the study visits (Table 1). Chi-square tests com-

paring the characteristics of survivors who received DVRR and those who did not revealed

that the groups were similar in terms of race, ethnicity and repeat visit status. However, signifi-

cantly more female than male survivors received the intervention. Providers were also signifi-

cantly less likely to administer the intervention to survivors who had also experienced sexual

assault during the DV episode.

DVRR and receiving advocacy services by race, ethnicity, gender

DVRR administration was associated with a significant increase in all survivors’ odds of receiv-

ing advocacy services (Table 2). At baseline, white, female survivors’ odds of reaching advocacy

services were 0.12 (95% CI: 0.07–0.20); Black survivors experienced similar odds. Latinx survi-

vors experienced significantly higher odds of connecting with advocacy services than Black

and white survivors (OR: 2.53, 95% CI: 1.58–4.07). Black survivors who did not receive the

intervention had approximately the same odds of receiving services as white survivors. White

women who received the intervention experienced an estimated 2.60-fold (95% CI: 1.66–4.07)

increase in their odds of connecting with advocacy services. No significant or meaningful dif-

ference in odds was detected for Latinx survivors who received the intervention compared to

white female survivors who received it; to preserve power in the model, no separate odds ratio

was calculated for this group. A significant interaction (DVRR x Black) indicated that DVRR

was associated with a greater change for Black survivors than for white women or Latinx survi-

vors; Black survivors who received the intervention experienced an additional 4.67-fold (95%

CI: 3.09–7.04) increase in the odds of connecting to advocacy services. Male DV survivors who

did not receive the intervention had 0.20 times (95% CI: 0.07–0.55) the odds of connecting

with advocacy services compared to female survivors. However, a significant interaction

Table 1. Descriptive characteristics of study ED visits.

(b) Total (n = 1366) (a) DVRR administered

(n = 740)

(a) DVRR not

administered (n = 626)

% N % N % N

Gender

Female�� 84.2% 1150 88.6% 656 78.9% 494

Male 15.8% 216 11.4% 84 21.1% 132

Race and Ethnicity

Black 63.5% 868 64.9% 480 62.0% 388

White 13.5% 185 11.2% 83 16.3% 102

Latinx 22.9% 313 23.9% 177 21.7% 136

Sexual Assault

Yes�� 14.9% 203 12.2% 90 18.1% 113

No 85.1% 1162 87.8% 650 81.8% 512

Multiple DV visits

Yes 25.7% 351 24.5% 181 27.2% 170

No 74.2% 1014 75.5% 559 72.7% 455

�p<0.05;

��p<0.01.

https://doi.org/10.1371/journal.pone.0264814.t001
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(DVRR x male) indicated that DVRR was associated with a greater change for male survivors

than for female survivors. Male survivors who received DVRR experienced an additional
8.96-fold (95% CI: 2.81–28.56) increase in the odds of connecting with advocacy services.

Next, we assessed the predicted probability of Black, Latinx, white, female and male survi-

vors receiving advocacy services with and without the intervention. Without the intervention,

13% of Black, 20% of Latinx, and 10% of white survivors received follow-up services (Fig 2).

When DVRR was administered, more than twice as many Black, Latinx and white survivors

were predicted to reach advocacy, and these increases were significant within each group. This

resulted in 29% of Black survivors, 43% of Latinx survivors and 23% of white survivors reach-

ing advocacy. With the intervention, Latinx survivors were predicted to have a significantly

higher probability of reaching advocacy services than white survivors (PP: 1.78; 95% CI: 1.17–

2.71; p<0.01, results not shown).

Female survivors were significantly more likely than male survivors to subsequently con-

nect with advocacy services (Fig 3). DVRR use appears to narrow that gap within this sample.

Without DVRR, 16% of women and 4% of men subsequently received advocacy services, a sig-

nificant difference (Likelihood difference: -9.46%; 95% CI: -13.08% to -5.82%; p<0.01). With

DVRR administration, more than twice as many women and six times as many men received

advocacy services, resulting in 33% of women survivors and 25% of men survivors receiving

advocacy services (Likelihood difference: -9.16%; 95% CI: -18.89 to 0.57%; p = 0.06).

Table 2. Odds ratios of connection to advocacy by patient receipt of DVRR, race/ethnicity and gender.

No DVRR DVRR Interaction terms
n OR n OR OR for DVRR = 1 vs DVRR = 0

advocacy / no advocacy (95% CI) advocacy / no advocacy (95% CI)
White, Female 9/78 Reference 19/55 2.60�� (1.66–4.07) N/A

Black 34/354 1.00 (0.54–1.82) 168/312 1.80� (0.99–3.26) 4.67�� (3.09–7.04)

Latinx 28/108 2.53�� (1.58–4.07) 76/101 Included in reference N/A

Male 4/132 0.20�� (0.07–0.56) 24/60 3.45� (1.09–10.87) 8.96�� (2.81–28.56)

�p<0.05;

��p<0.01.

https://doi.org/10.1371/journal.pone.0264814.t002

Fig 2. Predicted probability (95% CI) of follow-up advocacy services by DVRR status and race and ethnicity.

https://doi.org/10.1371/journal.pone.0264814.g002
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Discussion

In this study, receipt of the DVRR digital warm handoff intervention increased patient odds

and rate of connection to DV advocacy services for all survivors. It facilitated the highest rates

of connection to advocacy among the groups most likely to be affected by DV: an estimated

43% of Latinx survivors and 29% of Black survivors reached advocacy when given DVRR [25].

Increased odds of reaching advocacy services were significantly greater for Black than white

survivors due to the interaction between DVRR and Black identity.

DVRR was not developed to address inequities in DV care. However, many of the mecha-

nisms through which this digital warm handoff intervention operates appear to correspond to

strategies identified as culturally appropriate among Black and Latinx survivors. For Latinx

survivors, several studies highlight the importance of interpersonal solidarity, cultural connec-

tions and family support in fostering safety and resilience [44–46]. Related themes of cultural

solidarity and resisting victimization narratives are highlighted in research with Black survi-

vors [22, 24, 47]. Warm handoff interventions such as DVRR facilitate personal connections

between the advocate and survivor. In addition, warm handoffs may protect survivors against

needing to embrace a stance of victimization and weakness that may conflict with cultural

norms in order to reach advocacy services [22, 24, 48]. These factors may make digital warm

handoff interventions uniquely applicable to Black and Latinx survivors and may at least par-

tially explain the large effect size among these groups in this study.

Another mechanism for these changes may include a reduction in provider bias among

delivery of the intervention to survivors. Historical scholarship and experimental research that

suggest providers are more likely to stereotype and discount experiences of pain among racial

and ethnic minorities (45,60). The structured questions in this intervention may bypass these

providers’ unconscious biases and increase non-white survivors’ likelihood of reaching follow-

up services. By including the Danger Assessment as the basis for its law enforcement report

and advocacy referral, this digital warm handoff standardizes information-gathering and auto-

mates the content, delivery and destination of referrals. Currently, the 20-question Danger

Assessment form, validated for women in heterosexual abusive relationships, is used for all

DVRR recipients; future developments of DVRR include the brief, 5-question Danger Assess-

ment tool that is validated across genders and racial and ethnic groups. This is an important

step toward improving the strength of the Danger Assessment component of DVRR in reduc-

ing provider bias and providing culturally appropriate care. Any effect of DVRR in reducing

Fig 3. Predicted probability (95% CI) of follow-up advocacy services by DVRR status and sex. (see S1 Appendix for

detailed results).

https://doi.org/10.1371/journal.pone.0264814.g003
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provider bias would only apply to providers who chose to use DVRR. A shortened (5-question)

Danger Assessment may shorten the provider time required to complete DVRR, thus increas-

ing the likelihood of its use from 54% to an even higher value.

DVRR was also associated with a significant increase in receipt of advocacy services among

both men and women. An estimated 33% of women and 25% of men reached advocacy ser-

vices when given DVRR. This suggests that the intervention was associated with a reduction in

the barriers that prevented both men and women survivors from reaching care. For women,

the standardized Danger Assessment questionnaire may limit provider bias that discounts the

severity of women’s experiences [32]. While the Danger Assessment questionnaire has not

been validated in men, the structured, direct-to-advocacy referral may circumvent a self-

reported reluctance to report or seek help and it may bypass potential fears that they may be

ineligible for services [48, 49]. Providers administered DVRR at their discretion, so providers

who chose to administer DVRR may also have been more likely to proactively connect survi-

vors to services.

Strengths and limitations of the study

This study is the first to examine the impact of a digital warm handoff to DV advocacy on sur-

vivor outcomes by race and ethnicity and by gender. It contributes to the small bodies of litera-

ture exploring eHealth interventions for DV in the ED and warm-handoffs for DV survivors

[50]. Additionally, it is one of the few to explore how digital interventions facilitate a warm

handoff for DV survivors [42, 43]. Our findings highlight digital warm handoffs’ potential to

provide additional benefit to the survivors most negatively impacted by DV. This study is fur-

ther unique within DV research as its methods confidentially link hospital and advocacy rec-

ords of DV survivors.

Only one hospital was included in this study, so the primary limitation of this study stems

from its lack of generalizability. In addition, the matching technique between hospitals and

advocacy records relies on first and last names, which could give groups with a higher fre-

quency of identical given names (e.g., Latinx, male) a higher risk of false positive matches

within this sample. Because records were matched based on survivor first and last names, spell-

ing variability between hospital and advocacy records may also compromise the validity of the

matched records.

To protect client privacy at the advocacy agency, covariate data collection was restricted a
priori to variable combinations with cell sizes of 2 or greater. As a result, researchers were lim-

ited to six major covariate indicators (DVRR administration, male or female gender, Black,

Latinx or non-Latinx white race/ethnicity). This required excluding certain populations with

small sample sizes (e.g., Asian, Pacific Islander, Indigenous), and not specifying other relevant

characteristics either due to a small sample size (e.g., LGBTQ+ identity) or non-categorical

data structure (e.g., age). State-level studies, nationally representative research, and systematic

reviews of smaller studies suggest many of these groups experience heightened barriers to DV

response or services. These include survivors who are Asian, Pacific Islander, and Indigenous

[28, 50] queer, transgender, and non-binary [51, 52] elderly [53] or who individuals live in

neighborhoods with violence, limited access to services and other forms of community trauma

[29, 54]. Future research may examine the efficacy of digital warm handoff interventions in

connecting these DV survivors to advocacy services. In addition, the hospital in this study saw

a majority of Black IPV patients (63.5%); this proportion is likely higher than in many other

hospitals and may be associated with a higher level of culturally appropriate healthcare. The

impact of DVRR for racial and ethnic minority patients in hospitals with a less heterogenous

patient population may differ from the findings of those in this study due to potential
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differences in care. Future research should investigate the role of DVRR in reducing inequities

among a broader sample of hospitals to determine the generalizability of the present study’s

findings. As DVRR administration is contingent on provider discretion, future research

should determine if providers differentially administer DV care, including DVRR, and any

role this may play in survivor outcomes.

Finally, though rates of advocacy contact are significantly higher with a digital warm hand-

off, they are still quite low. Despite a two-fold or higher effect size for each group, fewer than

half of all DV survivors in this sample ultimately reached contact with advocacy. Reasons for

this may range from non-working phone numbers to unanswered phone calls. These missed

connections may have resulted from survivors changing their mind about receiving advocacy

care, the abuser monitoring the survivor’s phone, or inadvertent typos or missed calls. Future

research should investigate the outcomes of survivors who do not connect with advocacy,

including their preferences, needs, and interventions that may help them achieve safety, as well

as the impact of connection to advocacy services. Any differences between survivors harmed

by an intimate partner versus a family member or roommate should also be explored.

Conclusion

The present study found that a digital warm handoff referral to DV advocacy improved access

to care for women and men and among Black, Latinx, and white survivors, with a significant

additional increase in the odds of advocacy connection among Black and male survivors.

These findings suggest that a digital warm handoff provides meaningful assistance to all DV

survivors; they further suggest that such an intervention can be particularly meaningful for

members of groups at the greatest risk of DV and inequities in care. Given the disproportion-

ate burden of DV on these vulnerable groups and the additional barriers they face in accessing

adequate DV and healthcare, DVRR represents a meaningful step toward adequate support for

these vulnerable survivors as they seek DV care in an ED setting.
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