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Intimate partner violence (IPV) is a significant individual and public
health problem. In many cases the emergency department (ED) or emer-
gency medical services provide these patients’ first-line medical assessment.
In the past IPV was usually treated by law enforcement as a private matter
for a couple. It is now clearly recognized that IPV has significant medical
ramifications and that the problem extends to the health and safety of the
general public. Others involved in this private matter potentially include
any current or former partners of each member of the couple; children of
the current or prior relationships; and other family members, friends, or co-
workers assisting either the perpetrator or victim of abuse. A variety of re-
lationships, either heterosexual or homosexual, can occur, affecting not only
the type of incident, but type of response involved.

The general public is also at risk because incidents occur not only at the
victim’s residence, but also in the workplace, and on other public or private
property (eg, in a parking lot, a commercial establishment, or government
building). Because abuse victims often seek medical attention only in the
case of significant injury or other acute condition, it is vital that emergency
physicians be aware not only of the medical issues involved, but also the
greater public health and sociolegal ramifications of IPV.

Epidemiology

IPV affects multiple aspects of society, including the home; workplace;
school; public and private property; the economy; and the health care, legal,
and social service communities. In the United States, approximately 5.3
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million incidents occur annually, affecting approximately 1.8 million pa-
tients, predominantly women, with an annual prevalence of 3%, and a life-
time prevalence of 25% to 30% [1].

In the United States in 2001, 85% of reported nonlethal violent IPV
events were against women; in 2000, 1247 women and 440 men were killed
by intimates (current and former spouses, boyfriends, and girlfriends) [2].
Firearms were used in most cases; in 2002, 51% of homicides were commit-
ted with handguns, 16% with other guns, 13% with knives, 5% with blunt
objects, and 16% with other weapons. Almost two thirds of intimate inci-
dents (60% of IPV, 63% of sexual assaults) occurred between 6:00 pm
and 6:00 am [3]. This is particularly significant in emergency medicine be-
cause of the decreased availability of resources during these hours [4]. Ap-
proximately one fourth of the incidents of violent crime occurred at or
near the victim’s home, and 76% occurred within 5 miles of home. Other
common locations included streets other than those near the victim’s
home (17%); school (14%); or at a commercial establishment (7%). A total
of 19% reported they were at work or traveling to or from work when the
crime occurred [3].

Women aged 16 to 24 experience the highest per capita rates of intimate
violence, 19.6 victimizations per 1000 women. Risk factors for IPV among
both men and women are being black; being young (16-24); being divorced
or separated; and living in rental housing [3,5]. Risk factors for increased in-
jury include attitudes of patriarchy or entitlement; exposure as a witness or
victim to abuse as a child; unemployment; and alcohol use by the perpetra-
tor. A total of 75% of all incidents and 67% of violent incidents involved
a perpetrator who had been drinking, compared with 31% of incidents by
strangers [2,6].

Costs to society

When evaluating the annual cost of IPV to society, the main costs are di-
rect (ie, money spent on goods and services) and indirect (ie, loss of goods or
services). Direct costs include those spent on health care expenses, law en-
forcement and court costs, and other public health and safety expenditures.
Based on the National Violence Against Women Survey, which looked
solely at health care costs, in 1995 (the last year for which data was col-
lected) nearly 2 million IPV-related injuries (including physical assault and
sexual assault) were inflicted on women aged 18 or older. Of these,
550,000 required medical attention, a quarter of which required admission
to the hospital. An additional 18.5 million mental health care visits occurred
after cases of physical assault, sexual assault, or stalking. These health care
interventions cost 4.1 billion dollars in 1995. An additional 1.8 billion dol-
lars per year of lost work and productivity, in the household and in the
workplace, was incurred [1]. Because of the fragmented distribution of
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law enforcement and correctional costs among many local, state, and federal
jurisdictions, estimates of these costs are not readily available.

Intimate partner violence

IPV is defined as current or former, emotional, psychologic, physical, or
sexual abuse between current or former partners of an intimate relationship,
regardless of gender or marital status.

Sexual assault, pregnancy, and intimate partner violence

Between 300,000 and 700,000 adult women are victims of sexual assault
annually in the United States, with a lifetime prevalence of 13% to 25% [7].
Women in abusive relationships report a 40% to 50% incidence of noncon-
sensual intercourse [7-9]. Men constitute 5% to 10% of noninstitutional (ie,
not incarcerated) victims and postmenopausal women constitute 2% to 3%
of sexual assault victims. In 78% of the cases the victim knows the assailant.
In assaults against both men and women the perpetrator defines himself as
heterosexual. Fewer than one in five rapes are reported to the police because
victims feel ashamed, guilty, may not define the occurrence as a sexual as-
sault, or do not think the medical or legal system will be responsive. Men
are even less likely to report having been sexually assaulted because of the
greater stigma attached.

Lack of reproductive autonomy in an abusive relationship increases the
risk of unplanned or unwanted pregnancy, with an approximate IPV prev-
alence of 3.9% to 8.3%, accounting for more than 324,000 women per year.
This makes it more common than gestational diabetes (1.4%-6.1%) and as
common as pre-eclampsia (6%-8%), two conditions routinely screened for
during pregnancy.

IPV is the leading cause of maternal mortality and other adverse out-
comes, such as preterm delivery, fetal distress, antepartum hemorrhage
and preeclampsia, low birth weight, miscarriage, or elective termination of
pregnancy. Continued high-risk behaviors by the pregnant woman, such
as tobacco or alcohol use, and limited access to health care during the preg-
nancy also result in poor outcomes.

Same-sex relationships and intimate partner violence

Although most studies and resources concentrate on heterosexual rela-
tionships, defining the male as the perpetrator and the female as victim, it
is important to remember that particularly with emotional and lethal abuse,
women abusing men and abuse between members of homosexual couples of-
ten occur, with an estimated prevalence of 25% to 33% [10]. There is also
the added social stigma regarding homosexual relationships; risks of outing
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by a current or former partner; and, in general, fewer resources available for
victims. Seven states define domestic violence in a way that specifically ex-
cludes same-sex victims, and because of sodomy laws, same-sex victims
may be forced to confess to a criminal act to prove that they are domestic
partners [11].

Elder abuse

Elder abuse also needs to be evaluated in the context of IPV. Dependent
and physically or cognitively impaired individuals are more susceptible to
abuse, and some chronic abuse cases last many years without detection.
Physical abuse accounts for 14.6% of elder abuse, 12.3% are caused by fi-
nancial exploitation, and 55% of reported cases are caused by neglect. Care-
givers’ characteristics are strong predictors of abuse. Psychiatric illness,
psychosocial stressors, emotional or financial dependency on the elder, his-
tory of abuse, social isolation, inexperience in caregiving, and disinclination
to provide care are predictors, although alcohol abuse by the caregiver is the
most predictive factor for elder abuse. Spouses perpetrate 15%, with adult
children causing 30% to 33%, and other relatives accounting for 9% to
20% of elder abuse [7,12].

Elder abuse can be difficult to detect because victims may feel humiliated
or responsible for their abuse, may fear retaliation or eviction from their
homes with placement in a nursing home, or they may not want to take legal
recourse against a family member. In some cases, medical conditions, such
as aphasia or dementia, may make it difficult to elicit a history when abuse
has occurred. In other cases, friable skin, balance problems, or osteoporosis
may make trivial injuries more likely, even in the absence of abuse. It is im-
portant to proceed conscientiously and document well, to avoid misdiagno-
sis based on potential false-positive and false-negative indicators of abuse.

Child abuse

Children under the age of 12 resided in more than 50% of households in
which IPV occurs, and child abuse has been estimated to occur in 30% to
60% of the homes with IPV [13]. Each year at least 3 to 10 million children
are exposed to physical and verbal spousal abuse. This statistic is considered
a significant underestimate because these data do not include situations
where parents are divorced or children are under 3 years of age. Studies
of children living in two-parent households report 16% to 20% incidence
of physical partner violence [14]. Although pediatricians routinely screen
children for abuse, they do not necessarily screen the parents for abuse;
when performed, this type of screening revealed that 2% to 6% of children
are in homes with current or recent IPV, and 14% to 22% are in homes with
a history of past abuse [15].
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It is well recognized that witnessing IPV harms children. Studies looking
at children’s exposure to IPV demonstrate that a child’s reaction to IPV may
vary according to a number of factors, including [16]:

e With which parent the child resides, and any custody arrangements that
result

e Age of the child when he or she witnesses abuse

e Proximity to the violence (whether they are physically in the lap of a par-
ent, in the path of a thrown object, in the same or another room)

e Temperament of the child

e Frequency, severity, and chronicity of the violence

e Support structure available to the child in the family, community, and
school

Exposure to IPV may result in emotional distress, behavior regression,
somatic complaints, and behavior modeled on the actions they see. These
children are less socially competent and more fearful and anxious than other
children, with a greater incidence of sleep, attention, and learning disorders.
As with cases of divorce, they sometimes feel responsible for the household
dysfunction, and respond with guilt or anger toward one or both parents.

Because it is well recognized that living in an abusive home is detrimental,
there are attempts to improve identification of these families at risk. Man-
agement of cases in which a child who is not physically abused witnesses vi-
olence is sometimes controversial. Some states interpret this as potential or
imminent danger to the child, requiring reporting as ‘‘suspicion of abuse.”
This sometimes results in charges of ““failure to protect’” against a victim
who does not remove a child from a known abuse situation. Few states
have primary statutes addressing children that witness IPV. In some states
“witnessing abuse” is a loose enough term to refer to a child living in the
same residence or within hearing distance, whereas other states’ laws specify
that the child must physically be in the same room or location and be able
visually to witness the event. When granting custody, some jurisdictions are
more likely to decide for the abuser, who tends to have the more stable home
environment, with home ownership and greater financial resources than the
victim, and presumably with less likelihood of uprooting the child from fa-
miliar surroundings, friends, and school. In many cases a no-win situation is
created for the abuse victim, who must choose between remaining in the
abusive environment or removing the child from the home, which can be
perceived as disruptive to their lifestyle. Increased coordination among
the legal and social service communities has been implemented to address
these issues, with inconsistent results [17].

Pet abuse

Animal abuse, defined as intentional distress, suffering, or pain or death
of an animal separate from food, hunting, or husbandry, is being
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increasingly recognized as a marker for family violence. Nearly three quar-
ters of families with school-aged children have at least one companion ani-
mal. These pets play different roles in child development, including the
development of trust, compassion, empathy, and responsibility. In some
studies, children’s relationships with pets were ranked higher than human
relationships in supporting child development [18].

A total of 70% to 75% of women reporting domestic violence also re-
ported that their partner had threatened, hurt or killed one or more of their
pets, with actual harm occurring in 57% of cases [19]. In surveys of women
going to domestic violence safe houses, 46% to 71% reported that their
partner had threatened, hurt, or killed one or more of their pets, and 7%
to 32% reported that one or more of their children hurt or killed family
pets. A survey in 2002 by the Humane Society of the United States showed
that 56% of animal cruelty cases were caused by intentional injury; adults
were responsible for 76%, teenagers for 20%, and children for 4% of these
cases. A total of 95% to 96% of the perpetrators of intentional animal cru-
elty are male [20]. When college students were surveyed about animal abuse,
17.7% reported abusing an animal; almost 11% reported the first incident
before age 6, 40% were between ages 6 and 12, and 48% reported first abus-
ing animals while in their teenage years. This looked only at cases of delib-
erate physical abuse, not neglect or psychologic abuse of the animal, such as
teasing or prolonged confinement [21].

Cruelty to animals seems to be one of the earliest symptoms of conduct
disorder in children. This is noted in children as young as 6.5 years, earlier
than bullying, cruelty to people, vandalism, or setting fires. This underlines
the importance of early education and intervention in children. A number of
motivations have been suggested for animal abuse including retaliation
against other people by hurting their pets or abusing animals in their pres-
ence, expression of aggression, development of one’s own aggressiveness or
bolstering self-esteem, transference of hostility toward a more vulnerable
target, sadism, curiosity, peer pressure, relief of boredom or depression, sex-
ual gratification, posttraumatic play, re-enactment of violent episodes, or
manipulation of another individual. Some studies show that animal abuse
was 88% higher in families where physical child abuse is present than in
families without physical child abuse; children who are neglected, rejected,
or subject to hostility are more likely to commit animal abuse, and pets
rarely survive past the age of 2 years in violent households because they
are either killed, die from neglect, or run away to escape the abuse [22].
These runaway pets are less likely to be properly immunized against rabies
and other diseases, and are more likely to fear humans, responding to con-
tact in either a defensive or aggressive fashion.

Currently, there is no national tracking of animal cruelty and only two
states require reporting of animal abuse by veterinarians, although some
are now recommending cross-reporting of animal abuse and child or elder
abuse. All states have anticruelty laws, but they vary widely; in many cases
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animal abuse is still charged as property damage rather than intentional in-
fliction of pain. Some victims of abuse are reluctant to leave home because
of the need to leave an animal behind with the abuser; the Humane Society
of the United States’ “Safe Haven” program lists veterinarians and other
groups willing to provide emergency safe shelter for these victims’ pets.

Workplace violence

Another significant interface between IPV victims and society is in the
workplace. A total of 75% of abuse victims report harassment by their
abuser while at work. Approximately 1 million women are stalked each
year [23], with approximately one fourth missing work as a result of the
stalking, averaging 11 days of absence [24].

Representatives from the business community described the effects of
IPV in the workplace as absenteeism, inability to focus, poor self-esteem,
low productivity, and low morale. When employers take steps to prevent
IPV, there are improvements in performance, productivity, health, work-
site safety, job retention, and other outcomes related to employee well-being
[25]. For women, homicide was the second leading cause of death on the job
in 2003 [26].

School violence

Childhood behavior disorders and abnormal socialization from IPV ex-
posure also carry over to the schoolyard. Children exposed to interparental
violence are more likely to be aggressive toward others. Bullying affects ap-
proximately 7% to 35% of children and adolescents in the United States,
Canada, Europe, Australia, and Japan. Violent homes are among the high-
est risk factor for the development of antisocial behavior; children exposed
to domestic violence show more aggression toward both peers and those
who are weaker. These boys and girls are more likely to commit delinquent
acts and become victims of abuse at school. Although boys are more likely
to develop conduct disorders, girls show more internalization, such as de-
pression, anxiety, and eating disorders. Children who see more forms of vi-
olence are more likely to be involved in direct physical bullying and use
violence as a method of conflict resolution than children exposed primarily
to verbal insults and threats, who are more likely to use verbal threat and
intimidation. One study showed evidence that 48.3% of all students re-
ported bullying others at some point within the past 3 months and 59%
of them had been victims of bullying. Boys were significantly more likely
to use physical force or use name calling, whereas girls were more likely
to be excluded or isolated by their peer group. Girls who are exposed to pa-
rental violence are 3.5 times more likely to bully others than girls not ex-
posed to IPV [27].
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Emergency department screening for abuse

Universal screening for family violence is recommended by most medical
organizations [28], but often falls short in practice. Some of the reasons
given by health care providers include lack of time, uncertainty about which
patients to screen, concerns that patients might be offended by screening,
discomfort with the issue, uncertainty about what steps to take if someone
needs intervention and referral, liability concerns, and failure to acknowl-
edge that family violence is a medical issue or one they should address in
their patient population [29,30].

Patient barriers to disclosure include embarrassment, shame, feeling re-
sponsible for being victimized, fear of judgment, fear for their or their chil-
dren’s safety, and protectiveness of the abuser because of status in the
community or because of economic dependence. Victims may also distrust
the medical and legal systems, which have been nonresponsive in the past,
and fear that disclosure may result in the escalation of violence. Cultural
and religious factors, affecting what behaviors are considered abusive, decid-
ing to receive assistance, or whether there will be a responsive support sys-
tem may also impact reporting.

Screening evaluations as short as three or four questions reveal many
cases of current or prior IPV. The Partner Violence Screen (Box 1) [31] or
HITS screen (“How often does your partner Hurt, Insult, Threaten or
Scream at you?) [32] can each be easily incorporated into a patient history.
Studies show that patients are not offended when asked about IPV, partic-
ularly when they know that it is a general health care question and that they
are not being targeted because of some behavior or other characteristic that
makes them ‘““look like a battered woman.” They may be even more likely to
disclose with self-administered questionnaires than with direct questioning
[33]. Because same- sex violence and violence toward men by women does
occur, universal screening of all adults is recommended. Screening of chil-
dren for abuse tends to fall under other guidelines with greater protections

Box 1. Partner Violence Screen

1. Have you been hit, kicked, punched, or otherwise hurt by
someone within the past year? If so, by whom?

2. Do you feel safe in your current relationship?

3. Is there a partner from a previous relationship who
is making you feel unsafe now?

From Feldhaus KM, Koziol-McLain J, Amsbury HL, et al. Accuracy of 3 brief
screening questions for detecting partner violence in the emergency department.
JAMA 1997;277:1357-61; with permission.
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for the children, although even in these cases the parent also should be
screened. A wide variety of screening tools and suggested interventions exist
depending on the practice setting, patient population, and resources avail-
able [34,35].

In 1996 and again in 2004, the US Preventive Services Task Force re-
viewed studies to make evidence-based recommendations regarding the risks
and benefits of family violence screening and intervention. They concluded
that there are no studies that determine the accuracy of screening tools;
there was ““fair to good” evidence that interventions reduce harm to chil-
dren, limited evidence as to whether interventions harm women, no studies
that examined the effectiveness of interventions in older adults, and no stud-
ies directly addressing the harm of screening and interventions for family
and IPV. The US Preventive Services Task Force reported that they had in-
sufficient evidence to recommend for or against screening of parents or
guardians for the physical abuse or neglect of children, of women for
IPV, or of older adults or their caregivers for elder abuse [36,37].

Most clinicians who have reviewed the task force recommendations point
out that there is no gold standard for screening and that different medical
specialties and geographic locations have unique patient populations and
screening challenges. In addition, outcomes research in this field has inade-
quate funding, and data collection and sharing are often limited, particu-
larly with restrictions imposed by the new Health Insurance Portability
and Accountability Act of 1996 (HIPAA) requirements, and safety concerns
for the victim often limit the ability to follow-up effectively to determine
outcomes.

The long-reaching effects of child and partner abuse resulting in poor
health outcomes should be screened for and addressed even when clear ev-
idence of the effectiveness is not necessarily forthcoming [38—41].

Medical manifestations of abuse

Medical or psychologic manifestations account for 80% of abuse inci-
dents. Although physical injuries are often more dramatic on initial medical
evaluation, medical and psychologic manifestations of abuse are more insid-
ious and are likely to have more severe long-term effects. Although few spe-
cific conclusions can be made, it seems that abuse victims have higher
incidences of neuropsychiatric illness, such as anxiety disorders, sleep disor-
ders, substance abuse, chronic pain syndromes, depression, chronic fatigue,
and posttraumatic stress disorder. Other frequent presentations to the ED or
physicians’ offices include gastrointestinal symptoms, such as anorexia, eat-
ing disorders, ulcers, chronic abdominal pain, or irritable bowel syndrome;
cardiac symptoms, such as hypertension, chest pain, palpitations, and hyper-
ventilation; and gynecologic problems, such as sexually transmitted diseases,
HIV, vaginal bleeding, vaginal infections, fibroids, decreased libido, genital
irritation, dyspareunia, chronic pelvic pain, urinary tract infection, and
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infertility [42,43]. Patients with chronic illness, such as asthma, angina, or
hypertension, may present to the ED with “poorly controlled” disecase
or “‘noncompliance,” which may be caused by stress-related exacerbations
of their disease or deliberate withholding of their medications by their abuser.

The most common injuries noted were soft tissue injuries including con-
tusions, abrasions, and lacerations. These are often found on areas of the
body that are hidden by makeup or clothing: within the scalp line; in central
areas, such as the breasts, abdomen, or perineum (particularly in a pregnant
patient); or in areas suggesting defensive injuries (ie, the forearm). A perfo-
rated eardrum, significant dental loss or injury in someone young whose
dentition otherwise seems to be good, and evidence of pulled hair are sug-
gestive of intentional injury [44,45]. Fractures and dislocations are most
common on the arms and hands, particularly in defensive locations caused
by warding off blows from the abuser.

Nonlethal strangulation may seem deceptively benign, with 20% report-
ing only pain; 42% with no visible injury; and the remaining 38% with gen-
erally “minor-appearing” contusions, abrasions, ligature marks, or finger
impressions. Strangulation symptoms can also be subtle, such as hoarseness;
difficulty swallowing; dizziness; and syncope, which may be incorrectly at-
tributed to anxiety or hysteria rather than the development of traumatic la-
ryngeal edema or neurologic sequelae from transient anoxia or traumatic
brain injury [46—48].

Long-term negative health consequences of IPV, such as poor health sta-
tus, poor quality of life, and high use of health services even in the absence
of acute injury, are significant and well studied. When childhood abuse as
a predictor of adult disability and death is studied, there are higher inci-
dences of alcohol, tobacco, and other drug use; early sexual activity with
sexually transmitted diseases and unintended pregnancy; depression; suici-
dality; anxiety; posttraumatic stress disorder; chronic pain; and other phys-
ical complaints [49-53].

The risk of death from IPV is also substantial; several studies looking at
homicide rates also look at ED use. In general, approximately 5% to 10% of
women who present to an ED are seeking care because of recent partner vi-
olence [54]. A total of 30% to 50% of female homicide victims are murdered
by a former or current partner, and more than 40% of them sought medical
attention in the year before their death [55,56]. The greater their risk factors
and the poorer their perceived health, the more likely they were to have mul-
tiple encounters for medical or mental health care [57].

Documentation, intervention, and referral

Unfortunately, in many cases, although the symptoms and signs are well
documented in a medical record, their etiology is not. Many IPV patients
are diagnosed with “forearm contusion” or ‘“‘anxiety disorder” without
the further documentation of abuse that led to that diagnosis [58].
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IPV encounters in the ED should be carefully documented because there
is a high likelihood of being reviewed in legal proceedings. The better the
documentation, the less the burden is on the physician to recall the event
later. When obtaining a history, the patient’s words should be used when-
ever possible, placing them in quotation marks, describing what happened,
how, when, and by whom.

Whenever possible, photographic documentation of injuries should be in-
cluded in the medical record. It is important for both the patient and health
care provider to recognize that some injuries may not be visibly prominent
for hours to days after the initial visit, and follow-up photographs (usually
with law enforcement) may be indicated. It is important to look for and di-
agram or photograph patterned injuries, such as cigarette burns, ligature
marks, and handprints. Incidents of forced nonconsensual intercourse
should also be documented. If clothing or other evidence is obtained, it
should be documented and processed according to departmental protocols;
often the date, time of collection, and person collecting the evidence needs to
be recorded, and ““chain of evidence” procedures need to be observed [59].

The risk of lethal IPV reinforces the need not only to screen for IPV but
also to assess the patient’s safety and ability to follow-up on discharge
(Boxes 2 and 3) [60]. A danger assessment tool asking about escalation of
violence, threats, stalking, availability of weapons, and substance abuse is
readily available to help determine if a patient’s safety is compromised
[61]. If patients recognize acute risks, they may be more likely to seek assis-
tance from a local family violence agency or law enforcement. Leaving an
abusive relationship is recognized as the most dangerous time, however,

Box 2. Basic IPV safety plan

1. Move to a room with more than one exit, avoiding rooms
with potential weapons (eg, kitchen knives).

2. Know the quickest route out of your home.

3. Know the quickest route out of your workplace. Find out
what resources they have to protect employees.

4. Pack a bag with essential clothes, valuables, and documents
for you and each of your children. Keep it hidden but make
it easy to grab quickly.

5. Tell your neighbors about your abuse and ask them to call
the police when they hear a disturbance.

6. Have a code word to use with your kids, family, and friends

when you need help.

. Have a safe place selected in case you ever have to leave.

. Use your instincts.

. You have the right to protect yourself and your kids.

O 00 N
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Box 3. Discharge review: have the following been provided?

1. Screening for possible abuse (see Box 1)

. Treatment for acute medical problems

. Assessment and addressing of acute psychiatric risk,
and evaluation and referral for mental health needs

. Assessment of pattern and impact of abuse

. Appropriate documentation and evidence collection

. Validating

. Safety assessment and plan (see Box 2)

. Information about domestic violence in verbal and written
form

. Options for shelter, legal assistance, and counseling

Appropriate follow-up care (or referral) for medical,

psychologic, and advocacy needs

11. Assurance of confidentiality

w N

0N O

o

Adapted from Warshaw C, Ganley AL. Improving the health care system’s re-
sponse to domestic violence: a resource manual for health care providers. San
Francisco: Family Violence Prevention Fund; 1998; with permission.

so patients’ fears about leaving or retribution against children, other family
members, or pets must be taken seriously.

It is important for health care providers to be aware of any reporting re-
quirements to social service or law enforcement agencies, particularly if this
might increase the patient’s risk of increased violence [62]. Knowing and col-
laborating with local family violence, sexual assault, child protection, law
enforcement, and animal control agencies is extremely helpful, because it
can be difficult to determine and contact the appropriate resources after-
hours, when most cases occur. They can usually provide most of the subse-
quent services or know where they can be obtained.

Several EDs have developed programs in conjunction with local or on-
site advocacy programs or case management for IPV. Increased use of coun-
seling and shelter services has been noted at these sites, although there is no
good evidence that there has been a decrease in IPV-related ED visits
[63,64].

Summary

IPV is a significant health care problem with numerous effects on individ-
ual and public health and safety. It affects individuals of all ages and socio-
economic groups and both genders, and has significant effects on health and
quality of life for the general public. Assessments and interventions for vic-
tims and perpetrators need continued development, implementation, and
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evaluation to decrease the financial, health care, and security burdens on so-
ciety that currently exist because of intimate partner and related forms of
violence.
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