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Welcome participants.

This training is on Domestic Violence as a Maternal and Child Health Issue.  It is being offered by OPDV in accordance with our contractual obligations with the New York State Department of Health.

Introduce yourself.

Introduce OPDV.


As a Result of these Series of
Webinars, you will be Better able to:

1) DESCRIBE the context of domestic violence;

2) IDENTIFY the impact on adult women and
children within the maternal and child health
system;

3) APPLY the information to the daily practice
within your setting.
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Although IPV affects both men and women as victims and perpetrators, more women experience IPV, therefore, most studies about screening and interventions for IPV enroll women.
(Black MC, Basile KC, Breidling MJ, Smith SG, Walters ML, Merrick MT et al.  The National Intimate Partner & Sexual Violence Survey: 2010 Summary Report.  Atlanta: National Center for Injury Prevention and Control, Centers for Disease Control  & Prevention; 2011)

Staff in an obstetrics and gynecology setting relatively rich in IPV resources described feeling capable dealing with IPV.  The staff in a general medicine setting dedicated to women’s health but without a focus on IPV and with fewer supports described discomfort and difficulty dealing with IPV.  Presence of systemic prioritization of and resources for IPV were described as contributing to the confidence in addressing the issue.  Other necessary elements identified included (a) on-site resources, (b) adequate time, (c) focused IPV training, and (d) a team or systemic approach.  (Helping women victims of intimate partner violence: comparing the approaches of two health care settings.  Chang JC, Buranosky R, Dado D, Cluss P, Hawker L, Rothe E, McNeil M, Scholle SH., University of Pittsburgh School of Medicine)

Former Surgeon General, Everett Koop, who died February 2013 at 96 was a maverick in the health care field.  He helped the anti-tobacco fight, fight against and HIV/Aids awareness leading to landmark legislation such as the Ryan White CARE Act, advocated for condom use and safe-sex classes, promotion and development of educational pamphlets, pediatric Aids.  


You Can Make A Difference

1) Domestic Violence is a public health care
Issue.

2) Domestic Violence negatively impacts your
patients’ health outcome.

3) Maternal and Health Care settings offer a
uniqgue opportunity for early identification,
screening and intervention within their scope
of services.



Presenter
Presentation Notes

-IPV is a public health issue that disproportionately affects women.  Women are at significantly higher risk than men of experiencing IPV, of sustaining serious injuries, and being killed by an intimate partner.  (DOJ, 2010)  IOM recommends screening every female patient.

Studies on the prevalence of IPV and sexual victimization among female patients seen in the health care settings underscores the need for routine assessment and trauma-informed care.  (Futures Without Violence, 2012)

Women utilize health care services 33% more often than men, therefore, screening women for sexual violence at health care sites fits well with women’s usage health care services.  (Brett & Burt, 2001)

Victims of IPV are more at risk of a wide range of physical, mental, reproductive, and other health consequences over their lifetime than non-victims. (Basile & Smith, 2011; Black 2011)

Survivors make frequent visits to health care services.  Survivors’ visits to medical providers increases 18% in year of assault, almost 60% a year after assault, and over 30% in 2nd year after assault.  (Koss, 1993) 

Health care visits are the gateway to care for many DV survivors.  Providers could be central in improving the outcomes of survivors of violence if they screened, educated and referred patients. A visit to a health care provider is an appropriate time and situation for women to be assessed for violence.

“Pregnant women are such a rich resource in ending violence against women because the one common experience of women worldwide is pregnancy.  Up to 95% of women worldwide will have at least one pregnancy.”  Judith McFarlane, RN, D.Ph., SPAN, Texas Women’s University.
   
Examples of potential settings for screening include emergency rooms, primary health care facilities, and family planning services.

Abused women are at increased risk of chronic pain, depression, anxiety, and alcohol and substance abuse, and they can have problems taking their medication correctly and getting to appointments.  In one recent study, women who said they had been abused within the past year were more likely to have partners who interfered with their medical care. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).
Felicia Cohen of the University of California stated that family violence was a public health pandemic with immense health care implications. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).




Polling Question

 Medical care visits provide opportunities for
intervention by health care providers

e Yes or no
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Opportunity for Intervention – Prenatal
96% of pregnant women receive prenatal care.  Average of 12-13 prenatal care visits.  (CDC, 2009)
Repeated contact provides opportunities for intervention.
Researchers found that, on average, women who were abused entered prenatal care 6.5 weeks later than non-abused women.  (Mattson, 1996) 
CDC, Intimate Partner Violence During Pregnancy: A Guide for Clinicians, 2009.

Repeated contact with health care providers opens doors for intervention.  Reproductive health care services are routinely used by millions of women each year.  Health care providers are an important point of contact during which screening for IPV and appropriate intervention or referral can occur.  Health care visits increase the opportunity for intersection and opportunity to develop trust in health care providers.

 For many women, pregnancy presents the unique opportunity for repeated contact with health care providers.  Very important window of opportunity.  Sometimes it is the first time the patient reveals IPV. 

 Unintended pregnancies accounted for almost half of pregnancies in U.S. in 2001.  Women with unintended pregnancies are more likely to receive delayed or no prenatal care and to smoke, consume more alcohol, be depressed, and experience DV during pregnancy.  (Office of News & Public Information, 2011).

 


Domestic Violence

e Pattern of coercive tactics
- Physical abuse
- Psychological and Emotional abuse
- Sexual abuse
- Economic abuse
- Using children
- Isolation, coercion and threats
- Minimizing, denying and blaming

e Perpetrated against an intimate partner or family member
e Power and control






Reproductive & Sexual Coercion

* |nvolves behavior that a partner uses to maintain
power and control in a relationship that are
related to sexual and reproductive health:

- DV & sexual violence

- IPV & HIV intersection

- Birth control sabotage

- Pregnancy pressure & unintended pregnancies
- Coercing partner to have unprotected sex

- Abortion disclosure
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Women who have experienced IPV are consistently found to have poor sexual and reproductive health when compared to non-abused women.  (Coker, 2007)

Reproductive Control Classifications based on various stages of the sexual relationship: Before sexual intercourse (pregnancy promotion, contraceptive sabotage); During Sexual intercourse (sexual violence, condom manipulation, contraceptive sabotage); Post-conception (controlling pregnancy outcome, interfering with healthcare).  (Moore, Frohwirth, Miller, 2010)

IPV is associated with unwanted pregnancy, women not using their preferred contraceptive method, sexually transmitted infections including HIV/AIDS, miscarriages, repeat abortion, a high number of sexual partners, and poor pregnancy outcomes. (Moore, Frohwirth, Miller, 2010)

- Nearly half (45.9%) of women experiencing physical abuse in a relationship also disclosed forced sex by their intimate partner.  (Lipponcott Williams & Wilkins, 2007)

-By assessing for male reproductive control among women seeking reproductive health services, health care providers may be able to provide education, care, and counseling to help women protect their reproductive health and physical safety. (Moore, Frohwirth, Miller, 2010)

Women who were sexually assaulted by an intimate partner, compared to women who had been physically, but not sexually abused, had more:
	- Symptoms of post-traumatic stress disorder
	- Pregnancies resulting from rape
	- Sexually transmitted diseases
	- Use of alcohol, illicit drugs (usually cocaine), or nicotine
	- Threatened or attempted suicide
(McFarlane, J.. & A. Malecha, (2005). Sexual Assault Among Intimates: Frequency, Consequences, and Treatment, National Institute of Justice, NCJ211678)

(Abortion Disclosure and the Association with Domestic Violence, Woo, Junda MD; Fine, Paul MD; Goetzl, Laura MD, MPH.  June 2005, Vol. 105, Issue 6, pp. 1329-1334)
Purpose of study from article above: was conducted to estimate the rate at which women disclose abortion to their partners and examine the association between dv and partner disclosure.
Conclusion: 17.2% of women concealed pregnancy terminations from their partners.
56.1% of nondisclosures had a tenuous relationship or no relationship with the father of the pregnancy.  
Rate of IPV was twice as high in this group and may have adversely affected open communication.
Subset of nondisclosures reported the direct fear of personal harm as the primary reason for nondisclosure.
DV is a pervasive health problem, particularly among abortion patients.  DV is more common among women choosing pregnancy termination than in the general public.  
Because some of these patients do not otherwise access health care services, universal screening for DV by all abortion providers is recommended. 

U.S. data shows that 40% of women who seek abortions report abuse and that these women are likely to cite relationship problems for requesting pregnancy termination.  
U.S. research has shown that 31% of women seeking an abortion have experienced physical or sexual abuse at some time in their lives and of these, more than half have witnessed DV as children.
Research identifies increased level of exposure to violence among women seeking repeat abortions.
(Violence and abortions: What’s a doctor to do? Susan P. Phillips , CMA 2005)

34% (13) participants reported that partners had limited their ability to choose whether or not to have children.  
7 of these women described tactics to try to get them to have children, and reported being pressured or forced to have abortions.  1 woman reported both.  2 women underwent sterilization in response to the abuse.  4 of the 13 women reported contradictory behaviors by their partners around family planning, such as not allowing birth control, then demanding that the participant terminate the pregnancy.  
(Impact of Partner Abuse on Women’s Reproductive Lives. Hathaway JE, Willis G, Zimmer B, Silverman JG.  J Am Med Women’s Assoc. 2005)

Findings of a study showed that violence often immediately followed accusations of sexual infidelity made by one of the partners.  Couples in the study had accepted traditional heterosexual gender roles, which were often justified through religion.  According to these gender roles, women are supposed to marry and have children and men are supposed to be strong and in control.  Men use these traditional gender roles to justify their use of violence.  
The violence also centered around reproductive coercion, where men wanted to control when and if their partner became pregnant.  
5 of the 17 couples talked about severe violence during pregnancy and two women discussed a lost pregnancy as a result of violence.  
This study proves that a lot of safety planning tools don’t ask specifically about sexual jealousy and infidelity, but it is a question that should be asked in the area of reproductive coercion.  
(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  

IPV & HIV

(Domestic Violence Doubles Risk of Death for HIV-Positive Women, Laura Whitehorn, 2012)
(Statistics from Women’s Interagency HIV Study (WIHS)
According to research from the XIX 2012 International AIDS Conference in Washington DC, episodes of IPV dramatically raises the short-term risk of death for women living with or at risk of contracting HIV.  
There is a higher risk of HIV infection, illness, and death among women in the U.S.
Gender-based violence increases the risk of both acquiring and transmitting HIV.  And having HIV may increase the risk of abuse.  
There is evidence that abuse is high among women with or at risk of HIV, between 24-78%  report a history of gender-based violence.  
The risk of dying for all women with recent abuse was 1.54 times higher compared with women who did not have recent abuse.  For HIV-positive and HIV-negative women, it was 1.42 times and 4.39 times higher, respectively, as compared with women reporting no recent abuse.  
HIV-positive women reporting recent abuse were 42% more likely and HIV-negative women 4 times more likely to die.
In total, 78% of all women in the study reported a lifetime experience of abuse, and 36% had a recent experience of abuse.  During the study period, 437 WIHS participants died, 411 (94%) of whom were HIV-positive women.  
The causes of death for the HIV-positive women are both AIDs-related and non-AIDS-related.  Abuse at any point in a woman’s life hurts her ability to begin HIV treatment and to take her medications as needed.  
Some consequences of trauma, such as depression, substance abuse and unemployment, are also associated with poor ARV adherence and other predictors of illness for people living with HIV.  
Increasing evidence suggests gender-based violence is a major reason why women have surpassed men in the world of HIV.  
Women living with or at risk for HIV suffer from PTSD at a rate more than five times that of the general population.  
Domestic partner violence plays a direct role in harming positive women’s health, especially since consistent health care is key for the well-being of people with the virus.  Women often reported that their abusive partners prohibited them from seeking HIV-related care or services because they thought that would suggest that they, too were living with the virus.  
An incident of abuse within the past month was associated with four times the risk of having antiretroviral (ARV) regimen fail to suppress HIV.
In the study, 80% of women had a history of abuse and 20% reported a recent incident of abuse.  
These elevated rates held for transgender and non-transgender women with HIV in the program.
Lifetime sexual abuse has a 61% prevalence among women in this country, which is a major driver of the epidemic.

The Intersection of HIV and Intimate Partner Violence: Considerations, Concerns, and Policy Implications, Marguerite L. Batty, John Hopkins University School of Nursing) available at: http://endabuse.org/health/ejournal/archive/1-7/hiv_ipv.php

IPV has been closely linked with HIV risk and HIV infection for women and men, both as victims and perpetrators of violence.
Violence and fear of violence can impede an abused partner’s ability to negotiate safe sex behaviors such as negotiating condom use or refusing sex.
IPV can be also a precursor to engaging in sexually risky behaviors which in turn increases the risk of HIV infection for men and women.
IPV can also be a barrier to participation in HIV voluntary counseling and testing (VCT). (NYS Partner Notification Law) 
Although heterosexual women have been the focus in the majority of research on the intersection between HIV and IPV, it is important to recognize that this overlap exists for heterosexual men and sexual minorities as well.
The importance of addressing of addressing the overlap between HIV and IPV has been emphasized in global efforts to stem the epidemics by groups such as the World Health Organization, the United Nations General Assembly Special Section on HIV/AIDS, and the Joint UN Programme on HIV/AIDS.
 To date, few recommendations in the U.S. address the overlap of IPV and HIV.  If a person declines an HIV test, the CDC recommends that the clinician discuss and address reasons for the hesitation as these may include IPV concerns.  The CDC suggests collaboration between VCT sites and state/local violence prevention organizations to assist in developing safe disclosure plans for clients who fear abuse upon disclosure.  (Because of NYS Partner Notification Law, some of this doesn’t work).
Given the overlap of the two epidemics, cross-training on IPV and HIV assessment and resources for professionals is needed.  This includes health care providers, (HIV specific and general), HIV counselors, domestic violence advocates, social workers, reproductive health care workers, and others.  
If the overlap of HIV and IPV gains more public visibility, political support for initiatives and policy changes can be mobilized.  Further legislation on both state and federal levels should establish more comprehensive guidelines for screening and follow-up on both HIV and IPV in public health departments and clinical settings similar to those of NYS.  
There is an urgent need for interventions that address both HIV and IPV simultaneously, but there have been a few that have shown promise in both abused and non-abused populations.  One successful model of an HIV intervention that has demonstrated positive effects on safe sex behaviors with African American girls who have experienced relational violence is the Sistering, Informing, Healing, Living and Empowering (SIHLE) program.  Through small group discussions, the girls learn about HIV risk reduction, ethnic and gender pride, and healthy relationships.  They also participate in role plays of safe sex conversations and condom negotiation.  
Policies on city, county, state, and federal levels must be developed to address the overlap of HIV and IPV.  This includes dedicating funds to effective programs targeting those groups at risk.  
Adolescents mirror adult statistics of physical and sexual violence, with 9.2% of respondents in the NYRBSS reporting that they have been intentionally slapped, hit, or physically hurt by their boyfriend or girlfriend and 10.8% of female respondents reporting they have been physically forced to have sex at some time.  These adolescents are in the formative states of developing relationships skills and sexual negotiation skills.  Interventions that have a broader scope than those the government currently endorses could have a much larger impact.  
More remains to be learned regarding the overlap of HIV and IPV, particularly the causal mechanisms and effective interventions targeting both epidemics.  However, the evidence supporting the connection is irrefutable.  Awareness of the overlap should be raised among health practitioners, DV advocates, HIV counselors and others, and adjustments should be made to assess for both HIV risks as well as IPV experience.  Action needs to be taken to acknowledge the overlap in practice and in policy.  



Overall Statistics

e According to a 2010 survey done by the CDC, a
qguarter of all U.S. women have been the victim of
severe physical violence committed by a partner
at some point. (coc, 2009).

e Each year, approx. 1 and a half million women in
the U.S. report a rape or physical assault by
intimate partner. This number includes as many
as 324,000 women who are pregnant when
violence occurs. (coc 2009).


Presenter
Presentation Notes

 Approximately 1.3 to 5.3 million women in the U.S. experience IPV each year.  (National Violence Against Women Survey, U.S. Dept. of Justice, 2000)

Lifetime estimates range from 22% to 39%.  (CDC, 2008)

30% of women experience physical violence, 9% rape, 17% sexual violence other than rape, and 48% psychological aggression from their intimate partners over their lifetimes.  (National Intimate Partner and Sexual Violence Survey: 2010 Summary Report, CDC 2011)

About 1 in 7 women were injured (direct physical) as a result of IPV.  (CDC, 2009)

- More than one-half (53%) of women seen at family planning clinics reported physical or sexual IPV.  (Obstet Gynecol, 2005)

Growing number of studies which suggest that female IPV victims have a higher STI prevalence, as well as a higher prevalence of STI risk behaviors, compared with women in nonviolence relationships.  Women in violent relationships should be considered for STI screening in clinics, and IPV issues should be addressed in STI prevention messages, given its impact on risk for STI acquisition.  (Sexually Transmitted Diseases 05.2012; Vol. 39; No. 5: P. 366-371: Kristen L. Hess; Marjan Javanbakht; Joelle M. Brown; Robert E. Weiss; Paul Hsu; Pamina M. Gorbach)

It is estimated that 5 million women are physically, sexually, or emotionally abused by their partners each year in the U.S.  (Clinical Preventative Services for Women – Closing the Gaps, Report Brief, Institute of Medicine, 2011)

In 2009, approximately 3,600 women were treated in New York City emergency departments for injuries resulting from IPV.  (DOHMH 2009)

Women between the ages of 18 and 44 years are at highest risk.  (Tjaden P, Thoennes N. Extent, nature, and consequences of intimate partner violence.  Washington, DC: U.S. Department of Justice, 2000)  Domestic violence is the most common cause of injury in women between ages 18 and 44 years.  (U.S. Centers for Disease Control and Prevention.  Understanding intimate partner violence fact sheet 2006.  Available at: http://www.cdc.gov/ncipc/dvp/ipv_factsheet.pdf.)




As a result of trauma, Children in
households where there is Domestic
Violence may need Health Care for reasons
such as

A. Intentional and Unintentional Injuries
B. Normalization of the violence in their lives
C. Having developed unhealthy coping mechanisms

D. Physiological disorders aggravated by the
violence/ threat of violence/ stress associated with
violence



Impact on Children

¢ Increased risk to fetus health as violence increases
toward pregnant patient.

e Children exposed to DV are at significantly greater risk
for mental and physical health problems.

e Studies have shown that children’s IQ develop to lower
rates when DV is experienced compared to non-exposed
children. (Koenen, 2003)
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-From 2001 to 2005, 38% of households with a female IPV victim included children under age 12, as did 21% of households with a male victim.  (Bonomi, A.E., Anderson, M.L., Rivara, F.P. & Thompson, R.S.. (2009) Health care utilization and cost associated with physical and nonphysical partner-violence.  Health Services Research; 44(3): 1052-1067.)

Studies find a 30%-60% overlap between child maltreatment and IPV.  (Edleson, J.L. (1999a).  The overlap between child maltreatment and woman battering.  Violence Against Women, 5(2), 134-154.)

Over the course of their lives, 57% of youth who witnessed violence btwn parents or other adult caregivers had also been abused or maltreated in some way, compared with 11% of those who had not witnessed violence.  Among children who witnessed partner violence,
40% had been maltreated within the past year.
 31% had been physically abused.
38% had been psychologically abused.  
(Hamby, S., Finkelhor, D., Turner, H., Ormrod, R. (2010).  The overlap of witnessing partner violence with child maltreatment and other victimizations in a nationally representative survey of Youth.  Child Abuse & Neglect, 34, 734-741.)

Looking at the overlap from the reverse perspective, youth who had witnessed partner violence at home constituted high percentages of those who experienced some other form of abuse.  Child witnesses to partner violence were:
72% of those who had experienced custodial interference.
70% of those who had been sexually abused by a known adult.
63% of those who had been neglected.
56% of those who had been physically abused.
50% of those who had been psychologically abused.
(Ibid).

Children exposed to IPV experience problems like those of children who have been abused.
Some experience trauma-related anxiety, depression, and low self-esteem.
Others engage in fighting, bullying, lying, cheating, and disobedience.
They are more likely than other children to have difficulty in relationships with others, and poor school performance.
They learn attitudes leading to violent behavior, and are more likely to engage in violence in the community.  
(Edelson, J.L. (2006).  Emerging Response to Children Exposed to Intimate Partner Violence, VAWANET, National Online Resource Center on Violence Against Women, http://new.vawnet.org/Assoc_Files_VAWnet/ChildrenExposure.pdf.)

Pre-school children suffered more often from bed-wetting, nightmares, post-traumatic stress symptoms, allergies, asthma, gastrointestinal problems, headaches and flu.
(Graham-Bermann, S.A. & Send, J. (2005).  Violence exposure and traumatic stress symptoms are additional predictors of health problems in high-risk children.  Journal of Pediatrics. 146(3): 309-10.)

Adolescents were more likely to attempt suicide, abuse drugs or alcohol, run away from home, engage in delinquent behavior or prostitution, and commit sexual assault crimes.  
(Research summarized in Wolfe, D.A.. Et al (1995).  Strategies to address violence in the lives of high risk youth.  In Peled, E, Jaffe, P.G., & Edelson, J.L., (Eds.)  Ending the Cycle of Violence: Community Responses to Children of Battered Women.  New York: Sage Publications.
An abusive man’s relationship to a child affects the child’s well-being directly, not just by way of its negative impact on the mother.)

An abusive man’s relationship to a child affects the child’s well-being directly, not just by way of its negative impact on the mother.  
(Sullivan, C.M., et al (2000).  How children’s adjustment is affected by their relationships to their mothers’ abusers.  Journal of Interpersonal Violence, 15(6), 587-602)

Violence by a father or stepfather against the mother had a greater impact on a child than violence by a partner of the mother who played a minimal role in the child’s life.
(Ibid).

The effects of IPV may be buffered by the presence of protective adults within the family and outside it, especially the child’s mother, and by the child’s own ways of coping.
(Edelson)

- Children exposed to DV are at significantly higher risk for post traumatic stress disorder (PTSD), depression & anxiety, developmental delays, aggressiveness. Many studies have shown that children who are exposed to violence have more physical health problems which usually persist after the violence has ended.
  
- Lower IQ in children linked to IPV.  (Koenen, 2003 K. C., Moffitt, T. E., Caspi, A., Taylor, A., & Purcell, S. (2003). Domestic violence is associated with environmental suppression of IQ in young children. Development and Psychopathology, 15, 297-329)

IPV puts victims at risk for adverse outcomes during pregnancy, including preterm birth.  Premature birth is linked to an increased risk of a range of mental health problems much later in life according to researchers.  This includes bipolar disorder, depression and psychosis all being more likely to occur according to a study in the Archives of General Psychiatry.  (BBC Health, 2012)

Mothers experiencing DV around pregnancy have lower maternal attachment with their infants.
This could lead to decreased or no breastfeeding.  Evidence links breast feeding to lower risk for breast and ovarian cancers; also reduces children’s risk for sudden infant death syndrome, asthma, gastrointestinal infections, respiratory diseases, leukemia, ear infections, obesity, and type 2 diabetes.  (Office of News & Public Information, 2011)

Unintended pregnancy also increases the risk of babies being born preterm or at a low birth weight, both of which cause their chances of health and developmental problems. (Office of News & Public Information, 2011)

Compulsive use of nicotine, alcohol, and injected drugs increases proportionally as the intensity of adverse life experiences during childhood do according to ACE study.  
Childhood experiences profoundly and causally shape adult life.  
Should screen at earliest possible point for ACE in medical settings.
(The Origins of Addiction: Evidence from the Adverse Childhood Experiences Study, Felitti, 2004)






Monetary Costs

PV costs the U.S. economy well over $8.3
oillion dollars a year. coc, 2012

PV accounts for 26% of all incidents of
violence in the workplace and costs employers

S3 billion to S5 billion annually in the form of
increased health care costs, increased

absenteeism, decreased productivity, and
increased security. u.s. pot, 2007
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Patients discharged with only symptoms or injuries treated, and not the underlying issue of IPV can result in costly unnecessary testing and increased utilization of health care services.

Victims of IPV make more trips to health providers over lifetime and have longer hospital stays than non-victims.  This incurs more costs. (Basile & Smith, 2011; Black 2011)

Costs related to IPV are estimated to be between $2 and $7 billion each year.  (Brown DS, Finkelstein EA, Mercy JA.  Methods for estimating medical expenditures attributable to intimate partner violence. J Interpers Violence . 2008;231747-66 PubMed)

The CDC estimates that the cost of intimate partner rape, assault, and stalking exceeds $5.8 billion each year.  (National Center for Injury Prevention and Control. (2003).  Costs of Intimate Partner Violence Against Women in the United States.  Centers for Disease Control and Prevention.)
Victims sought mental health services following 33% of intimate partner rape, 26% of assaults, and 43% of stalking incidents –for an estimated 18.6 million mental health visits.
The medical and mental health care cost per IPV incident is $838 per rape, $816 per assault, and $294 per stalking incident.  

Abused women were diagnosed 6 times more often with substance abuse, over 3 times more often with depression, and 3 times more often with sexually transmitted diseases than women who were not abused.  (Bonomo, A.E., Anderson, M., Reid, R.J., Rivera, F.P., Carrell, D. & Thompson, R.S. (2009).  Medical and psychosocial diagnosis in women with a history of intimate partner violence.  Archives of Internal Medicine 169(18): 1692-1697.)

The health care costs of abused women exceeded those of other women by over $1,200 annually in the first two years after the abuse ended, and by about $400 in the third year.  (Fishman, P.A., Bonomi, A. E., Anderson, M.L., Reid, R. J. & Rivera, F.P. (2010) Changes in Health Care Costs over Time following the Cessation of Intimate Partner Violence: Journal of General Internal Medicine, 25 (9), 920-925.)

- Physically abused women used more emergency department, hospital outpatient, primary care, pharmacy and mental health services, and women who suffered non-physical abuse used more mental health services, than non-abused women.  Women experiencing ongoing physical abuse had the highest total  annual health care costs (42% higher than costs incurred by non-abused women), followed by those who had been recently (24% higher) or longer ago (19% higher).  Women who had experienced recent nonphysical abuse had annual costs that were 33% higher than non-abused women.  Bonomi, A.E., Anderson, M.I., Rivera, F.P. & Thompson, R.S. (2009).  Health care utilization and costs associated with physical and nonphysical-only intimate partner violence.  Health Services Research; 44 (3): 1052-1067.)

Healthy newborns typically stay in the hospital for a few days, but babies addicted to prescription medication stay weeks and sometimes months, at an average costs of more than $50,000 per child.  Journal of the American Medical Association.

According to CDC in 1995, estimated 5.8 billion dollars was spent in healthcare for IPV.
According to CDC in 2003, estimated number jumped to over 8.3 billion dollars.  

2010 Group Health Study: found that female DV victims have significantly higher health costs for 3 years following the end of the abuse than do women who have not been abused.   

Domestic violence in the U.S. accounts for $4 billion in direct medical and mental health care expenses and $1.8 billion in lost productivity costs per year.  (Costs of intimate partner violence against women in the United States.  Atlanta, GA: National Center for Injury Prevention and Control, Centers for Disease Control and Prevention, 2003)

A recent study from Group Health Cooperative demonstrated that annual total health care costs were 19% higher in women with a history of physical, sexual, or psychological interpersonal violence compared with women who had never experienced interpersonal violence.  Health care utilization was higher for all categories of service among women experiencing interpersonal violence.  Excess costs due to interpersonal violence are approximately $19.3 million per year for every 100,000 women enrollees aged 18 to 64 years.  (Rivara F, Anderson ML, Fishman P, et al.  Healthcare utilization and costs for women with a history of intimate partner violence, Am J Prev Med. 2007; 32(2):89-96. PubMed) 	


Screening Recommendation

- The Institute of Medicine, American Medical
Association, World Health Organization,
American College of Obstetricians &
Gynecologists, American Academy of
Pediatricians, American Nurses Association are
among the health care groups that
recommend that providers screen their
women patients for violence.



|IOM Language

e Recommendation 5.7:

e Screening and counseling for interpersonal
and domestic violence.

e Screening and counseling involve elicitation of
information from women and adolescents
about current and past violence and abuse in
a culturally sensitive and supportive manner
to address current health concerns about
safety and other current or future health

problems.
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http://www.iom.edu/~/media/Files/Report%20Files/2011/Clinical-Preventive-Services-for-Women-Closing-the-Gaps/Preventive%20Services%20Women%202011%20Report%20Brief.pdf



Polling Question

Despite Screening recommendations only %
of women were screened for violence during
prenatal visits

a) 50%
b) 20%
c) 37%
d) 12%
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 Despite screening recommendations, a study showed only 37% of pregnant women were screened for violence during prenatal visits. (Clark, 2000)
* Why only 37%?  What were the challenges?*


Why Aren’t We Screening?

Health care workers cite the following issues:

- Lack of time and training.
- Lack knowledge of services available.
- Don’t want to offend patients.

- Frustration due to expectation that victim
should leave abusive home.

15
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- Some physicians see DV primarily as a criminal justice issue, and take umbrage at being expected to delve into a difficult “messy” topic when they already have to screen for many other conditions and diagnose complicated diseases in the span of an ever-shorter visit.  

Per the recommendations of many organizations  - All adult female patients should be screened.
“Because intimate partner violence and abuse are so common, we screen for it routinely.” OPDV further recommends screening across the board.

Doctors were also frustrated because of the expectation that once abuse is identified, the victim should just walk out of the situation.   

HOWEVER! Those who support routine questioning say DV is as or more common in women than many diseases for which doctors regularly check, including breast and colon cancer, and its health risks are well documented.  (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).



Leaving an Abusive Relationship
Guarantees a Life Free of Violence

* TRUE

OR

* FALSE


Presenter
Presentation Notes
To begin with a relationship cannot be abusive it is the person in the relationship that is abusive. This raises the failing of colloquial language to name DV for what it is therefore making it even more difficult for victims to not accept blame for the 


Leaving versus Safety
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Discuss the balancing act the victim does to keep safe in or out of the relationship
Speak of the danger to the victim at the time of planning or leaving.


RADAR

Routinely screen patients
Ask direct questions
Document your findings
Assess patient safety
Review options and referrals


Presenter
Presentation Notes
Developed by Mass. General.


Those who support routine questioning say DV is as or more common in women than many diseases for which doctors regularly check, including breast and colon cancer, and its health risks are well documented.  (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).



Routine Screening

e Screen privately
 Convey a concerned and respectful attitude
e Assure confidentiality
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The IOM convened a committee of experts to identify critical gaps in the preventative services already identified in the Affordable Care Act (ACA), which are based on recommendations developed by three independent bodies: the United States Preventive Services Task Force, the American Academy of Pediatrics’ Bright Futures recommendations for adolescents, and the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.  All independent bodies, including those cautious at first, have come around to the screening recommendations.  The committee recommended that all women and adolescent girls* be screened and counseled for interpersonal and domestic violence in a culturally sensitive and supportive manner.  


The clinical value of screening for IPV has been widely accepted, and the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires policies and procedures for identifying, treating, and referring IPV victims in emergency departments and ambulatory settings.  Professional organizations for healthcare providers, such as American Medical Association (AMA), the American College of Obstetricians and Gynecologists (ACOG), and the American Association of Colleges of Nursing (AACN) have published guidelines that encourage screening as a way to identify IPV and abuse early and to positively impact health outcomes for their clients.  Evidence has shown that both abused and non-abused clients support universal IPV screening in health care settings.
(The Intersection of HIV and Intimate Partner Violence: Considerations, Concerns, and Policy Implications, Marguerite L. Batty, John Hopkins University School of Nursing) available at: http://endabuse.org/health/ejournal/archive/1-7/hiv_ipv.php



Screening for risk of abuse is central to woman’s safety, as well as to addressing current health concerns and preventing future health problems.

*This does not mean that IPV doesn’t occur in male or GLBT populations.  But IOM is written this way for now.   

The Institute of Medicine, American Medical Association, World Health Organization, American College of Obstetricians & Gynecologists, American Academy of Pediatricians, American Nurses Association are among the health care groups that recommend that providers screen their women patients for violence.  

Routine screening is an effective way to identify patients who are being abused in their homes.  Early recognition and intervention may contribute to lowering the frequency and severity of further abuse and also may assist in reducing the morbidity and mortality that result from violence in the home.  (Clinician Guide for Identifying, Treating and Preventing Family Violence, New York City Health and Hospitals Corporation, 2002)

High % of adult women in the U.S. do want to be asked about experiences of sexual violence by their health care providers.  (McAfee, 1995; Littleton, Berenson & Breitkopf, 2007)

Women say they will eventually disclose DV if  certain prerequisites on part of provider are met: trust, caring, and sensitivity.  (Battaglia, Finley & Liebschutz, 2003)

Median rate of screening rates for intimate partner and sexual violence at health care facilities:
15.5% for physicians
18.3% for nurses
(Screening Study for Interpersonal Violence, Stayton & Duncan, 2005)

Another study showed median of only 10% female patients being screened by providers.  (Elliott, Nerney, Jones, Friedman, 2002)

30% of physicians reported screening victims of violence in their practice on daily or weekly basis, but less than a 1/3 of respondents screened at least half of their patients for violence.  (Broth, Chelmowski, Batson, 2001)

Medical residents screen about 37% of the time.  (Varjavand, Cohen, Gracely, Novack, 2004)

Only 16% of physicians reported having an office protocol to use with victims of violence.  (Lapidus, 2002)

(Should health professionals screen women for domestic violence?  Systematic review, BMJ, 2002)
In  four surveys, 43-85% of women respondents found screening in healthcare settings acceptable.  
Two surveys of health professionals’ views found that two thirds of physicians and almost half of emergency department nurses were not in favor of screening.
In nine studies of screening compared with no screening, most detected a greater proportion of abused women identified by healthcare professionals.
Other than increased referral to outside agencies, little evidence exists for changes in important outcomes such as decreased exposure to violence.  
No studies measured quality of life, mental health outcomes, or potential harm to women from screening programs.  

-Screening should also specifically ask about sexual jealousy and infidelity according to study, because jailhouse phone calls revealed that abusers were most likely to attack victims after discussion of this.  
(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  

(Domestic Violence Doubles Risk of Death for HIV-Positive Women, Laura Whitehorn, 2012)
(Statistics from Women’s Interagency HIV Study (WIHS)
Researchers have urged care providers to screen HIV patients for IPV and treat their female patients for the effects of gender-based violence.  Providing interventions and resources to deal with abuse can improve their patients’ chances of survival.  
Providers need to learn to identify abuse.  Health systems need to develop interventions and integrate tools and support to help women living with HIV and trauma.  A national plan needs to be put into place in order to stem this epidemic of gender-based violence, which promotes the HIV/AIDS epidemic and endangers women’s lives.  
Of the state laws regarding HIV screening, only 7 states made allowances regarding the intersection between IPV and HIV.
The NYS law is the most extensive concerning the overlap of IPV and HIV because it provides guidelines for practitioners (National HIV/AIDS Clinicians’ Consultation Center, 2008d).  Those persons who test positive for HIV are to be screened for IPV during their post-test counseling per the protocol developed by the NY Health Commissioner.  For all health care practitioners and others who are required to report HIV test results, documentation of IPV screening must be included.  
There is a stigma attached surrounding both HIV and IPV.  Universal screening can address this stigma.  For general health care providers, incorporating HIV testing and IPV screening into routine health visits for all patients may build trust and decreases the discomfort surrounding disclosure.  Those providers working in reproductive heath should routinely assess for IPV as well as HIV risk.  In addition, those working in areas where HIV-related services are offered such as VCT, prenatal and postnatal care, and general HIV treatment, should incorporate violence screening and resource referrals into usual care for all.
Health care practitioners and other professionals must be aware of the signs of potential overlap between HIV and IPV.  
HIV counselors who incorporate IPV screening into their post-test counseling can help their clients develop safe disclosure plans with the understanding that the disclosure may result in an escalation of violence.  
Because there is often a history of trauma among those individuals who are HIV positive, HIV support group facilitators should address trauma histories as part of the counseling process.

Despite recommendations, screening for domestic abuse in seemingly healthy women is nowhere near as widespread among doctors as testing for breast cancer or high cholesterol. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).
Some physicians see DV primarily as a criminal justice issue, and take umbrage at being expected to delve into a difficult, messy topic when they already have to screen for many other conditions and diagnose complicated diseases in the span of an ever-shorter visit. 
In a nationwide study of nearly 5000 women, only 7% said a health professional had ever asked them about domestic or family violence.  When surveyed, doctors often respond that they don’t ask such questions because of a lack of time, training and easy access to services that help these patients.  Some have reported that they worry about offending patients and believe asking won’t make any difference.  Also, there is frustrated expectation that once abuse is identified, the victim should just walk out of the situation.  However, urging an abused patient simply to leave may not be realistic or safe for several reasons: The risk of being murdered is highest at the time one leaves, the woman may depend on her partner for food and shelter, and patients may not respond well to a doctor who dictates what to do.  


Ask

Ask Direct Questions

Based on Presenting Problem
Believe the victim

Empathize

Offer positive messages: ABCD Rule


Presenter
Presentation Notes
Ask Direct Questions:
- Are you being threatened or hurt by anyone?
- Many patients tell me their partners have hurt them.  Is this happening to you?
- Are you in a relationship where you get hit, punched, kicked or hurt in any way?
- Do arguments ever end in your partner pushing, shoving or slapping you?

Based on Presenting Problem:
- I noticed you have… Did someone do this to you?
- The injuries you have look like they were caused by someone.  Has someone hurt you?
- You seem frightened of your partner.  Is he/she hurting you?

- Just by asking, you may be planting a seed for change.  Numerous studies indicate that doctors ask about DV poorly, however, and don’t handle it well when they do get a yes answer.  The reasons to ask are to education a patient and to open the door so that the patient knows she can come to you.  It is part of developing a real relationship with your patient.  Over time, you might be able to uncover the abuse and improve her safety, but you also might better understand why she is having her symptoms and how to better approach her self-management of her illness. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).


“You are not Alone.”
“You are not to Blame for things your partner does.”
“You are not Crazy.”
“You don’t Deserve to be treated this way.”



Document

Ask for specifics and use the patient’s own
words

Be specific and objective

Carefully describe all wounds, old and new
Preserve physical evidence

Offer to photograph injuries


Presenter
Presentation Notes
Although research shows that most survivors of sexual violence would like to be able to disclose what has happened to them, few spontaneously do this.  This is why screening is crucial.




Assess Patient Safety & Refer

e Conduct quick assessment of safety

 Encourage patient to contact their local
domestic violence service provider.

 Ensure access to a private telephone.
e Offer materials after discussing safety issues
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-The earlier the identification and intervention, more likely it is possible to help survivors avoid further victimization.  (Felitti, 1991, 2002)

-Results also suggest that there should be more coordination between health care providers helping those with drug and alcohol use, mental health issues, and domestic abuse, since all of these issues can be related.  
(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  

- The best way to ask about abuse in a health care setting is in a private place, with no family members present, as part of the routine patient history.  If the patient says she has been battered or threatened at home, experts recommend that the doctor offer empathy, tell her what’s happening is wrong, document her story in the medical record and provide her with information on places to go or refer her to someone who may be able to help. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).



Limited English Proficiency

* In the event that a language barrier exists
between the provider and the patient, a
competent objective interpreter/translator is
required by law since 2006 in NYS.
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The New York State Department of Health (DOH) implemented a regulation in September 2006 that sets standards for hospitals' communication with limited-English-proficient individuals (LEP).  This regulation makes it clear that every limited-English-proficient patient has a right to meaningful access to a hospital's services; requires every hospital to develop a language assistance program and designate a language assistance coordinator; requires hospitals to identify and document each patient's language of preference and the acceptance or refusal of language assistance services; sets clear limits on the use of friends, strangers, and family members as interpreters, including age restrictions; and so forth. 

2013 UPDATE

The U.S. Department of Health and Human Services (HHS) is pleased to announce that it has published its 2013 Language Access Plan (HHS LAP) ensuring access to the Department’s programs and activities to people with limited English proficiency (LEP). 
 
America’s population reflects diverse communications needs.  Nearly 20 percent of the population (55 million people) speaks a language other than English at home, 63 percent of hospitals treat LEP patients daily or weekly and more than 15 languages are frequently encountered by at least 20 percent of hospitals.
 
In accordance with Executive Order 13166, Improving Access to Services for Persons with Limited English Proficiency, the HHS LAP establishes the Department’s policy and strategy for serving persons with LEP and its commitment to the language access principals which state that people with LEP should have meaningful access to federally funded programs, activities, services and benefits.  The plan further serves as a blueprint for HHS Divisions to develop their own agency-specific language access plans.
 
The HHS LAP is organized into ten cross-cutting elements with specific actions steps for HHS agencies to include in their respective agency-specific plans.  The ten elements include:
 
ELEMENT 1:   Assessment: Needs and Capacity
ELEMENT 2:   Oral Language Assistance Services
ELEMENT 3:   Written Translations
ELEMENT 4:   Policies and Procedures
ELEMENT 5:   Notification of the Availability of Language Assistance at no Cost
ELEMENT 6:   Staff Training
ELEMENT 7:   Assessment: Access and Quality
ELEMENT 8:   Stakeholder Consultation (New Element)
ELEMENT 9:   Digital Information (New Element)
ELEMENT 10: Grant Assurance and Compliance (New Element)
 
The HHS Language Access Plan is available here.
 
The above message is from the OCR-Civil Rights Division-Listserv, operated by the Office for Civil Rights (OCR) in the US Department of Health and Human Services. For more information, please visit the OCR Civil Rights Division website at http://www.hhs.gov/ocr/civilrights/index.html.
 
If you feel a health care provider, or state or local government agency, has discriminated against you (or someone else) based on race, national origin, disability, or age, you may file a civil rights complaint. OCR can investigate disability-based discrimination complaints against programs operated by HHS. Under certain statutes and regulations, OCR also has limited authority to investigate complaints of discrimination based on sex and religion. For additional information about how to file a complaint, visit OCR's web page at http://www.hhs.gov/ocr/civilrights/complaints/index.html.
 
 
According to the 2010 Census, nearly three out of four (71%) Asian Americans speak a language other than English at home. And roughly one-third (32%) of Asian Americans are limited-English proficient (LEP) and experience some difficulty communicating in English. Coupled with a lack of available English classes, language is a formidable barrier impacting access to a range of vital services, such as healthcare, social services, housing, courts, and education.
 
The API Institute's Interpretation Technical Assistance & Resource Center (ITARC) offers advocates, interpreters, and social and legal services providers:
Training & Technical Assistance on:
Federal and state laws and policies on language access in civil and criminal courts,
Meeting the needs of culturally diverse victims/survivors with limited English proficiency,
Improving language access policies and practices in organizations and systems, 
Roles and responsibilities of advocates and systems personnel at various points of contact,
Model programs and practices for interpretation services,
Training and qualifying standards for court interpretation, and
Finding and working with interpreters.
Resource Center materials on:
Demographics and Census Data
Glossaries and Dictionaries
Guidelines and Standards
Interpretation for Deaf and Hard of Hearing
Language Access Laws and Plans
Language Identification Tools
Model Court Interpreter Legislation
Manuals, Models, Training Curricula
Technologies for Interpretation
Translated Materials
Translation
Web Based Trainings




Public Health RESPONSE to DV

Recognize the problem
Educate the public

Screen routinely

Primary prevention focus
Ongoing staff education
New data sources
Strategies for intervention

Engage with community partners
(Chamberlain, 2004)
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This is a larger problem and can really only be addressed systemically each one of us doing our part. As a direct care giver screening, referring and documenting

If you are a manager/ policy maker linking with the community and developing internal supports for staff to be able to screen and respond effectively.



Thank you

Dishpaul S. Dhuga, J.D.
(518) 457 7981
dishpaul.dhuga@opdv.ny.gov

Agnes Pala-Bukhala
(518) 457 6981
Agnes.pala-bukhala@opdv.ny.gov

The NYS Office for the Prevention of Domestic Violence
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Welcome participants.



This training is on Domestic Violence as a Maternal and Child Health Issue.  It is being offered by OPDV in accordance with our contractual obligations with the New York State Department of Health.



Introduce yourself.



Introduce OPDV.

1



As a Result of these Series of Webinars, you will be Better able to:

DESCRIBE the context of domestic violence;



2)  IDENTIFY the impact on adult women and children within the maternal and child health system;



3)  APPLY the information to the daily practice within your setting.
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Although IPV affects both men and women as victims and perpetrators, more women experience IPV, therefore, most studies about screening and interventions for IPV enroll women.

(Black MC, Basile KC, Breidling MJ, Smith SG, Walters ML, Merrick MT et al.  The National Intimate Partner & Sexual Violence Survey: 2010 Summary Report.  Atlanta: National Center for Injury Prevention and Control, Centers for Disease Control  & Prevention; 2011)



Staff in an obstetrics and gynecology setting relatively rich in IPV resources described feeling capable dealing with IPV.  The staff in a general medicine setting dedicated to women’s health but without a focus on IPV and with fewer supports described discomfort and difficulty dealing with IPV.  Presence of systemic prioritization of and resources for IPV were described as contributing to the confidence in addressing the issue.  Other necessary elements identified included (a) on-site resources, (b) adequate time, (c) focused IPV training, and (d) a team or systemic approach.  (Helping women victims of intimate partner violence: comparing the approaches of two health care settings.  Chang JC, Buranosky R, Dado D, Cluss P, Hawker L, Rothe E, McNeil M, Scholle SH., University of Pittsburgh School of Medicine)



Former Surgeon General, Everett Koop, who died February 2013 at 96 was a maverick in the health care field.  He helped the anti-tobacco fight, fight against and HIV/Aids awareness leading to landmark legislation such as the Ryan White CARE Act, advocated for condom use and safe-sex classes, promotion and development of educational pamphlets, pediatric Aids.  
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You Can Make A Difference



Domestic Violence is a public health care issue. 

Domestic Violence negatively impacts your patients’ health outcome.  

Maternal and Health Care settings offer a unique opportunity for early identification, screening and intervention within their scope of services.
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-IPV is a public health issue that disproportionately affects women.  Women are at significantly higher risk than men of experiencing IPV, of sustaining serious injuries, and being killed by an intimate partner.  (DOJ, 2010)  IOM recommends screening every female patient.



Studies on the prevalence of IPV and sexual victimization among female patients seen in the health care settings underscores the need for routine assessment and trauma-informed care.  (Futures Without Violence, 2012)



Women utilize health care services 33% more often than men, therefore, screening women for sexual violence at health care sites fits well with women’s usage health care services.  (Brett & Burt, 2001)



Victims of IPV are more at risk of a wide range of physical, mental, reproductive, and other health consequences over their lifetime than non-victims. (Basile & Smith, 2011; Black 2011)



Survivors make frequent visits to health care services.  Survivors’ visits to medical providers increases 18% in year of assault, almost 60% a year after assault, and over 30% in 2nd year after assault.  (Koss, 1993) 



Health care visits are the gateway to care for many DV survivors.  Providers could be central in improving the outcomes of survivors of violence if they screened, educated and referred patients. A visit to a health care provider is an appropriate time and situation for women to be assessed for violence.



“Pregnant women are such a rich resource in ending violence against women because the one common experience of women worldwide is pregnancy.  Up to 95% of women worldwide will have at least one pregnancy.”  Judith McFarlane, RN, D.Ph., SPAN, Texas Women’s University.

   

Examples of potential settings for screening include emergency rooms, primary health care facilities, and family planning services.



Abused women are at increased risk of chronic pain, depression, anxiety, and alcohol and substance abuse, and they can have problems taking their medication correctly and getting to appointments.  In one recent study, women who said they had been abused within the past year were more likely to have partners who interfered with their medical care. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).

Felicia Cohen of the University of California stated that family violence was a public health pandemic with immense health care implications. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).
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Polling Question

Medical care visits provide opportunities for intervention by health care providers

Yes or no
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Opportunity for Intervention – Prenatal

96% of pregnant women receive prenatal care.  Average of 12-13 prenatal care visits.  (CDC, 2009)

Repeated contact provides opportunities for intervention.

Researchers found that, on average, women who were abused entered prenatal care 6.5 weeks later than non-abused women.  (Mattson, 1996) 

CDC, Intimate Partner Violence During Pregnancy: A Guide for Clinicians, 2009.



Repeated contact with health care providers opens doors for intervention.  Reproductive health care services are routinely used by millions of women each year.  Health care providers are an important point of contact during which screening for IPV and appropriate intervention or referral can occur.  Health care visits increase the opportunity for intersection and opportunity to develop trust in health care providers.



 For many women, pregnancy presents the unique opportunity for repeated contact with health care providers.  Very important window of opportunity.  Sometimes it is the first time the patient reveals IPV. 



 Unintended pregnancies accounted for almost half of pregnancies in U.S. in 2001.  Women with unintended pregnancies are more likely to receive delayed or no prenatal care and to smoke, consume more alcohol, be depressed, and experience DV during pregnancy.  (Office of News & Public Information, 2011).
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Domestic Violence

Pattern of coercive tactics

 	- Physical abuse

 	- Psychological and Emotional abuse

 	- Sexual abuse

 	- Economic abuse

 	- Using children

 	- Isolation, coercion and threats

 	- Minimizing, denying and blaming



•  Perpetrated against an intimate partner or family member

•  Power and control
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Power and Control Wheel
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Reproductive & Sexual Coercion

Involves behavior that a partner uses to maintain power and control in a relationship that are related to sexual and reproductive health:

	- DV & sexual violence

	- IPV & HIV intersection

	- Birth control sabotage

	- Pregnancy pressure & unintended  pregnancies 

	- Coercing partner to have unprotected sex

	- Abortion disclosure
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Women who have experienced IPV are consistently found to have poor sexual and reproductive health when compared to non-abused women.  (Coker, 2007)



Reproductive Control Classifications based on various stages of the sexual relationship: Before sexual intercourse (pregnancy promotion, contraceptive sabotage); During Sexual intercourse (sexual violence, condom manipulation, contraceptive sabotage); Post-conception (controlling pregnancy outcome, interfering with healthcare).  (Moore, Frohwirth, Miller, 2010)



IPV is associated with unwanted pregnancy, women not using their preferred contraceptive method, sexually transmitted infections including HIV/AIDS, miscarriages, repeat abortion, a high number of sexual partners, and poor pregnancy outcomes. (Moore, Frohwirth, Miller, 2010)



- Nearly half (45.9%) of women experiencing physical abuse in a relationship also disclosed forced sex by their intimate partner.  (Lipponcott Williams & Wilkins, 2007)



-By assessing for male reproductive control among women seeking reproductive health services, health care providers may be able to provide education, care, and counseling to help women protect their reproductive health and physical safety. (Moore, Frohwirth, Miller, 2010)



Women who were sexually assaulted by an intimate partner, compared to women who had been physically, but not sexually abused, had more:

	- Symptoms of post-traumatic stress disorder

	- Pregnancies resulting from rape

	- Sexually transmitted diseases

	- Use of alcohol, illicit drugs (usually cocaine), or nicotine

	- Threatened or attempted suicide

(McFarlane, J.. & A. Malecha, (2005). Sexual Assault Among Intimates: Frequency, Consequences, and Treatment, National Institute of Justice, NCJ211678)



(Abortion Disclosure and the Association with Domestic Violence, Woo, Junda MD; Fine, Paul MD; Goetzl, Laura MD, MPH.  June 2005, Vol. 105, Issue 6, pp. 1329-1334)

Purpose of study from article above: was conducted to estimate the rate at which women disclose abortion to their partners and examine the association between dv and partner disclosure.

Conclusion: 17.2% of women concealed pregnancy terminations from their partners.

56.1% of nondisclosures had a tenuous relationship or no relationship with the father of the pregnancy.  

Rate of IPV was twice as high in this group and may have adversely affected open communication.

Subset of nondisclosures reported the direct fear of personal harm as the primary reason for nondisclosure.

DV is a pervasive health problem, particularly among abortion patients.  DV is more common among women choosing pregnancy termination than in the general public.  

Because some of these patients do not otherwise access health care services, universal screening for DV by all abortion providers is recommended. 



U.S. data shows that 40% of women who seek abortions report abuse and that these women are likely to cite relationship problems for requesting pregnancy termination.  

U.S. research has shown that 31% of women seeking an abortion have experienced physical or sexual abuse at some time in their lives and of these, more than half have witnessed DV as children.

Research identifies increased level of exposure to violence among women seeking repeat abortions.

(Violence and abortions: What’s a doctor to do? Susan P. Phillips , CMA 2005)



34% (13) participants reported that partners had limited their ability to choose whether or not to have children.  

7 of these women described tactics to try to get them to have children, and reported being pressured or forced to have abortions.  1 woman reported both.  2 women underwent sterilization in response to the abuse.  4 of the 13 women reported contradictory behaviors by their partners around family planning, such as not allowing birth control, then demanding that the participant terminate the pregnancy.  

(Impact of Partner Abuse on Women’s Reproductive Lives. Hathaway JE, Willis G, Zimmer B, Silverman JG.  J Am Med Women’s Assoc. 2005)



Findings of a study showed that violence often immediately followed accusations of sexual infidelity made by one of the partners.  Couples in the study had accepted traditional heterosexual gender roles, which were often justified through religion.  According to these gender roles, women are supposed to marry and have children and men are supposed to be strong and in control.  Men use these traditional gender roles to justify their use of violence.  

The violence also centered around reproductive coercion, where men wanted to control when and if their partner became pregnant.  

5 of the 17 couples talked about severe violence during pregnancy and two women discussed a lost pregnancy as a result of violence.  

This study proves that a lot of safety planning tools don’t ask specifically about sexual jealousy and infidelity, but it is a question that should be asked in the area of reproductive coercion.  

(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  



IPV & HIV



(Domestic Violence Doubles Risk of Death for HIV-Positive Women, Laura Whitehorn, 2012)

(Statistics from Women’s Interagency HIV Study (WIHS)

According to research from the XIX 2012 International AIDS Conference in Washington DC, episodes of IPV dramatically raises the short-term risk of death for women living with or at risk of contracting HIV.  

There is a higher risk of HIV infection, illness, and death among women in the U.S.

Gender-based violence increases the risk of both acquiring and transmitting HIV.  And having HIV may increase the risk of abuse.  

There is evidence that abuse is high among women with or at risk of HIV, between 24-78%  report a history of gender-based violence.  

The risk of dying for all women with recent abuse was 1.54 times higher compared with women who did not have recent abuse.  For HIV-positive and HIV-negative women, it was 1.42 times and 4.39 times higher, respectively, as compared with women reporting no recent abuse.  

HIV-positive women reporting recent abuse were 42% more likely and HIV-negative women 4 times more likely to die.

In total, 78% of all women in the study reported a lifetime experience of abuse, and 36% had a recent experience of abuse.  During the study period, 437 WIHS participants died, 411 (94%) of whom were HIV-positive women.  

The causes of death for the HIV-positive women are both AIDs-related and non-AIDS-related.  Abuse at any point in a woman’s life hurts her ability to begin HIV treatment and to take her medications as needed.  

Some consequences of trauma, such as depression, substance abuse and unemployment, are also associated with poor ARV adherence and other predictors of illness for people living with HIV.  

Increasing evidence suggests gender-based violence is a major reason why women have surpassed men in the world of HIV.  

Women living with or at risk for HIV suffer from PTSD at a rate more than five times that of the general population.  

Domestic partner violence plays a direct role in harming positive women’s health, especially since consistent health care is key for the well-being of people with the virus.  Women often reported that their abusive partners prohibited them from seeking HIV-related care or services because they thought that would suggest that they, too were living with the virus.  

An incident of abuse within the past month was associated with four times the risk of having antiretroviral (ARV) regimen fail to suppress HIV.

In the study, 80% of women had a history of abuse and 20% reported a recent incident of abuse.  

These elevated rates held for transgender and non-transgender women with HIV in the program.

Lifetime sexual abuse has a 61% prevalence among women in this country, which is a major driver of the epidemic.



The Intersection of HIV and Intimate Partner Violence: Considerations, Concerns, and Policy Implications, Marguerite L. Batty, John Hopkins University School of Nursing) available at: http://endabuse.org/health/ejournal/archive/1-7/hiv_ipv.php



IPV has been closely linked with HIV risk and HIV infection for women and men, both as victims and perpetrators of violence.

Violence and fear of violence can impede an abused partner’s ability to negotiate safe sex behaviors such as negotiating condom use or refusing sex.

IPV can be also a precursor to engaging in sexually risky behaviors which in turn increases the risk of HIV infection for men and women.

IPV can also be a barrier to participation in HIV voluntary counseling and testing (VCT). (NYS Partner Notification Law) 

Although heterosexual women have been the focus in the majority of research on the intersection between HIV and IPV, it is important to recognize that this overlap exists for heterosexual men and sexual minorities as well.

The importance of addressing of addressing the overlap between HIV and IPV has been emphasized in global efforts to stem the epidemics by groups such as the World Health Organization, the United Nations General Assembly Special Section on HIV/AIDS, and the Joint UN Programme on HIV/AIDS.

 To date, few recommendations in the U.S. address the overlap of IPV and HIV.  If a person declines an HIV test, the CDC recommends that the clinician discuss and address reasons for the hesitation as these may include IPV concerns.  The CDC suggests collaboration between VCT sites and state/local violence prevention organizations to assist in developing safe disclosure plans for clients who fear abuse upon disclosure.  (Because of NYS Partner Notification Law, some of this doesn’t work).

Given the overlap of the two epidemics, cross-training on IPV and HIV assessment and resources for professionals is needed.  This includes health care providers, (HIV specific and general), HIV counselors, domestic violence advocates, social workers, reproductive health care workers, and others.  

If the overlap of HIV and IPV gains more public visibility, political support for initiatives and policy changes can be mobilized.  Further legislation on both state and federal levels should establish more comprehensive guidelines for screening and follow-up on both HIV and IPV in public health departments and clinical settings similar to those of NYS.  

There is an urgent need for interventions that address both HIV and IPV simultaneously, but there have been a few that have shown promise in both abused and non-abused populations.  One successful model of an HIV intervention that has demonstrated positive effects on safe sex behaviors with African American girls who have experienced relational violence is the Sistering, Informing, Healing, Living and Empowering (SIHLE) program.  Through small group discussions, the girls learn about HIV risk reduction, ethnic and gender pride, and healthy relationships.  They also participate in role plays of safe sex conversations and condom negotiation.  

Policies on city, county, state, and federal levels must be developed to address the overlap of HIV and IPV.  This includes dedicating funds to effective programs targeting those groups at risk.  

Adolescents mirror adult statistics of physical and sexual violence, with 9.2% of respondents in the NYRBSS reporting that they have been intentionally slapped, hit, or physically hurt by their boyfriend or girlfriend and 10.8% of female respondents reporting they have been physically forced to have sex at some time.  These adolescents are in the formative states of developing relationships skills and sexual negotiation skills.  Interventions that have a broader scope than those the government currently endorses could have a much larger impact.  

More remains to be learned regarding the overlap of HIV and IPV, particularly the causal mechanisms and effective interventions targeting both epidemics.  However, the evidence supporting the connection is irrefutable.  Awareness of the overlap should be raised among health practitioners, DV advocates, HIV counselors and others, and adjustments should be made to assess for both HIV risks as well as IPV experience.  Action needs to be taken to acknowledge the overlap in practice and in policy.  
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Overall Statistics



• According to a 2010 survey done by the CDC, a quarter of all U.S. women have been the victim of severe physical violence committed by a partner at some point. (CDC, 2009). 

  

• Each year, approx. 1 and a half million women in the U.S. report a rape or physical assault by intimate partner.  This number includes as many as 324,000 women who are pregnant when violence occurs.  (CDC, 2009). 
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 Approximately 1.3 to 5.3 million women in the U.S. experience IPV each year.  (National Violence Against Women Survey, U.S. Dept. of Justice, 2000)



Lifetime estimates range from 22% to 39%.  (CDC, 2008)



30% of women experience physical violence, 9% rape, 17% sexual violence other than rape, and 48% psychological aggression from their intimate partners over their lifetimes.  (National Intimate Partner and Sexual Violence Survey: 2010 Summary Report, CDC 2011)



About 1 in 7 women were injured (direct physical) as a result of IPV.  (CDC, 2009)



- More than one-half (53%) of women seen at family planning clinics reported physical or sexual IPV.  (Obstet Gynecol, 2005)



Growing number of studies which suggest that female IPV victims have a higher STI prevalence, as well as a higher prevalence of STI risk behaviors, compared with women in nonviolence relationships.  Women in violent relationships should be considered for STI screening in clinics, and IPV issues should be addressed in STI prevention messages, given its impact on risk for STI acquisition.  (Sexually Transmitted Diseases 05.2012; Vol. 39; No. 5: P. 366-371: Kristen L. Hess; Marjan Javanbakht; Joelle M. Brown; Robert E. Weiss; Paul Hsu; Pamina M. Gorbach)



It is estimated that 5 million women are physically, sexually, or emotionally abused by their partners each year in the U.S.  (Clinical Preventative Services for Women – Closing the Gaps, Report Brief, Institute of Medicine, 2011)



In 2009, approximately 3,600 women were treated in New York City emergency departments for injuries resulting from IPV.  (DOHMH 2009)



Women between the ages of 18 and 44 years are at highest risk.  (Tjaden P, Thoennes N. Extent, nature, and consequences of intimate partner violence.  Washington, DC: U.S. Department of Justice, 2000)  Domestic violence is the most common cause of injury in women between ages 18 and 44 years.  (U.S. Centers for Disease Control and Prevention.  Understanding intimate partner violence fact sheet 2006.  Available at: http://www.cdc.gov/ncipc/dvp/ipv_factsheet.pdf.)
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As a result of trauma, Children in households where there is Domestic Violence may need Health Care for reasons such as 



Intentional  and Unintentional Injuries

Normalization of the violence in their lives

C. Having developed unhealthy coping mechanisms

D. Physiological disorders aggravated by the violence/ threat of violence/ stress associated with violence
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Impact on Children



	 • Increased risk to fetus health as violence increases toward pregnant patient.



	• Children exposed to DV are at significantly greater risk for mental and physical health problems.



	 • Studies have shown that children’s IQ develop to lower rates when DV is experienced compared to non-exposed children.  (Koenen, 2003)





		

10





-From 2001 to 2005, 38% of households with a female IPV victim included children under age 12, as did 21% of households with a male victim.  (Bonomi, A.E., Anderson, M.L., Rivara, F.P. & Thompson, R.S.. (2009) Health care utilization and cost associated with physical and nonphysical partner-violence.  Health Services Research; 44(3): 1052-1067.)



Studies find a 30%-60% overlap between child maltreatment and IPV.  (Edleson, J.L. (1999a).  The overlap between child maltreatment and woman battering.  Violence Against Women, 5(2), 134-154.)



Over the course of their lives, 57% of youth who witnessed violence btwn parents or other adult caregivers had also been abused or maltreated in some way, compared with 11% of those who had not witnessed violence.  Among children who witnessed partner violence,

40% had been maltreated within the past year.

 31% had been physically abused.

38% had been psychologically abused.  

(Hamby, S., Finkelhor, D., Turner, H., Ormrod, R. (2010).  The overlap of witnessing partner violence with child maltreatment and other victimizations in a nationally representative survey of Youth.  Child Abuse & Neglect, 34, 734-741.)



Looking at the overlap from the reverse perspective, youth who had witnessed partner violence at home constituted high percentages of those who experienced some other form of abuse.  Child witnesses to partner violence were:

72% of those who had experienced custodial interference.

70% of those who had been sexually abused by a known adult.

63% of those who had been neglected.

56% of those who had been physically abused.

50% of those who had been psychologically abused.

(Ibid).



Children exposed to IPV experience problems like those of children who have been abused.

Some experience trauma-related anxiety, depression, and low self-esteem.

Others engage in fighting, bullying, lying, cheating, and disobedience.

They are more likely than other children to have difficulty in relationships with others, and poor school performance.

They learn attitudes leading to violent behavior, and are more likely to engage in violence in the community.  

(Edelson, J.L. (2006).  Emerging Response to Children Exposed to Intimate Partner Violence, VAWANET, National Online Resource Center on Violence Against Women, http://new.vawnet.org/Assoc_Files_VAWnet/ChildrenExposure.pdf.)



Pre-school children suffered more often from bed-wetting, nightmares, post-traumatic stress symptoms, allergies, asthma, gastrointestinal problems, headaches and flu.

(Graham-Bermann, S.A. & Send, J. (2005).  Violence exposure and traumatic stress symptoms are additional predictors of health problems in high-risk children.  Journal of Pediatrics. 146(3): 309-10.)



Adolescents were more likely to attempt suicide, abuse drugs or alcohol, run away from home, engage in delinquent behavior or prostitution, and commit sexual assault crimes.  

(Research summarized in Wolfe, D.A.. Et al (1995).  Strategies to address violence in the lives of high risk youth.  In Peled, E, Jaffe, P.G., & Edelson, J.L., (Eds.)  Ending the Cycle of Violence: Community Responses to Children of Battered Women.  New York: Sage Publications.

An abusive man’s relationship to a child affects the child’s well-being directly, not just by way of its negative impact on the mother.)



An abusive man’s relationship to a child affects the child’s well-being directly, not just by way of its negative impact on the mother.  

(Sullivan, C.M., et al (2000).  How children’s adjustment is affected by their relationships to their mothers’ abusers.  Journal of Interpersonal Violence, 15(6), 587-602)



Violence by a father or stepfather against the mother had a greater impact on a child than violence by a partner of the mother who played a minimal role in the child’s life.

(Ibid).



The effects of IPV may be buffered by the presence of protective adults within the family and outside it, especially the child’s mother, and by the child’s own ways of coping.

(Edelson)



- Children exposed to DV are at significantly higher risk for post traumatic stress disorder (PTSD), depression & anxiety, developmental delays, aggressiveness. Many studies have shown that children who are exposed to violence have more physical health problems which usually persist after the violence has ended.

  

- Lower IQ in children linked to IPV.  (Koenen, 2003 K. C., Moffitt, T. E., Caspi, A., Taylor, A., & Purcell, S. (2003). Domestic violence is associated with environmental suppression of IQ in young children. Development and Psychopathology, 15, 297-329)



IPV puts victims at risk for adverse outcomes during pregnancy, including preterm birth.  Premature birth is linked to an increased risk of a range of mental health problems much later in life according to researchers.  This includes bipolar disorder, depression and psychosis all being more likely to occur according to a study in the Archives of General Psychiatry.  (BBC Health, 2012)



Mothers experiencing DV around pregnancy have lower maternal attachment with their infants.

This could lead to decreased or no breastfeeding.  Evidence links breast feeding to lower risk for breast and ovarian cancers; also reduces children’s risk for sudden infant death syndrome, asthma, gastrointestinal infections, respiratory diseases, leukemia, ear infections, obesity, and type 2 diabetes.  (Office of News & Public Information, 2011)



Unintended pregnancy also increases the risk of babies being born preterm or at a low birth weight, both of which cause their chances of health and developmental problems. (Office of News & Public Information, 2011)



Compulsive use of nicotine, alcohol, and injected drugs increases proportionally as the intensity of adverse life experiences during childhood do according to ACE study.  

Childhood experiences profoundly and causally shape adult life.  

Should screen at earliest possible point for ACE in medical settings.

(The Origins of Addiction: Evidence from the Adverse Childhood Experiences Study, Felitti, 2004)
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Monetary Costs

IPV costs the U.S. economy well over $8.3 billion dollars a year.  CDC, 2012  

IPV accounts for 26% of all incidents of violence in the workplace and costs employers $3 billion to $5 billion annually in the form of increased health care costs, increased absenteeism, decreased productivity, and increased security. U.S. DOL, 2007
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Patients discharged with only symptoms or injuries treated, and not the underlying issue of IPV can result in costly unnecessary testing and increased utilization of health care services.



Victims of IPV make more trips to health providers over lifetime and have longer hospital stays than non-victims.  This incurs more costs. (Basile & Smith, 2011; Black 2011)



Costs related to IPV are estimated to be between $2 and $7 billion each year.  (Brown DS, Finkelstein EA, Mercy JA.  Methods for estimating medical expenditures attributable to intimate partner violence. J Interpers Violence . 2008;231747-66 PubMed)



The CDC estimates that the cost of intimate partner rape, assault, and stalking exceeds $5.8 billion each year.  (National Center for Injury Prevention and Control. (2003).  Costs of Intimate Partner Violence Against Women in the United States.  Centers for Disease Control and Prevention.)

Victims sought mental health services following 33% of intimate partner rape, 26% of assaults, and 43% of stalking incidents –for an estimated 18.6 million mental health visits.

The medical and mental health care cost per IPV incident is $838 per rape, $816 per assault, and $294 per stalking incident.  



Abused women were diagnosed 6 times more often with substance abuse, over 3 times more often with depression, and 3 times more often with sexually transmitted diseases than women who were not abused.  (Bonomo, A.E., Anderson, M., Reid, R.J., Rivera, F.P., Carrell, D. & Thompson, R.S. (2009).  Medical and psychosocial diagnosis in women with a history of intimate partner violence.  Archives of Internal Medicine 169(18): 1692-1697.)



The health care costs of abused women exceeded those of other women by over $1,200 annually in the first two years after the abuse ended, and by about $400 in the third year.  (Fishman, P.A., Bonomi, A. E., Anderson, M.L., Reid, R. J. & Rivera, F.P. (2010) Changes in Health Care Costs over Time following the Cessation of Intimate Partner Violence: Journal of General Internal Medicine, 25 (9), 920-925.)



- Physically abused women used more emergency department, hospital outpatient, primary care, pharmacy and mental health services, and women who suffered non-physical abuse used more mental health services, than non-abused women.  Women experiencing ongoing physical abuse had the highest total  annual health care costs (42% higher than costs incurred by non-abused women), followed by those who had been recently (24% higher) or longer ago (19% higher).  Women who had experienced recent nonphysical abuse had annual costs that were 33% higher than non-abused women.  Bonomi, A.E., Anderson, M.I., Rivera, F.P. & Thompson, R.S. (2009).  Health care utilization and costs associated with physical and nonphysical-only intimate partner violence.  Health Services Research; 44 (3): 1052-1067.)



Healthy newborns typically stay in the hospital for a few days, but babies addicted to prescription medication stay weeks and sometimes months, at an average costs of more than $50,000 per child.  Journal of the American Medical Association.



According to CDC in 1995, estimated 5.8 billion dollars was spent in healthcare for IPV.

According to CDC in 2003, estimated number jumped to over 8.3 billion dollars.  



2010 Group Health Study: found that female DV victims have significantly higher health costs for 3 years following the end of the abuse than do women who have not been abused.   



Domestic violence in the U.S. accounts for $4 billion in direct medical and mental health care expenses and $1.8 billion in lost productivity costs per year.  (Costs of intimate partner violence against women in the United States.  Atlanta, GA: National Center for Injury Prevention and Control, Centers for Disease Control and Prevention, 2003)



A recent study from Group Health Cooperative demonstrated that annual total health care costs were 19% higher in women with a history of physical, sexual, or psychological interpersonal violence compared with women who had never experienced interpersonal violence.  Health care utilization was higher for all categories of service among women experiencing interpersonal violence.  Excess costs due to interpersonal violence are approximately $19.3 million per year for every 100,000 women enrollees aged 18 to 64 years.  (Rivara F, Anderson ML, Fishman P, et al.  Healthcare utilization and costs for women with a history of intimate partner violence, Am J Prev Med. 2007; 32(2):89-96. PubMed) 	
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Screening Recommendation



The Institute of Medicine, American Medical Association, World Health Organization, American College of Obstetricians & Gynecologists, American Academy of Pediatricians, American Nurses Association are among the health care groups that recommend that providers screen their women patients for violence.  
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IOM Language

Recommendation 5.7: 

Screening and counseling for interpersonal and domestic violence. 

Screening and counseling involve elicitation of information from women and adolescents about current and past violence and abuse in a culturally sensitive and supportive manner to address current health concerns about safety and other current or future health problems. 
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http://www.iom.edu/~/media/Files/Report%20Files/2011/Clinical-Preventive-Services-for-Women-Closing-the-Gaps/Preventive%20Services%20Women%202011%20Report%20Brief.pdf
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Polling Question

Despite Screening recommendations only ___ % of women were screened for violence during prenatal visits

50%

20%

37%

12%









 Despite screening recommendations, a study showed only 37% of pregnant women were screened for violence during prenatal visits. (Clark, 2000)

* Why only 37%?  What were the challenges?*
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Why Aren’t We Screening?

Health care workers cite the following issues: 



Lack of time and training.

Lack knowledge of services available.

Don’t want to offend patients.

Frustration due to expectation that victim should leave abusive home.  
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- Some physicians see DV primarily as a criminal justice issue, and take umbrage at being expected to delve into a difficult “messy” topic when they already have to screen for many other conditions and diagnose complicated diseases in the span of an ever-shorter visit.  



Per the recommendations of many organizations  - All adult female patients should be screened.

“Because intimate partner violence and abuse are so common, we screen for it routinely.” OPDV further recommends screening across the board.



Doctors were also frustrated because of the expectation that once abuse is identified, the victim should just walk out of the situation.   



HOWEVER! Those who support routine questioning say DV is as or more common in women than many diseases for which doctors regularly check, including breast and colon cancer, and its health risks are well documented.  (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).
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Leaving an Abusive Relationship Guarantees a Life Free of Violence

TRUE



OR



FALSE





To begin with a relationship cannot be abusive it is the person in the relationship that is abusive. This raises the failing of colloquial language to name DV for what it is therefore making it even more difficult for victims to not accept blame for the 
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 Leaving versus Safety
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Discuss the balancing act the victim does to keep safe in or out of the relationship

Speak of the danger to the victim at the time of planning or leaving.
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RADAR

Routinely screen patients

Ask direct questions

Document your findings

Assess patient safety

Review options and referrals
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Developed by Mass. General.





Those who support routine questioning say DV is as or more common in women than many diseases for which doctors regularly check, including breast and colon cancer, and its health risks are well documented.  (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).
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Routine Screening

Screen privately

Convey a concerned and respectful attitude

Assure confidentiality
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The IOM convened a committee of experts to identify critical gaps in the preventative services already identified in the Affordable Care Act (ACA), which are based on recommendations developed by three independent bodies: the United States Preventive Services Task Force, the American Academy of Pediatrics’ Bright Futures recommendations for adolescents, and the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.  All independent bodies, including those cautious at first, have come around to the screening recommendations.  The committee recommended that all women and adolescent girls* be screened and counseled for interpersonal and domestic violence in a culturally sensitive and supportive manner.  





The clinical value of screening for IPV has been widely accepted, and the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires policies and procedures for identifying, treating, and referring IPV victims in emergency departments and ambulatory settings.  Professional organizations for healthcare providers, such as American Medical Association (AMA), the American College of Obstetricians and Gynecologists (ACOG), and the American Association of Colleges of Nursing (AACN) have published guidelines that encourage screening as a way to identify IPV and abuse early and to positively impact health outcomes for their clients.  Evidence has shown that both abused and non-abused clients support universal IPV screening in health care settings.

(The Intersection of HIV and Intimate Partner Violence: Considerations, Concerns, and Policy Implications, Marguerite L. Batty, John Hopkins University School of Nursing) available at: http://endabuse.org/health/ejournal/archive/1-7/hiv_ipv.php







Screening for risk of abuse is central to woman’s safety, as well as to addressing current health concerns and preventing future health problems.



*This does not mean that IPV doesn’t occur in male or GLBT populations.  But IOM is written this way for now.   



The Institute of Medicine, American Medical Association, World Health Organization, American College of Obstetricians & Gynecologists, American Academy of Pediatricians, American Nurses Association are among the health care groups that recommend that providers screen their women patients for violence.  



Routine screening is an effective way to identify patients who are being abused in their homes.  Early recognition and intervention may contribute to lowering the frequency and severity of further abuse and also may assist in reducing the morbidity and mortality that result from violence in the home.  (Clinician Guide for Identifying, Treating and Preventing Family Violence, New York City Health and Hospitals Corporation, 2002)



High % of adult women in the U.S. do want to be asked about experiences of sexual violence by their health care providers.  (McAfee, 1995; Littleton, Berenson & Breitkopf, 2007)



Women say they will eventually disclose DV if  certain prerequisites on part of provider are met: trust, caring, and sensitivity.  (Battaglia, Finley & Liebschutz, 2003)



Median rate of screening rates for intimate partner and sexual violence at health care facilities:

15.5% for physicians

18.3% for nurses

(Screening Study for Interpersonal Violence, Stayton & Duncan, 2005)



Another study showed median of only 10% female patients being screened by providers.  (Elliott, Nerney, Jones, Friedman, 2002)



30% of physicians reported screening victims of violence in their practice on daily or weekly basis, but less than a 1/3 of respondents screened at least half of their patients for violence.  (Broth, Chelmowski, Batson, 2001)



Medical residents screen about 37% of the time.  (Varjavand, Cohen, Gracely, Novack, 2004)



Only 16% of physicians reported having an office protocol to use with victims of violence.  (Lapidus, 2002)



(Should health professionals screen women for domestic violence?  Systematic review, BMJ, 2002)

In  four surveys, 43-85% of women respondents found screening in healthcare settings acceptable.  

Two surveys of health professionals’ views found that two thirds of physicians and almost half of emergency department nurses were not in favor of screening.

In nine studies of screening compared with no screening, most detected a greater proportion of abused women identified by healthcare professionals.

Other than increased referral to outside agencies, little evidence exists for changes in important outcomes such as decreased exposure to violence.  

No studies measured quality of life, mental health outcomes, or potential harm to women from screening programs.  



-Screening should also specifically ask about sexual jealousy and infidelity according to study, because jailhouse phone calls revealed that abusers were most likely to attack victims after discussion of this.  

(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  



(Domestic Violence Doubles Risk of Death for HIV-Positive Women, Laura Whitehorn, 2012)

(Statistics from Women’s Interagency HIV Study (WIHS)

Researchers have urged care providers to screen HIV patients for IPV and treat their female patients for the effects of gender-based violence.  Providing interventions and resources to deal with abuse can improve their patients’ chances of survival.  

Providers need to learn to identify abuse.  Health systems need to develop interventions and integrate tools and support to help women living with HIV and trauma.  A national plan needs to be put into place in order to stem this epidemic of gender-based violence, which promotes the HIV/AIDS epidemic and endangers women’s lives.  

Of the state laws regarding HIV screening, only 7 states made allowances regarding the intersection between IPV and HIV.

The NYS law is the most extensive concerning the overlap of IPV and HIV because it provides guidelines for practitioners (National HIV/AIDS Clinicians’ Consultation Center, 2008d).  Those persons who test positive for HIV are to be screened for IPV during their post-test counseling per the protocol developed by the NY Health Commissioner.  For all health care practitioners and others who are required to report HIV test results, documentation of IPV screening must be included.  

There is a stigma attached surrounding both HIV and IPV.  Universal screening can address this stigma.  For general health care providers, incorporating HIV testing and IPV screening into routine health visits for all patients may build trust and decreases the discomfort surrounding disclosure.  Those providers working in reproductive heath should routinely assess for IPV as well as HIV risk.  In addition, those working in areas where HIV-related services are offered such as VCT, prenatal and postnatal care, and general HIV treatment, should incorporate violence screening and resource referrals into usual care for all.

Health care practitioners and other professionals must be aware of the signs of potential overlap between HIV and IPV.  

HIV counselors who incorporate IPV screening into their post-test counseling can help their clients develop safe disclosure plans with the understanding that the disclosure may result in an escalation of violence.  

Because there is often a history of trauma among those individuals who are HIV positive, HIV support group facilitators should address trauma histories as part of the counseling process.



Despite recommendations, screening for domestic abuse in seemingly healthy women is nowhere near as widespread among doctors as testing for breast cancer or high cholesterol. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).

Some physicians see DV primarily as a criminal justice issue, and take umbrage at being expected to delve into a difficult, messy topic when they already have to screen for many other conditions and diagnose complicated diseases in the span of an ever-shorter visit. 

In a nationwide study of nearly 5000 women, only 7% said a health professional had ever asked them about domestic or family violence.  When surveyed, doctors often respond that they don’t ask such questions because of a lack of time, training and easy access to services that help these patients.  Some have reported that they worry about offending patients and believe asking won’t make any difference.  Also, there is frustrated expectation that once abuse is identified, the victim should just walk out of the situation.  However, urging an abused patient simply to leave may not be realistic or safe for several reasons: The risk of being murdered is highest at the time one leaves, the woman may depend on her partner for food and shelter, and patients may not respond well to a doctor who dictates what to do.  
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Ask

Ask Direct Questions

Based on Presenting Problem

Believe the victim

Empathize

Offer positive messages: ABCD Rule
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Ask Direct Questions:

- Are you being threatened or hurt by anyone?

- Many patients tell me their partners have hurt them.  Is this happening to you?

- Are you in a relationship where you get hit, punched, kicked or hurt in any way?

- Do arguments ever end in your partner pushing, shoving or slapping you?



Based on Presenting Problem:

- I noticed you have… Did someone do this to you?

- The injuries you have look like they were caused by someone.  Has someone hurt you?

- You seem frightened of your partner.  Is he/she hurting you?



- Just by asking, you may be planting a seed for change.  Numerous studies indicate that doctors ask about DV poorly, however, and don’t handle it well when they do get a yes answer.  The reasons to ask are to education a patient and to open the door so that the patient knows she can come to you.  It is part of developing a real relationship with your patient.  Over time, you might be able to uncover the abuse and improve her safety, but you also might better understand why she is having her symptoms and how to better approach her self-management of her illness. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).





“You are not Alone.”

“You are not to Blame for things your partner does.”

“You are not Crazy.”

“You don’t Deserve to be treated this way.”
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Document

Ask for specifics and use the patient’s own words

Be specific and objective

Carefully describe all wounds, old and new

Preserve physical evidence

Offer to photograph injuries
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Although research shows that most survivors of sexual violence would like to be able to disclose what has happened to them, few spontaneously do this.  This is why screening is crucial.
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Assess Patient Safety & Refer

• Conduct quick assessment of safety



Encourage patient to contact their local domestic violence service provider.

Ensure access to a private telephone.

Offer materials after discussing safety issues
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-The earlier the identification and intervention, more likely it is possible to help survivors avoid further victimization.  (Felitti, 1991, 2002)



-Results also suggest that there should be more coordination between health care providers helping those with drug and alcohol use, mental health issues, and domestic abuse, since all of these issues can be related.  

(Jailhouse Phone Calls Reveal When Domestic Abusers Most Likely to Attack, Amy Bonomi, Meghan Lee, Jennifer Ludwin, Criminal Justice Research Center, 2012)  



- The best way to ask about abuse in a health care setting is in a private place, with no family members present, as part of the routine patient history.  If the patient says she has been battered or threatened at home, experts recommend that the doctor offer empathy, tell her what’s happening is wrong, document her story in the medical record and provide her with information on places to go or refer her to someone who may be able to help. (Erin N. Marcus, M.D., Screening for Abuse May Be Key to Ending It, The New York Times, 2008).



22



Limited English Proficiency

In the event that a language barrier exists between the provider and the patient, a competent objective interpreter/translator is required by law since 2006 in NYS.  
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The New York State Department of Health (DOH) implemented a regulation in September 2006 that sets standards for hospitals' communication with limited-English-proficient individuals (LEP).  This regulation makes it clear that every limited-English-proficient patient has a right to meaningful access to a hospital's services; requires every hospital to develop a language assistance program and designate a language assistance coordinator; requires hospitals to identify and document each patient's language of preference and the acceptance or refusal of language assistance services; sets clear limits on the use of friends, strangers, and family members as interpreters, including age restrictions; and so forth. 



2013 UPDATE



The U.S. Department of Health and Human Services (HHS) is pleased to announce that it has published its 2013 Language Access Plan (HHS LAP) ensuring access to the Department’s programs and activities to people with limited English proficiency (LEP). 

 

America’s population reflects diverse communications needs.  Nearly 20 percent of the population (55 million people) speaks a language other than English at home, 63 percent of hospitals treat LEP patients daily or weekly and more than 15 languages are frequently encountered by at least 20 percent of hospitals.

 

In accordance with Executive Order 13166, Improving Access to Services for Persons with Limited English Proficiency, the HHS LAP establishes the Department’s policy and strategy for serving persons with LEP and its commitment to the language access principals which state that people with LEP should have meaningful access to federally funded programs, activities, services and benefits.  The plan further serves as a blueprint for HHS Divisions to develop their own agency-specific language access plans.

 

The HHS LAP is organized into ten cross-cutting elements with specific actions steps for HHS agencies to include in their respective agency-specific plans.  The ten elements include:

 

ELEMENT 1:   Assessment: Needs and Capacity

ELEMENT 2:   Oral Language Assistance Services

ELEMENT 3:   Written Translations

ELEMENT 4:   Policies and Procedures

ELEMENT 5:   Notification of the Availability of Language Assistance at no Cost

ELEMENT 6:   Staff Training

ELEMENT 7:   Assessment: Access and Quality

ELEMENT 8:   Stakeholder Consultation (New Element)

ELEMENT 9:   Digital Information (New Element)

ELEMENT 10: Grant Assurance and Compliance (New Element)

 

The HHS Language Access Plan is available here.

 

The above message is from the OCR-Civil Rights Division-Listserv, operated by the Office for Civil Rights (OCR) in the US Department of Health and Human Services. For more information, please visit the OCR Civil Rights Division website at http://www.hhs.gov/ocr/civilrights/index.html.

 

If you feel a health care provider, or state or local government agency, has discriminated against you (or someone else) based on race, national origin, disability, or age, you may file a civil rights complaint. OCR can investigate disability-based discrimination complaints against programs operated by HHS. Under certain statutes and regulations, OCR also has limited authority to investigate complaints of discrimination based on sex and religion. For additional information about how to file a complaint, visit OCR's web page at http://www.hhs.gov/ocr/civilrights/complaints/index.html.

 

 

According to the 2010 Census, nearly three out of four (71%) Asian Americans speak a language other than English at home. And roughly one-third (32%) of Asian Americans are limited-English proficient (LEP) and experience some difficulty communicating in English. Coupled with a lack of available English classes, language is a formidable barrier impacting access to a range of vital services, such as healthcare, social services, housing, courts, and education.

 

The API Institute's Interpretation Technical Assistance & Resource Center (ITARC) offers advocates, interpreters, and social and legal services providers:

Training & Technical Assistance on:

Federal and state laws and policies on language access in civil and criminal courts,

Meeting the needs of culturally diverse victims/survivors with limited English proficiency,

Improving language access policies and practices in organizations and systems, 

Roles and responsibilities of advocates and systems personnel at various points of contact,

Model programs and practices for interpretation services,

Training and qualifying standards for court interpretation, and

Finding and working with interpreters.

Resource Center materials on:

Demographics and Census Data

Glossaries and Dictionaries

Guidelines and Standards

Interpretation for Deaf and Hard of Hearing

Language Access Laws and Plans

Language Identification Tools

Model Court Interpreter Legislation

Manuals, Models, Training Curricula

Technologies for Interpretation

Translated Materials

Translation

Web Based Trainings
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Public Health RESPONSE to DV

Recognize the problem

Educate the public

Screen routinely

Primary prevention focus

Ongoing staff education

New data sources

Strategies for intervention

Engage with community partners

(Chamberlain, 2004)
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This is a larger problem and can really only be addressed systemically each one of us doing our part. As a direct care giver screening, referring and documenting



If you are a manager/ policy maker linking with the community and developing internal supports for staff to be able to screen and respond effectively.
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Thank you

Dishpaul S. Dhuga, J.D.

(518) 457 7981

dishpaul.dhuga@opdv.ny.gov



Agnes Pala-Bukhala

(518) 457 6981

Agnes.pala-bukhala@opdv.ny.gov



The NYS Office for the Prevention of Domestic Violence
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