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For more information and program support, contact the National 
Health Resource Center on Domestic Violence, a project of the 
Family Violence Prevention Fund:

• Monday-Friday (9-5 PST) 

• Toll-free (888) Rx-ABUSE (792-2873) 

• TTY: (800) 595-4889 

• Online: www.endabuse.org/health

In addition, this PowerPoint presentation may be downloaded 
from the Family Violence Prevention Fund's website: 
www.endabuse.org/health

http://www.endabuse.org/health�
http://www.endabuse.org/health�


The National Health Resource Center on Domestic Violence provides specialized materials and 
tools including:

• Consensus Guidelines on Routine Assessment for D.V.

• Pediatric Guidelines on Routine Assessment for D.V.

• Business Case for Domestic Violence

• Multilingual Public Education Materials 

• Training Videos

• Multi-disciplinary policies and procedures

• Cultural competency information and materials specific to many communities

• Online e-Journal: Family Violence Prevention and Health Practice

• Health Cares About Domestic Violence Day (2nd Wednesday of October annually)

Visit www.endabuse.org/health for more information

http://www.endabuse.org/health�
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Overview:
Intimate Partner Violence (IPV) 
as a Public Health Priority



• 1985 – Surgeon General declares DV a leading 
public health issue 

• 1989 – ACOG Technical Bulletin

• 1991 – ANA Position Statement

• 1992 – AMA Diagnostic Guidelines

• 1992 – APHA Position Paper 
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‘92‘91‘90‘89‘88‘87‘86‘85

Presenter
Presentation Notes
In 1985, former Surgeon-General Everett C. Koop issues recommendations acknowledging domestic violence as a public health priority (US DHSS, 1985)
In 1989, the American College of Obstetricians and Gynecologists issues a Technical Bulletin on Domestic Violence (ACOG, 1989)
In 1991, the American Nurses Association issues a Position Statement on Physical Violence Against Women (ANA, 1991)
In 1992, the American Medical Association releases “Diagnostic and Treatment Guidelines on Domestic Violence” (AMA, 1992)
In 1992, the American Public Health Association issues a position paper on domestic violence (APHA, 1992)



• 1994 – AAFP Position Paper 

• 1998 – AAP Policy Statement

• 1999 – APA Resolution 

• 2000 – AANP Statement and Resolutions
• 2002 – WHO declares violence a worldwide public 

health issue

7
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Presenter
Presentation Notes
In 1994, the American Academy of Family Physicians issues a violence position paper (AAFP, 1994)
In 1998, the American Academy of Pediatrics issues a policy statement on “The Role of the Pediatrician in Recognizing and Intervening on Behalf of Abused Women” (AAP, 1998)
In 1999, the American Psychological Association releases a resolution on violence against women (APA, 1999)
In 2000, the American Academy of Nurse Practitioners issues a statement and resolutions on domestic violence (AANP, 2000)
In 2002, The World Health Organization issues a “World Report on Violence and Health” which states that violence has become a  major public health problem throughout the world.  The report recommends a science-based, public health approach to establish national plans and policies, to facilitate data collection and document the problem, to build important partnerships, and to ensure adequate commitment of resources to prevention efforts. (WHO, 2002)





• Many different definitions

• Most definitions include physical abuse, 
psychological/emotional abuse, and sexual assault

• Prevalence rates vary significantly between     
current, recent, and lifetime abuse   

• Earlier studies were often limited to physical abuse

8

Presenter
Presentation Notes


When talking about IPV, it is important to understand that there are many different forms of abuse that occur.  There are also a variety of terms used to describe IPV or abuse by an intimate partner including domestic violence, spouse abuse, partner abuse, and wife abuse.  For the purposes of this curriculum, we will use the term intimate partner violence which is abbreviated with the term IPV.  The term “domestic violence” is used when referring to domestic violence advocates since this is the term used most frequently by shelter-based and advocacy program professionals working in this field.

Statistics on IPV vary substantially, in part, due to differences in how it is defined and measured.  More recently, studies have expanded their definition of IPV to include emotional abuse and sexual assault when examining the long-term health effects of being victimized by an intimate partner.

Legal definitions of IPV vary from state to state  



Intimate partner violence is a pattern of assaultive 
and coercive behaviors including:
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Family Violence Prevention Fund, 2002

• Inflicted physical injury
• Psychological abuse
• Sexual assault
• Progressive social 

isolation

• Stalking
• Deprivation
• Intimidation and 

threats

Presenter
Presentation Notes

These behaviors are perpetrated by someone who is, was, or wishes to be involved in an intimate or dating relationship with an adult or adolescent, and are aimed at establishing control by one partner over the other

This definition provides a broad description of the many different strategies that abusive partners use to obtain and sustain power and control over their partner  

Many of the strategies that abusers use involve considerable forethought and planning such as methodically isolating a victim from her friends, family, and social supports or not allowing her to work or go to school.  This definition helps us to understand that IPV is a learned behavior versus solely an issue of anger management.
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{ IPV was a precipitating factor in 
nearly one-third of suicides }

CDC, 2009

IPV was a precipitating factor in

of female homicides

Presenter
Presentation Notes
This study analyzed 2006 data from 16 states on all types of violent death that are compiled for the National Violent Death Reporting System
These data indicate that 52.2% of female homicides and 10.3% of male homicides are precipitated by IPV; IPV was indicated in approximately 30% of suicides with known circumstance information
Home or an apartment is the most common location for all types of violent death
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Approximately 

of all murder-suicides involved 
an intimate partner

Violence Policy Center, 2006

Presenter
Presentation Notes
The Violence Policy Center conducted a study of all news reports of murder-suicides that occurred in the United States from January 1, 2005 through June 30, 2005
Of the murder-suicides between intimate partners, 93.5% were females killed by their intimate partners
Most murder-suicides with three or more victims involve a male “family annihilator”—a subcategory of intimate partner murder-suicide perpetrators who not only kill their wife/girlfriend  and children but other family members as well, before killing themselves



Lifetime prevalence of 
physical and/or sexual 
IPV among women 
from 10 different 
countries ranged from 

15% to 71%
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World Health Organization, 2005

Presenter
Presentation Notes
The WHO conducted landmark research with 24,000 women from 15 sites in 10 countries representing diverse cultural settings including Bangladesh, Brazil, Ethiopia, Japan, Serbia, Peru, Thailand, and Japan. The prevalence of physical and/or sexual IPV for most of the sites fell between 29% and 62%. Women were interviewed in-person and asked a series of direct questions about physical violence and forced sex by an intimate partner. 
Between 4% and 54% of women reported physical and/or sexual violence in the past year
Lifetime physical abuse by an intimate partner ranged form 13% to 61%.
Lifetime sexual abuse by an intimate partner ranged from 6% to 59%.  




24.8% of women
7.6% of men

13

Tjaden & Thoennes, 2000

Lifetime prevalence of 
having been raped 
and/or physically 
assaulted by a current or 
former partner:

Presenter
Presentation Notes
These findings from the National Violence Against Women Survey are based on a telephone survey with a nationally representative sample of 8,000 women and 8,000 men who were asked about their experiences with being rape and/or physical assaulted by a current or former spouse, cohabiting partner, or date in their lifetime; these data do not distinguish between heterosexual and same-sex couples.  This survey provides the most recent nationally representative estimates of lifetime exposure to IPV at the time the Public Health Toolkit was updated (July, 2009) 
41.5% of women and 19.9% of men who were physically assaulted by an intimate partner were injured during their most recent assault





60,799 
victims served
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National Network to End Domestic Violence, 2008

Presenter
Presentation Notes

On September, 17, 2008, 78 percent of the local domestic violence programs in the U.S. participated in this national census.  There were 2000 shelters in the census.

Participating programs reported that 8927 requests for services from adults and children went unmet due to lack of sufficient resources. Over 50% of these requests were for emergency shelter or transitional housing.

On this same day, participating programs answered 21,683 hotline calls.
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84% 
of spouse abuse 

victims are female 

Bureau of Justice Statistics, 2005

Presenter
Presentation Notes

These data are from the National Crime Victimization Survey (NCVS) for 1998 to 2002.  Biannual interviews were conducted with nationally representative samples of U.S. residents age 12 or older who were asked if they were a victim of a recent crime including IPV. 
86% of the victims of violence between boyfriends and girlfriends are females
While females were 50% of all spouses and romantic partners, they are disproportionately represented as victims of IPV



African American, Native American, and 
Hispanic women are at significantly 

greater risk for IPV 
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Silverman et al, 2006; Field & Caetano, 2005

Presenter
Presentation Notes
Silverman and colleagues (2006) conducted a population-based assessment of IPV around the time of pregnancy using data from the Pregnancy Risk Assessment Monitoring Surveillance System (PRAMS).  The study population was women giving birth in 26 U.S. states from 2000 to 2003.   Higher percentages of African American and Native American women reported experiencing IPV prior to pregnancy and during pregnancy compared to other racial groups. 

Field and Caetano (2005) analyzed data from a national sample of married and cohabiting couples age 18 or older who were interviewed in 1995 and again in 2000.  Blacks were three times more likely to report male-to-female violence at follow-up and Hispanics were 9 times more likely to report male-to-female violence. 

When socioeconomic status is accounted for, ethnic differences in IPV prevalence rates for victimization are reduced or eliminated (Mitchell et al, 2007; Tjaden & Thoennes, 2000)



Prevalence rates of IPV in the past year among 

women seen at a community health care system:

– 18.5% disclosed physical violence

– 14.4% disclosed sexual coercion

– 72.6% disclosed psychological aggression
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Hazen & Soriano, 2007

Presenter
Presentation Notes
The sample for this study by Hazen and Soriano (2007) was recruited from unduplicated cases that received services at a community health care system in San Diego County, California.  A total of 292 women of Latino or Hispanic origin (93.1% were Mexican or Mexican American) participated in the study.  Fifty-five percent of the women were born in Mexico. The mean age was 27.85 years.  The lifetime prevalence rates of IPV were:
33.9% reported physical violence
20.9% reported sexual coercion
82.9% reported psychological aggression 



Couples with IPV 
are more likely to 
be economically 
vulnerable and live 
in disadvantaged 
neighborhoods 
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Fox & Benson, 2006

Presenter
Presentation Notes
Fox and Benson (2006) analyzed data from the second wave of the National Survey of Families and Households (NSFH) and the 1990 U.S. Census to examine the prevalence of physical IPV within the context of household economic condition and neighborhood disadvantage.  Face-to-face interviews were conducted with a randomly selected primary respondent from each of the participating households.  
A family’s economic risk profile was comprised of five variables: family’s debt load, father’s employment history, mother’s and father’s feelings of economic well-being, and the family’s income-to-needs ratio
Neighborhood disadvantage was based on several census tract measures including: percent of single parents, percent unemployed, percent of families on public assistance, and percent below the poverty line	



60%
of homeless young adults disclosed 

abuse by a current partner
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Boris et al, 2002

Presenter
Presentation Notes
In this study, 60 young adults (age 18-21; 30 males and 30 females) were recruited from an urban shelter.  Nearly three-quarters (73%) of the participants were African American. Sixty percent disclosed physical and/or sexual abuse by a current partner.  Severity was a summed score of items measuring severe violence that was extreme, forceful, and life-threatening (e.g. “burned you,” “use a gun or knife on you,” “repeatedly kicked or hit you/beat you up.”).  In this study population, 72% had experienced severe violence in past relationships.




• Prevalence among same-sex couples     
varies by gender of the couple and by the 
perpetrator’s gender 

• Persons with disabilities are at high risk  
for IPV
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Hathaway et al, 2000; McFarlane et al, 2001;
Tjaden & Thoennes, 2000

Presenter
Presentation Notes
Estimates of the prevalence of IPV among same-sex couples are often based on the studies that were limited to small, unrepresentative samples of gay and lesbian couples; according to data from the National Violence Against Women Survey slightly more than 11 percent of women who lived with a woman as part of a couple reported being raped, physically assaulted, and/or stalked by a female cohabitant compared to 30.4% of the women who had married or lived with a man as part of a couple.   Approximately 15 percent of men who lived with a man as a couple reported being raped, physically assaulted, and/or stalked by a male cohabitant compared to 7.7% of men who had married or lived with a woman as a couple (Tjaden & Thoennes, 2000)
Men and women who had lived with a same-sex partner as part of a couple disclosed significantly higher levels of IPV than opposite-sex cohabitants.  However, comparisons of these rates by the gender of the couple and gender of the perpetrator indicate that same-sex cohabiting women were three times more likely to report being victimized by a former male partner than by a female partner in their lifetime and same-sex cohabiting men were more likely to report being victimized by a male partner than a female partner in their lifetime.  These findings suggest that IPV is perpetrated primarily by men, whether against male or female partners (Tjaden & Thoennes, 2000).
Hathaway et al, (2000) reported a higher prevalence of disabilities among women with a history of IPV compared to women who had not experienced IPV in data from a population-based health survey
McFarlane et al, (2001) determined that both traditional abuse-focused questions and disability-specific questions are required to detect abuse toward women with physical disabilities based on a multiethnic sample of 511 women with physical disabilities 
Women who face issues such as immigration status, racism, poverty, and rural isolation have additional barriers to accessing services for victims
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adolescents experience serious physical 
and/or sexual dating violence

Wolitzky-Taylor et al, 2008

Presenter
Presentation Notes
Based on a nationally representative sample of adolescents (n=3,614 12 to 17 year-old males and females), it is estimated that approximately 400,000 adolescents in the U.S. experience serious forms of dating violence (i.e. sexual assault, physical assault, and/or drug-facilitated rape by a boyfriend, girlfriend, or other dating partner).

After controlling for demographic variables and other traumatic stressors, serious dating violence was associated with posttraumatic stress disorder and depression. 
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to

Wolfe et al, 2009

high school-aged teens are hit, slapped, 
or beaten by a dating partner each year

Presenter
Presentation Notes
These estimates are based on nationally representative surveillance studies that were conducted in the mid-1990’s (Wolfe et al, 2009)



Teens experiencing physical dating violence 
are more likely to engage in:

– Sexual intercourse

– Suicide attempts

– Episodic heavy drinking

– Physical fighting
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MMWR, 2006

Presenter
Presentation Notes
According to national data from the 2003 Youth Risk Behavior Survey, high school students (male and female) who have been physically abused by a dating partner in the past 12 months were more likely to engage in sexual intercourse, attempted suicide, episodic heavy drinking, and physical fighting.  These findings underscore the need for comprehensive primary prevention programs that educate youth about healthy dating relationship behaviors and the need for secondary prevention programs that address risk behaviors associated with victimization (MMWR, 2006).  
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McDonald et al, 2006

have been exposed to physical IPV 
in the past year

Presenter
Presentation Notes

Estimates on the number of children exposed to IPV vary based on the age of children included in the study, the source of interview data, and the definition of what constitutes a child witnessing violence (hearing, seeing, fleeing due to escalating violence)
The study by McDonald and colleagues (2006) estimated the prevalence of childhood exposure to IPV from a sample of randomly selected heterosexual couples.  Of the 15.5 children living in dual-parent households where at least one incident of physical IPV had occurred in the past year, 7 million were living in homes with severe IPV. 

40% of 160 mothers from a nonreferred sample at Boston Medical Center reported filing a restraining order against a current boyfriend or husband (Linares et al, 1999)
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IPV is associated with 

Leading Health Indicators for 
Healthy People 2010



INDICATOR CONNECTION WITH IPV

Tobacco Use Increased risk of smoking 
(Hathaway et al, 2000) 

Substance Abuse Increased risk of high risk alcohol use
(Lemon et al, 2002)

Injury & Violence Leading cause of injuries and homicide
(Frye et al, 2001)

Mental Health Increased risk of mental health problems 
(Coker et al, 2002) 
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Presenter
Presentation Notes

Based on data from the 1998 Massachusetts Behavioral Risk Factor Surveillance System, Hathaway et al. (2000) reported that one-half of women who reported IPV (physical abuse, threats, controlling behavior) in the past year were current smokers, as compared to one-quarter of women who did not disclose abuse
Data on over 1600 women aged 18-54 from the 1999 Rhode Island Behavioral Risk Factor Surveillance System (Lemon et al, 2002) indicated that women who had experienced physical, sexual, or psychological abuse by an intimate partner in the past 12 months were more likely to be current smokers and more likely  to consume on the average three or more alcoholic drinks per occasion at least one time per week in the previous year (defined as high-risk alcohol use)
A prospective study of pregnant women by Amaro et al. (1990) found that women who reported physical or sexual violence during pregnancy were more likely to use alcohol and drugs than pregnant women who were not being victimized by an intimate partner
A number of studies have identified IPV as a leading cause of emergency room visits and injuries for female patients (Abbott et al, 1995; Goldberg et al, 1984, McLeer et al, 1989; Stark et al, 1979);  IPV is also associated with an increased risk of female suicide attempts (Coker et al, 2002; Golding et al, 1994; Stark & Flitcraft, 1995)
Women who have experienced IPV are more likely to be diagnosed with a variety of mental health problems including posttraumatic stress disorder (Coker et al, 2002); sleep problems (Dienemann et al, 2000); depression (Dienemann et al, 2000; Coker et al, 2002); panic attacks, and insomnia (Kernic et al, 2000)
Healthy People 2010 reference:  US. Department of Health and Social Services.  Healthy People 2010 (Conference Edition, in two volumes). Washington, DC; 2000
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INDICATOR CONNECTION WITH IPV

Responsible Sexual 
Behavior

Increased sexual risk-taking and STIs (Coker,
Sexual Behavior, 2000); Less likely to use condoms 
consistently (Wingood et al, 2001)

Access to Health Care Increased risk of late entry into prenatal care
(McFarlane et al, 1992; Silverman et al, 2006) 

Immunizations
Children of battered women less likely to get 
immunizations (Attala et al, 1997; Bair-Merritt et al, 2008; 
Webb et al, 2001)

Body Weight
Overweight & Current body mass >25 (Black & 
Breiding, Obesity, 2008); weight gain (Sato-DiLorenzo & 
Sharps, 2007)

Presenter
Presentation Notes
IPV victims often do not have control  over their sexuality and are at higher risk of experiencing forced sex, sexually transmitted infections, unplanned pregnancies, pelvic inflammatory disease and other health problems; please refer to the sections on Sexually transmitted infections and HIV for more information

Perpetrators’ tactics to isolate victims from resources and services may include preventive health care and emergency services;  McFarlane et al. (1992) and other researchers have documented IPV  as a barrier to prenatal care

Poor nutritional habits may be a coping strategy for victims and/or perpetrators may withhold food or not allow a victim to go shopping and choose nutritious foods; more research on the impact of victimization on eating habits and obesity is urgently needed  
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IPV costs the USA economy 

$12.6 Billion
on an annual basis 

Waters et al, 2004

Presenter
Presentation Notes
This estimate, which represented 0.125% of the gross domestic product in 2002, was referenced in a report on the economic dimensions of interpersonal violence by the World Health Organization.  The estimate was calculated by Women’s Advocates Inc. in 2002.  Included in the estimate were legal and medical services, judicial system costs, and lost productivity.  



• To integrate culturally relevant 
prevention, screening, intervention, and 
referral strategies for IPV into the public 
health setting
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Presenter
Presentation Notes
 A vision of success for addressing IPV in the public health setting is integrating prevention, screening, and intervention into routine practices in public health programs
 
This vision shifts the emphasis from creating new silos or programs specific to IPV to integrating practices for IPV into existing programs.  This is an importance distinction in political and economic environments that discourage new programs and initiatives.

An integrated approach can maximize existing resources and improve the quality of services for clients who have experienced IPV

Educating public health professionals on the connection between IPV and public health is the first step towards an integrated, coordinated response to domestic violence in the public health setting

To move towards more prevention that educates the public, shifts public norms, and reaches young families 



• Develop partnerships with local 
domestic violence programs 

• Join or create multidisciplinary task 
forces to promote a coordinated 
community response to IPV 

• Conduct community needs 
assessments 
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Presenter
Presentation Notes
Team-training with domestic violence advocates from local programs acknowledges their expertise and provides an opportunity to build working partnerships





• Establish policies to institutionalize routine screening in 

public health settings

• Develop, implement, and monitor  

protocols for IPV in public health agencies

• Integrate IPV curricula into 

schools of public health, nursing, 

and medicine 
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Presenter
Presentation Notes
While considerable progress has been made with implementing routine screening and protocols for IPV in the clinical setting, these steps need to be implemented in the public health setting as well

By integrating IPV into curricula, we clearly acknowledge IPV as a public health issue and prepare the next generation of service providers with the skills and knowledge to incorporate IPV prevention and intervention into their practices 



• Enhance data collection and dissemination 

• Promote social marketing campaigns and 
community education

• Increase funding for science-based, public 
health approaches 

• Provide technical assistance and evaluation

• Advocate for local, state, and national 
policy reform
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Presenter
Presentation Notes
Merging data sources, enhancing surveillance systems, providing the technical expertise to analyze existing data sources, and publishing this information can improve the quality of information on IPV and get the word out to communities

Public health campaigns have been very successful in addressing other health and social problems such as tobacco use; comprehensive public health campaigns that use a multitude of strategies to education communities about the prevalence and effects of IPV are urgently needed





• Ongoing training for public 

health professionals

• Implement policies to improve 

the safety of victims and 

employees in the workplace

• Ensure that employee assistance 

programs have protocols 
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Presenter
Presentation Notes
Among health care providers and public health professionals, there are IPV victims and perpetrators as well as survivors who may never have had the opportunity to talk about the violence in their lives 
Training on IPV can be traumatic for audiences, particularly if a person grew up in a violent household or has been victimized by an intimate partner
Workplaces need to have policies and educate personnel on safety strategies to protect IPV victims and other workers from perpetrators who become violent or threaten violence at the victim’s place of work
 Training should include a segment on self-care which emphasizes that participants need to take care of themselves first. This may mean taking a break when needed or decided that they are not ready to participate in a training.
Domestic violence advocacy services should be available at training events to help participants who need help or counseling to deal with their own circumstances
Employee assistant programs should have training and protocols to assist employees with IPV issues   



• Prevention focus

• Working collaboratively across disciplines

• Scientific, data-based approach

• Long tradition of promoting social change  and prevention
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Public Health brings special 
skills and a unique 
perspective to address IPV:

Presenter
Presentation Notes
Public Health can promote a prevention plan for IPV that will shift more attention and resources upstream to look at ways to stop IPV

Public Health has extensive experience with working across boundaries and coordinating multidisciplinary initiatives to address health threats  and social problems such as IPV

Public Health is built upon a foundation of science and data to guide policies and programs.  The vast pool of technical expertise in surveillance, data collection and analysis, and evaluation can lead to more informed decision-making and strategic planning

Public Health’s ability to influence legislation, educate the public, and change practices through training and disseminating information has saved millions of lives and improved our quality of life.  Smoking cessation efforts demonstrate what can be achieved with  a comprehensive, coordinated response when public health takes an active role.
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Listening and affirmation
are invaluable to victims.



Primary Prevention: 

For clients who are not experiencing 

abuse, screening affirms that IPV is an 

important health care issue and 

provides an opportunity to talk about 

healthy relationships and the warning 

signs of an abusive relationship.
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PRIMARY 
PREVENTION

Presenter
Presentation Notes
Screening is a door to educate clients and communities about healthy relationships and the early signs of an unhealthy relationship



Secondary Prevention:

In the early stages of an abusive 

relationship, early identification and 

intervention can prevent serious injuries 

and chronic illnesses as the violence 

escalates and the entrapment increases.
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PRIMARY 
PREVENTION

SECONDARY
PREVENTION

Presenter
Presentation Notes
Early identification and intervention provides an opportunity to educate clients about the continuum of violence which typically escalates over time and the health implications;  it is also an opportunity to strategize with clients to identify ways to prevent health effects of abuse such as:

Family planning methods that are less likely to be sabotaged by an abusive partner

Strategizing how to access preventive care in a way that will be safe for the client

Discussing the risk of substance abuse as a coping mechanism which further compromises a victim’s safety and options



SECONDARY
PREVENTION

Tertiary Prevention:

In relationships with escalating 

violence, screening provides the 

opportunity for disclosure in a safe and 

confidential environment.  Even if clients do 

not feel safe disclosing their abuse, giving 

supportive messages can end their isolation 

and let them know that they have options.
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PRIMARY 
PREVENTION

TERTIARY
PREVENTION

Presenter
Presentation Notes
Examples of supportive messages to clients include: 

“You do not deserve to be treated this way. Would you like to talk to someone who can help you with a safety plan and tell you about community resources?”

“Many women in our community have experienced violence in their relationships.  You are not alone.  Can you tell me more about what’s happening right now?”

“I am worried about your safety.  I have some information here that I would like you to share with you in case you or someone that you know is ever being hurt by someone close to them.”
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• State and local health departments partnered with 

domestic violence agencies to create screening guidelines

• Regional train-the-trainers sessions with teams of 

domestic violence advocates and health department staff

• Training teams train staff in their counties

Presenter
Presentation Notes
A leadership team which included county health department employees have developed guidelines and forms that have been approved as part of statewide Department of Health policy for implementation at all 67 county health departments in the State of Florida

Local health department staff developed a training curriculum that includes training on the guidelines and hints on implementation and institutionalization.  The Department of Health headquarters staff issued a request to all county health department directors to designate one trainer to attend the nearest train-the-trainer session while the domestic violence coalition simultaneously asked each domestic violence center to designate one advocate to attend the nearest train-the-trainer session
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Regional and Local Data 



• PRAMS 
• BRFSS 
• YRBSS
• NVDRS
• Client surveys & 

needs assessments 
• Child protective services 
• Chart audits
• Fatality review teams
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Presenter
Presentation Notes

Several states participate in PRAMS (Pregnancy Risk Assessment Monitoring System), a collaborative project with the Centers for Disease Control and Prevention, to collect data on pregnancy-related risks including IPV

The BRFSS (Behavioral Risk Factor Surveillance System) is a population-based survey that individual states conduct to examine a variety of risk behaviors.  Several states have added questions on IPV, unwanted sexual activities, and other forms of victimization.

The YRBSS (Youth Risk Behavior Surveillance System) is a population-bases survey that individual states conduct to examine risk behaviors among high-school age youth.  There are questions on physical dating violence and forced sex in the core questionnaire.

The NVDRS (National Violent Death Reporting System) is a Center for Disease Control and Prevention initiative with 16 states to collect and centralize data on violent deaths from death certificates, coroner/medical examiner reports, and law enforcement reports.  Participating states are Alaska, Colorado, Georgia, Kentucky, Maryland, Massachusetts, New Jersey, New Mexico, North Carolina, Oklahoma, Oregon, Rhode Island, South Carolina, Utah, Wisconsin, and Virginia.

Programs such as WIC, Family Planning, Sexually Transmitted Infections and HIV programs, and Medicaid can integrate questions about IPV into their routine data collection to assess the prevalence and impact of IPV on their programs; this can be an inexpensive strategy to obtain local and regional data on IPV 

Local data can be a great motivator to demonstrate that an issue is relevant to local service providers



• Police data 

• Trauma registries 

• Domestic violence programs

• 911 Dispatch logs

• Hotline statistics

• Restraining orders
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Presenter
Presentation Notes

These data sources have numerous limitations including often being limited to physical assault and injuries and only representing victims who access services

Most data sources grossly under-estimate the true prevalence of IPV but can provide insight into the prevalence of IPV among victims accessing services

Data from domestic violence programs is highly confidential to protect the identify and location of victims but most programs provide annual summaries of the number of clients served, nights of safety provided to victims and their children, and other de-identified data as part of their annual reports and proposals for funding

Even with these limitations, local data can increase awareness and help communities to recognize that IPV is an issue that they need to address



– Surveillance methods linked multiple data sources

– Homicide was the leading cause of maternal 

injury-related deaths

– Majority (89%) of homicide deaths occurred in the 

late post-partum period

– Two-thirds of homicide deaths were known or 

alleged cases of IPV
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MA Maternal Mortality and Morbidity Review, 2002

Presenter
Presentation Notes
The data sources being linked involved cases recorded from 1990 through 1999
This enhanced data collection activity provided new information on the role of IPV in maternal mortality.  The final report includes prevention strategies on IPV that were developed during brainstorming sessions with a variety of disciplines including experts in IPV, injury prevention, and substance abuse, clinicians, and other pubic health practitioners.

A copy of the full report can be obtained by contacting:

	Maternal Mortality and Morbidity Study
	Bureau of Family and Community Health
	Massachusetts Department of Public Health
	250 Washington Street
	Boston, Massachusetts 02108-4619
	Phone: 617 624-6060

    Or download from the internet at:  http://www.magnet.state.ma.us/dph

The following case scenario is presented as a “Missed Opportunity: Recognizing Women at Risk for Domestic Violence” in the Massachusetts report:
Scenario:  Upon becoming pregnant, a 19 year-old women began to experience abuse at the hands of her boyfriend. Shortly before the birth of the baby, she threatened to leave the relationship and the violence appeared to abate.  After the birth, the violence began again and slowly escalated.  About 8 months postpartum, her boyfriend murdered her.  Although screened for domestic violence once in early pregnancy, she was not prepared to disclose to her new provider.  She was never assessed again during prenatal care, at the birth hospital, the postpartum visit, WIC or in the pediatric provider’s office. (Massachusetts, 2002)



• Overview
• Regional and Local Data
• Medical Cost Burden and Health Care

Utilization for IPV
• Impact of IPV on Women’s Health
• IPV and Behavioral Health
• IPV and Family Planning, Birth Control 

Sabotage, Pregnancy Pressure , & Unintended Pregnancy
• IPV and Sexually Transmitted Infections & HIV 
• IPV and Perinatal Programs
• IPV and Breastfeeding and Nutritional Supplements
• IPV and Child and Adolescent Health
• IPV and Adverse Childhood Experiences
• IPV and Violence and Injury Prevention
• IPV and Home Visitation
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Presenter
Presentation Notes
These topics provide a framework to begin to examine the impact of IPV on public health.  We encourage you to expand this curriculum to address the connection between IPV and other public health issues.




Each topic is 
organized as follows:

• Learning Objectives

• Overview and Statistics

• Implications

• Strategies

• Promising Practices

• Defining Success
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*Additional information for each slide is provided  in the “notes” viewing option 

Presenter
Presentation Notes
The primary objectives of this curriculum are:
To increase awareness of IPV as a leading public health issue
To identify research and resources that will help public health professionals to make the connection between IPV and public health programs
To explore strategies that integrate prevention, screening, and intervention for IPV into daily public health practices

A listing of skill-building curriculum on IPV to train staff on screening, assessment, safety planning, intervention, referrals, and protocol development can be found in the Toolkit accompanying this curriculum




RESPONSE

Recognize the problem
Educate the public
Screen routinely 
Primary prevention focus
Ongoing staff education
New data sources
Strategies for intervention
Engage with community partners
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Presenter
Presentation Notes
This page contains animation.
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SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



MEDICAL COST BURDEN AND 
HEALTH CARE UTILIZATION FOR IPV
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Brown et al, 2008

The medical costs for IPV within the 
first 12 months after victimization:

Presenter
Presentation Notes
Estimates of the medical expenditures attributable to IPV vary considerably depending on the method used.  This study by Brown et al. (2008) compares three methods for estimating the medical cost burden of IPV among women, 18 years and older, in the U.S., 1 year postvictimization for the year 2003.  This estimate was calculated by the “bottom-up” approach which was also used in a study by Max et al. (2004).   Max and colleagues estimated the medical cost of IPV to be 5.8 Billion dollars based on 1995 data.  It is important to note that these estimates are based primarily on physical assault and therefore do not include the costs associated with psychological and emotional abuse. In addition, costs related to men and adolescents who are victimized are not included in these estimates. 
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Brown et al, 2008
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Presenter
Presentation Notes
These estimates were calculated by Brown et al. (2008) using a “top-down” method.  Gastrointestinal disorders, attempted suicide, and cervical cancer totaled less than 5% of attributable costs for 2003.
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Recently abused women have 
health care costs that are

Jones et al, 2006

those of never abused women.

Presenter
Presentation Notes
Jones et al. (2006) examined the health care costs associated with IPV in a non-poor, privately insured group of women (aged 21-55) enrolled in a health maintenance organization.  Costs included HMO visits, hospital stays, referrals, emergency room visits, prescriptions, and radiology and are expressed in 2005 dollars.
The authors noted that their findings suggest that income, education, and access to health care do not protect women from the negative health sequelae of abuse and the associated higher costs in this well-educated, middle class study sample of working women. 



• Average health care costs for women disclosing 
IPV were $1700 higher compared to never abused 
women over a 3-year period.

• Using this estimate, an insurer with
300,000 female enrollees could

expect $2 million in additional 
claims over a 3-year period.
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Jones et al, 2006

Presenter
Presentation Notes
Using the estimate of $1700 higher health care costs over a 3-year period, Snow and colleagues projected that an insurer with 300,000 female enrollees could expect 38% to have experienced IPV at some point in their lives which translated into $2 million in additional claims over a 3-year period.
When average per-patient costs for the 3-year period were broken down by symptom cluster (i.e.. injuries, mental health, CNS, GYN), health care costs for 5 of the 8 symptom categories were lower for women who were never abused.
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Total annual health care costs were:

• 42% higher for women experiencing ongoing 
physical abuse

• 24% higher for women who experienced 
physical abuse within the past 5 years

• 19% higher for women who 
experienced physical abuse
more than 5 years ago

Jones et al, 2006

Presenter
Presentation Notes
In these comparisons, the reference group was women who reported never having been abused.

Physically abused women used more of the following services:
Emergency department
Hospital outpatient
Primary care
Pharmacy
Specialty services
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Women who reported injuries as a consequence 
of their most recent IPV victimization utilized the 
following services due to their injuries (mean 
number of visits):

– 2 ED visits

– 3.5 physician visits

– 5.2 dental visits

– 19.7 physical therapy visits

Arias & Corso, 2005

Presenter
Presentation Notes
Arias and Corso used data from the 1995 National Violence Against Women Survey (NVASW) to compare the costs and utilization patterns between male and female victims of IPV.  Findings included:

Women were more likely than men to report using emergency department (ED), inpatient hospital, physician, dental, and physical therapy service than men.

The total average per person cost for women experiencing at least one physical IPV victimization was more than twice the average per person cost for men.

In 1995, the total average cost per person experiencing at least one physical IPV victimization was $387 for men and $948 for women.




• Regardless of whether the abuse was physical 
or non-physical, abused women have higher 
mental health utilization

• Mental health care 
utilization was higher for 
recent (past 5 years) and 
remote (more than 5 years 
ago) IPV
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Bonomi et al, 2009

Presenter
Presentation Notes
The study population for this study by Bonomi et al. (2009) was women (n=3,333; ages 18-64) who were randomly sampled from the membership files of a large health plan.   Annual health care utilization and costs were assembled over 7.4 years for women with physical IPV and nonphysical IPV only and compared to a reference group of never-abused women.
The highest mental health utilization and costs were for women with ongoing abuse (relative risk: physical 2.61; nonphysical, 2.18).
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Bonomi et al, 2009

recent=in past 5 years

Women with recent nonphysical abuse (only) 
had annual health care costs that were

than non-abused women.

Presenter
Presentation Notes
Women who experienced ongoing physical abuse had the highest total annual health care costs—42% higher than nonabused women. 
Costs were allocated for visits to primary care, specialty, and mental health providers as well as for emergency department, hospital, laboratory, pharmacy, and radiology services. 
This study is consistent with other research showing that abused women have higher health care utilization for years after their abuse stops and that women who are physically abused incur the highest health care expenses. 



Women experiencing more severe IPV:

• are 3 times more likely to have a total 
expenditure of over $5000

• Have health care expenditures twice that 
of non-abused women
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Coker et al, 2004

Presenter
Presentation Notes
Data for this study was collected as part of a large, cross-sectional study of IPV in two large primary care clinics. The analysis of Medicaid data for physician and hospital visits was restricted to a one-year period (1997 or 1998 depending on which year the woman was interviewed for the study).  Coker and colleagues (2004) used two IPV screening tools the Women’s Experience with Battering (WEB) scale and the Index of Spouse Abuse-Physical (ISA-P).  They modified the measures to created scores to category no abuse, less severe IPV, and severe IPV.  

These findings are consistent with an earlier study by Ulrich et al. (2003) in which health care costs and utilization was 1.6 to 2.3 times higher for women whose IPV was documented in medical records compared to women without such documentation. 
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Women reporting any IPV during 
pregnancy were

Lipsky et al, 2004

as likely to experience an antenatal 
(before birth) hospitalization 
not associated with delivery 

Presenter
Presentation Notes
This retrospective cohort study examined the risk of antenatal hospitalization among women with a police-reported IPV incident during pregnancy. The comparison group was composed of randomly selected residents with a singleton birth or fetal death and no record of a police-report IPV incident during the study period. 
IPV was defined as any physical assault, reckless endangerment, or nonphysical IPV offenses which included criminal trespass, custodial interference, menacing, stalking, threats, and violation of court orders.
Women with any (physical or nonphysical) IPV were more likely to have been hospitalized with a substance abuse-related diagnosis (OR=2.7) or a mental health diagnosis (OR=1.93).
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Children whose mothers disclosed severe IPV had

Bair-Merritt et al, 2008

of ED visits at 18 months follow-up

TWICE 
the 

number

Presenter
Presentation Notes
These data are from a nationally representative sample of families referred to child protective services (National Survey of Child and Adolescent Well-Being).  Severe IPV was defined as the more severe forms of violence on the Conflict Tactics Scale ranging from “kicked, bit, or hit you with a fist” to “used a knife or fired a gun on you.”
At three year follow-up, ED (emergency department) were still nearly twice (incidence rte ratio = 1.9) among children exposed to severe IPV compared to unexposed children.

Children exposed to minor IPV had lower rates of ED visits compared to unexposed children.
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Children exposed to IPV 
after they are born are 

Rivara et al, 2007

more likely to use mental health services. 

Presenter
Presentation Notes
Rivara et al. (2007) analyzed data on the children of adult female members of a large, integrated health care delivery system.  A total of 1400 children under the age of 18 years were living in the home at the time the survey was conducted. Health care utilization was assessed by the health care organization’s databases for the period form January 1992 through June, 2003. Children exposed to IPV after their birth were 3 times more likely to use mental health services and had 16% higher primary care costs compared to children of mothers without IPV. 
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The Impact of IPV 
on Women’s Health



1. Identify three health conditions that are 
associated with IPV or dating violence 

2. Describe two ways that IPV may impact 
women’s/teens’ health care services

3. List two strategies for responding to IPV 
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IPV among women enrolled in a health 
maintenance organization:

Lifetime: 44.0%
Past 5 years: 14.7% 
Past year:        7.7% 

65

Thompson et al, 2006

Presenter
Presentation Notes
Thompson and colleagues (2006) conducted a retrospective cohort study with 3568 women, aged 18 to 64 years, who were enrolled in a U.S. health maintenance organization.  Physical, sexual, and psychological IPV were assessed using five questions from the Behavior Risk Factor Surveillance System and ten items from the Women’s Experience with Battering (WEB) scale. IPV rates were higher for younger women, women with lower income and less education, single mothers, and those who had been abused as children or exposed to IPV as a child.   

In another study by Coker et al. (2000) the following prevalence rates were reported for female patients seen at family practice clinics:
55.1% of women experienced physical, sexual, and/or psychological battering in an intimate relationship 
20.2% were currently experiencing some form of abuse 

						



• 7.9% of the overall disease burden 
for women, ages 18-44 

• Larger risk than common risk  
factors  for disease including  

blood pressure, tobacco use, 
and obesity
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Vos et al, 2006

Presenter
Presentation Notes
Vos et al. (2006) calculated population attributable fractions from survey data on the prevalence of IPV and the relative risks of associated health problems and determined health outcomes by applying them to disability-adjusted life year estimates for the relevant disease and injury categories for Victoria, Australia in 2001.  Most of the estimates of the risk of adverse health outcomes were from the Australian Longitudinal Study on Women’s Health. IPV was defined as physical or sexual violence. Other findings included:
Depression, anxiety, and suicide together contributed to 73% of the total disease burden associated with IPV
Harmful health-related behaviors (tobacco, alcohol, illicit drug use) accounted for 22% of the total disease burden for IPV 



67

Abused women experience a   

Campbell et al, 2002

in gynecological, central nervous system, 
and stress-related problems

Presenter
Presentation Notes
Campbell et al. (2002) conducted a case control study with women (aged 21 to 55 years) enrollees at a multisite health maintenance organization.  Cases and controls participated in in-depth interviews. Compared to the control group, abused women reported more sexually transmitted diseases, vaginal infections, painful intercourse, pelvic pain, urinary tract infections, abdominal pain, headaches, backaches, and digestive problems. Women who were physically and sexually abused reported the most problems. 
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Women exposed to ongoing IPV report 
increased physical symptoms over time

Gerber et al, 2007

Presenter
Presentation Notes
In this longitudinal study by Gerber et al. (2007), women (n=2,465) were recruited from 8 different health care settings/specialties to complete a brief survey and participate in a baseline interview and a follow-up interview approximately 9.5 months later.  The study population was 38% white, 40% Black, 9% Hispanic, and 12% other with an average age of 32.4 years.  IPV was disclosed by 39% of participants at one or both interview time points.  Women were asked if they had been diagnosed with 10 common diseases (arthritis, cancer, autoimmune disorders etc.) and several reproductive health conditions. Findings included the following:
Women exposed to IPV over time experience more physical symptoms than do never abused women or women who have experienced an abuse-free interval
The results suggest an “effect gradient” from no IPV to past IPV to ongoing IPV similar to the reduction of adverse health effects from withdrawing other harmful exposures like smoking
Although a history of child physical abuse and sexual abuse are known to be associated with physical symptoms, the magnitude of the effect is less than that of ongoing IPV 
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More than one-third 
of female IPV 
survivors experience 

high disability 
chronic pain

Wuest et al, 2008

Presenter
Presentation Notes
Wuest et al. (2008) analyzed data from the Women’s Health Effect Study (WHES), an ongoing prospective study of the patterns of women’s physical and mental health in the early years after leaving an abusive partner.  More than one-third (35.3%) of IPV survivors experienced high disability pain and 43.2% reported swollen/painful joints.



• Arthritis 
• Asthma
• Headaches and 

migraines 
• Back pain 
• Chronic pain 

syndromes

•
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Black & Breiding, 2008; Campbell et al, 2002; Coker et al, 2000;    
Constantino et al, 2000; Follingstad, 1991; Kendall-Tackett et al, 2003;
Letourneau et al, 1999; Wagner et al, 1995

• High blood 
cholesterol

• Heart attack and 
heart disease

• Stroke 
• Depressed immune 

function

Presenter
Presentation Notes

Early research on the impact of IPV frequently focused on the injuries that women sustained secondary to physical abuse
A growing body of research is examining the impact of IPV on women’s long-term physical and mental health 
Women who have experienced IPV are more likely to be diagnosed with a wide range of prevalent, often disabling health problems compared to women without a history of victimization  
Black & Breiding at the Centers for Disease Control (2008) analyzed data from the Behavioral Risk Factor Surveillance System (BRFSS) survey for 70,156 respondents (42,566 women and 27,590 men) in 16 states and two territories. IPV was defined as threatened, attempted or completed physical violence or unwanted sex by a current or former intimate partner.  A wide range of health conditions including arthritis, asthma, stroke, high blood cholesterol, heart attacks, and heart disease were significantly higher among women with a lifetime history of IPV.
Chronic pain is a major form of disability accounting for $125 billion in annual health care costs.  Women with a history IPV or child abuse are significantly more likely to report pain symptoms even after controlling for depression (Kendall-Tackett et al, 2003)
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• Stomach ulcers

• Frequent indigestion, diarrhea, or 
constipation

• Irritable bowel syndrome

• Spastic colon

Coker et al, 2000; Drossman et al, 1995; Lesserman et al, 2007;
Kernic et al, 2000; Talley et al, 1994
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• Urinary tract and vaginal infections

• Irregular menstrual cycles

• Pain during sex, dysmenorrhea and vaginitis

• Pelvic inflammatory disease 

• Chronic pelvic pain syndrome 

• Invasive cervical cancer and preinvasive
cervical neoplasia

Campbell et al, 2002; Coker et al, 2000; Letourneau et al, 1999; 
Mark et al, 2008;  Shei, 1991
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Women who have experienced IPV are

Coker et al, 2009

more likely to be diagnosed with 
invasive cervical cancer

Presenter
Presentation Notes
In this study with 4732 women, IPV was associated with an increased prevalence of invasive cervical cancer (OR=2.6; 95%CI=1.7-3.9). Women were also asked about adult exposure to forced sex and childhood exposure to sexual abuse.  Rates of cervical cancer were highest for those women who experienced all three types of victimization compared to women who had never been victimized. 



• not have a mammogram 

• have more prescriptions 

• have more emergency 
room visits  

• have more physician visits
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Farley et al, 2002; Kernic et al, 2000; Letourneau et al, 1999; 
Sansone et al, 1997; Wisner, 1999

Presenter
Presentation Notes

Compared to women who have not experienced abuse, abused women have higher medical utilization
The higher medical utilization rate observed among female patients with a history of IPV can continue for years after the abuse ends (Bergman & Brismar, 1991)
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Women with a history 
of IPV have:  

Ulrich et al, 2003

higher rates of medical 
care utilization and 

higher health care costs

Presenter
Presentation Notes
 Ulrich et al. (2003) analyzed data from a large, group randomized intervention trial conduct at a health maintenance organization.  Women with medical-record documented IPV were compared to women who had no documentation of IPV in their medical records.  Women with a history of IPV demonstrated a pattern of higher health care utilization and costs across all levels of care and types of diagnoses.   The mean cost for a DV patient was $5131 compared to $3409 for non-IPV women (and $2343 for all enrolled women).



76

Health problems associated with a history of 
forced sex by an intimate partner include: 

• Chronic headaches
• Depression
• Pelvic inflammatory disease
• Vaginal and anal tearing
• Bladder infections
• Sexual dysfunction
• Pelvic pain
• Gynecological problems 

Bergman & Brismar, 1991; Bonomi et al, 2007; Campbell & Lewandowski, 1997; 
Campbell & Alford, 1989;  Chapman JD, 1989; Dienemann et al, 2000; Domino 
& Haber, 1987;  Plichta, 1996



• IPV is a hidden risk factor for many common 

women’s health problems 

• Screening provides an 

opportunity for women to 

make the connection between 

victimization, health 

problems, and risk behaviors  
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Presenter
Presentation Notes

Due to the strong association between a history of victimization of many leading women’s health problems, it makes sense to determine if IPV is an underlying diagnosis

Breast exams, pap smears and other preventive health practices may provide an ideal time for to screen for IPV 




78

Wilson et al, 2007

“ I want to understand how violence 
affects me mentally and physically…
so I can learn to avoid bad situations. 

-woman at crisis center

“

Presenter
Presentation Notes
 This quote comes from a  qualitative study by Wilson et al. (2007) that assessed the health needs and barriers to healthcare among women with a history of IPV. 



Cancelled and missed 
appointments, interrupted care and 
noncompliance with treatment and follow-
up may be related to victimization

79

Presenter
Presentation Notes

Identifying and intervening for IPV with clients who disclose abuse can help clients to understand the connection between their victimization and health problems, inform them about resources, and let them know that their service provider is a safe person to talk to about their experiences

Understanding how IPV can impact service delivery and clients’ ability to take care of themselves can help providers to work with clients within the context of their situation and improve medical compliance
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17% of abused women 
reported that a partner 
prevented them from 
accessing health care 

McCloskey et al, 2007

compared to 2% of 
non-abused women 

Presenter
Presentation Notes
In this study by McCloskey et al. (2007), 2027 women outpatients across five different medical departments housed in 8 hospital and clinic sites completed a written survey.  Fifty-nine percent of participants were white, 38% were married, and 22.6% were born outside of the U.S.  Nearly 14% of the women disclosed recent IPV and 37% confirmed ever being in a violent relationship.  

17% of women who had been physically abused by an intimate partner in the past year reported that their partner did not allow them to access health care or interfered with their health care compared to 2% of nonabused women.

 Women with interfering partners were significantly more likely to report having poorer health (OR=1.8)     



Implement an IPV protocol:
• Routine assessment 
• Health and danger assessment tools
• Documentation skills and confidentiality 
• Safety planning strategies
• Cultural competency
• Resources and referrals
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Presenter
Presentation Notes
Setting-specific protocols are needed in public health departments to develop a coordinated and comprehensive response to IPV. Protocols used in the clinical setting can provide insight on protocol development:

Abuse during Pregnancy: A  Protocol for Prevention and Intervention
 March of Dimes Birth Defects Foundation
White Plains, NY 
914 428-7100
Domestic Violence Health Care Protocols: 
 An Information Packet for Health Care Providers
Health Resource Center on Domestic Violence
San Francisco, CA
888-Rx-ABUSE
Domestic Violence: A Directory of Protocols for 
 Health Care Providers 
Children’s Safety Network
Newton, MA
617 969-7100
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~4 times more likely 
to use an intervention 

2.6 times more likely 
to exit the abusive relationship 

McCloskey et al, 2006

Presenter
Presentation Notes
In this study by McCloskey et al. (2006), 132 women outpatients who described IPV in the preceding year were recruited from multiple hospital departments and community agencies in suburban and metropolitan Boston.  Abused women who talked with their health care providers about the abuse were more likely to use an intervention (OR=3.9) and exit the abusive relationship (OR=2.6). Women who were no longer with their abuser reported better physical health than women who stayed. 
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• 9 different sites with over 2000 women

• Integrated services

– Trauma Recovery & Empowerment (TREM)

– Seeking Safety

– Addiction and Trauma Recovery Integration 
Model (ATRIUM)

SAMHSA, 2003

Presenter
Presentation Notes
The Substance Abuse and Mental Health Services Administration (SAMHSA) conducted  the Women, Co-Occurring Disorders and Violence Study over a 5-year period with over 2000 ethnically diverse women
TREM services addressed Mental health, PSTD, substance abuse, and victimization
Seeking Safety provided individual and group therapy to help people attain safety from trauma/PTSD and substance abuse 
ATRIUM used a peer led group to address victimization, abuse, and addictive behaviors 




• Trauma- and survivor-informed approaches are 
essential to effective services

• Gender-specific services are critical to create a 
healing environment

• Group environments are key to restoring trust & 
promoting healing

• Integrating trauma, mental health, & substance 
abuse services increases effectiveness
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Partner with an 
advocacy 

organization

85

Educational 
materials, 

ongoing training

MORE

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes

Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of women’s health

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curriculum

Develop educational materials for providers and clients on how IPV impacts women’s health
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Conduct research on the impact of IPV on women’s health
Provide dating violence prevention education in schools and youth programs
Sponsor conferences and public education campaigns
Provide cross-training between women’s health practitioners, domestic violence advocates, and IPV researchers and service providers
Encourage educators to include IPV in their curricula





CCM Strategies include:

• Using case managers to support clients

• Implementing decision support systems to reduce 

providers’ fear of addressing IPV 

• Developing self-support tools to help clients with 

safety planning and managing comorbid conditions

• Formalizing collaboration with community agencies 

to improve access to resources
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Nicolaidis & Touhouliotis, 2006

Presenter
Presentation Notes
In this publication on how Wagner’s Chronic Care model can be used to develop a more comprehensive health care approach for IPV, the authors note that a screening paradigm, in and of itself, may not be the optimal way to approach IPV in the health care system.  Noting that for many patients IPV is a chronic condition, the Chronic Care model is discussed as a series of strategies that could improve the clinical response to IPV in the primary care setting.
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Partnership project based at seven 
community health centers in Boston, MA:
• Direct services for IPV victims on-site at health 

centers
• Training for providers and staff

• Linkage between clinics and community-based 
domestic violence programs

Presenter
Presentation Notes
Started in 1991, CCHERS (the Center for Community Health Education, Research & Service) is a nonprofit, incorporated partnership between fourteen community health centers, Northeastern University Bouve College of Health Sciences, Boston University of Medicine, Boston Medical Center, and Boston Public Health Commission
The CCHERS’ Community Advocacy Program is part of the partnership; a variety of strategies and funding sources to support domestic violence advocates at seven community health centers
The clinic-based domestic violence advocates are situated in different areas of the clinics including mental health, behavioral health, and social services  
CCHERS is collaborating with the Massachusetts Department of Public Health, Division of Violence and Injury Prevention to conduct a statewide survey of existing practices, services, and policies for IPV victims at community health centers in the State of Massachusetts
Contact:
 	Sue Chandler MPH MSW
	716 Columbus Avenue, Suite 398
	Boston, MA 02120                             
	Phone: 617 373-5779
	E-mail: s.chandler@neu.edu
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• Implemented screening protocol to screen 
all patients 

• 39% screening rate 

• 93% documentation rate 

• 1-hour protocol refresher built into nurses’ 
recertification

Thurston et al, 2007

Presenter
Presentation Notes
This study by Thurston et al. (2007) reported the one-year results following implementation of a screening protocol.  The protocol requires nurses to assess all male and female adults including adults, seniors, and adolescents for IPV. Screening rates were calculated using data extracted from electronic patient records and a random chart pull. The screening and documentation rates are overall rates for the 12-month study period.  Leadership of key staff who supported the intervention and monitoring documentation rates were reported to be key factors in sustaining high screening rates over the one-year study period.  
The disclosure rate was 15% overall (n=3,101) with 19% for women asked and 12% for men asked.  
The protocol was adapted as issues were identified. For example, when the separate screening form for IPV was eliminated and screening questions were included on the main nursing assessment form, an improvement in documentation was observed.
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Agreement between local clinics and the 
crisis center to waive the clinics’ co-payment 

for women who are referred from 
the crisis center

Wilson et al. 2007

Presenter
Presentation Notes
Wilson et al. (2007) assessed the health needs and barriers to healthcare among women with a history of IPV in a qualitative study with 25 clients and 10 staff at a crisis center in metropolitan North Carolina.  Reported barriers to healthcare were cost, psychological control by the abuser, and low self-esteem and self-efficacy.  Over one-third (36%) of clients said they had not had a preventive health checkup in over a year.  Cost was the main systemic barrier to accessing health care and some women could not pay the copay at the public clinic.  To address this barrier, local clinics and the crisis shelter developed an agreement to waive the co-payment for IPV victims who are referred by the crisis center. 
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Download at:
http://www.cdc.gov/ncipc/pub-res/images/ipvandsvscreening.pdf

Basile et al, 2007

Presenter
Presentation Notes
This 114-page documented produced by the Centers for Disease Control and Prevention provides a current inventory of assessment tools and information on the psychometric properties of these instruments to help practitioners and clinicians to make informed decisions about which assessment tools are appropriate for use with a given population. 

http://www.cdc.gov/ncipc/pub-res/images/ipvandsvscreening.pdf�


 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their health
If staff is not available to help, have phone numbers for local resources available and offer to clients
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors
McFarlane et al, (1998) found that pregnant women who were asked about abuse and offered a brief intervention reported a significant increase in the number of safety behaviors before and after pregnancy. 





54-MINUTE INTERVENTION

• Women with restraining orders received 6 
telephone calls from a nurse to promote 
safety behaviors over 8 weeks 

• Women who received the intervention had 
more safety behaviors
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McFarlane et al, 2004

Presenter
Presentation Notes

Women who received the intervention had two more safety behaviors than the control group.  Safety behaviors including hiding money, having an extra set of house and car keys, asking neighbors to call police if violence begins, and removing weapons from the household.



Linda Chamberlain, PhD MPH

IPV and Sexually Transmitted Infections/HIV MENU

Overview

Regional and Local Data 

The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV

SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence 
(IPV) and Behavioral Health



1. Identify two mental health conditions 
associated with IPV victimization.

2. Describe the link between substance abuse 
and IPV victimization and perpetration.

3. Describe two promising practice strategies for 
addressing IPV within the behavioral health 
setting. 
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Depression, anxiety, and suicide 
together contributed to

98

Vos et al, 2006

of the total disease burden 
associated with IPV

Presenter
Presentation Notes
Vos et al. (2006) calculated population attributable fractions from survey data on the prevalence of IPV and the relative risks of associated health problems and determined health outcomes by applying them to disability-adjusted life year estimates for the relevant disease and injury categories for Victoria, Australia in 2001.  Most of the estimates of the risk of adverse health outcomes were from the Australian Longitudinal Study on Women’s Health. IPV was defined as physical or sexual violence. 
Tobacco, alcohol, and illicit drug use accounted for another 22% of the total disease burden of IPV. 




99

Abused pregnant Latina 
women have more 
than TWICE the odds of 
experiencing depression 
or PTSD 

Rodriguez et al, 2008

Presenter
Presentation Notes
Rodriquez et al. (2008) recruited 210 pregnant Latinas attending prenatal clinics in Los Angeles, CA.  The mean age was 27.7 years.  Approximately 44% of participants had positive histories of IPV.  IPV was defined as being lifetime experiences of being physically or sexually abused by a partner or made to feel fearful or insecure. Depression was measured with the Beck Depression Inventory Fast Screen (BDI-FS) for Medical Patients.  PTSD (posttraumatic stress disorder) was assessed with the PTSD Checklist, civilian version (PCL-C).  Findings included:
Pregnant Latina women exposed to IPV were more likely to experience depression than nonabused women (41% vs. 18.6%; p<.001)
Pregnant Latina women exposed to IPV were more likely to score above the cutoff point for PSTD than nonabused women (16% vs. 7.6%; p<.001)
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HALF of the abused women referred 
from an emergency room had 
symptoms of PTSD

Lipsky et al, 2005

Presenter
Presentation Notes
The study population in this study was IPV victims who were drawn from a larger case-control hospital based study of Black, Hispanic and female patients who were admitted to an urban emergency department. IPV measured with the Conflict Tactics Scale and as limited to experiencing physical or “forced sex” in the past 12 months.  PTSD was measured with the PTSD portion of the 12-month version of the Composite International Diagnostic Interview (CIDI). In this study, women with PTSD symptomatology were 4 times more likely than those without PTSD to be depressed

Posttraumatic stress disorder (PTSD) has been identified as one of the most important and common mental health sequelae of exposure to a traumatic event
In a meta-analysis of 11 studies by Golding (1999), the author reported a weighted mean prevalence of 63.8% for PTSD among abused women (most of the study populations were recruited from domestic violence shelters or services).  The prevalence of PSTD among women in the general population was estimated to be about 10% (Kessler et al. 1995)
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Among women who experienced 
IPV in the past year:

Caetano & Cunradi, 2003

have symptoms of depression

Presenter
Presentation Notes

Caetano & Cunradi (2003) analyzed data from a national probability sample of married and cohabitating couples in the 48 contiguous United States (n=1635 couples).  IPV was defined as a violent incident measured with the Conflict Tactics Scale.  Depression was assessed with the Center for Epidemiologic Studies Depression Scale. 

Abused Black and Hispanic women reported higher rates of depression symptoms (30% and 38% respectively) compared to abused White women (20%).  The authors noted that the prevalence of depression is higher among minority women.  In this study, 6% of nonabused White women reported symptoms of depression compared to 16% of nonabused Black women and 15% of nonabused Hispanic women.
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Past or current abuse 
is a risk factor for 

postpartum depression

Kendall-Tackett, 2007

Presenter
Presentation Notes
Kendall-Tackett (2007) reviews the literature that links IPV around the time of pregnancy to postnatal depression, PTSD, and other complications that can affect mothers’ relationships with other adults, thereby increasing social isolation, and their relationships with their babies.  
A nonsupportive partner and stress related to family are listed as risk factors for postpartum depression in a fact sheet on postpartum depression issued by the U.S. Department of Health and Social Services.
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Black women with a history 
of lifetime abuse were

Ramos et al, 2004

more likely to report depression than 
non-abused Black women 

Presenter
Presentation Notes
Ramos et al. (2004) analyzed data from a study of an IPV screening intervention in a primary care setting.  Female patients, ages 18-44, were recruited from a health maintenance organization.  Lifetime exposure to violence included physical, sexual, and/or emotional IPV and physical and/or sexual child abuse.  The association between lifetime abuse and depression was strong for White than Black women (White women in the highest risk group for abuse were 18.4 times more likely to report depression than women who reported no abuse).  The authors noted that this difference between the association of lifetime abuse and depression between White women and Black women is “due to a higher percentage of depression reported by nonabused Black women compared with White women and is somewhat deceptive as the prevalence of depression is higher in every level of abuse for Black women.”



Psychological abuse by an intimate partner was 
a stronger predictor than physical abuse for the 
following health outcomes for female and male 
victims: 

 Depressive symptoms
 Substance use
 Developing a chronic mental illness
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Coker et al, 2002

Presenter
Presentation Notes
In this study by Coker et al, (2002):

Women were significantly more likely than men to experience physical or sexual abuse and abuse of power and control by an intimate partner than men

Both physical and psychological abuse by an intimate partner were associated with significant physical and mental health problems for male and female victims



• Anxiety
• Sleep problems
• Memory loss
• Post-traumatic stress disorder
• Depression
• Panic attacks, insomnia
• Suicide ideation/actions
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Bergman & Brismar, 1991;Coker et al, 2002; Dienemann et al, 2000; 
Elsberg et al, 2008; Kernic et al, 2000; Stark & Flitcraft, 1995; Sato-
DiLorenzo & Sharps, 2007

Presenter
Presentation Notes

Dienemann et al. (2000) reported that the prevalence of lifetime IPV among women diagnosed with depression was 61.0% which is approximately twice that of the general population
Ellsberg et al. (2008) conducted surveys with more than 24,000 women in ten countries.   Women who experienced physical abuse by  a current or former male partner were almost twice as likely (OR=1.8) to report memory loss
Higher danger assessment scores increase the risk of anxiety (p=0.0024), depression (p=0.017), difficulty concentrating (p=0.001) memory loss (p=0.008), suicide attempts (p=0.013), and past history of illicit drug use (p=0.14) based on a medical record review of 387 women living in a domestic violence shelter (Sato-DiLorenzo & Sharps, 2007)



The suicide risk is
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McFarlane et al, 2005

among abused women who are 
sexually assaulted by their partners



• Abused women are at increased risk for 
substance abuse 

• Spousal abuse scores are the strongest 
predictor of alcoholism in women

• IPV during the first year of marriage is 
highly predictive of heavy, episodic 
drinking one year later
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Kaysen et al, 2007; Miller et al, 1989; Plichta, 1992

Presenter
Presentation Notes

It is important to identify and assess the coexistence of IPV and substance abuse to help victims be safer and achieve sobriety
Bland (1994) notes that while most battered women are not chemically dependent, substance abuse occurs as a coping method for many victims 
Miller et al (1989) compared a sample of 45 alcoholic women from treatment programs and 40 nonalcoholic women selected randomly from households to examine the relationship between spousal violence and women’s alcoholism problems
Martin et al. (1996) examined the frequency of alcohol use, drug use, and smoking before and during pregnancy among 2000 prenatal patients who were screened for violence and substance abuse and found that violence victims were significantly more likely to use multiple substances before and during pregnancy






Women experiencing abuse are:

2.6X more likely to use tranquilizers, sleeping pills, 

or sedatives

3.2X more likely to use anti-depressants

2.2X more likely to use prescription pain pills
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Carbone-Lopez et al, 2006

Presenter
Presentation Notes
Carbone-Lopez et al. (2006) analyzed data from the National Violence Against Women Survey—a national probability sample of men and women.  IPV was defined as physical victimization, sexual assault, and/or stalking by either a current or former spouse or a cohabitating intimate partner.  Systematic abuse was classified as involving multiple forms of violence and a sustained use of force such as choking, beating, and stalking.  Women experiencing systematic abuse by an intimate partner were 2.6 times more likely to use tranquilizers, sleeping pills or sedatives, 3.2 times more likely to use anti-depressants, and 2.2 times more likely to use prescription pain pills. 

The lowest level of prevalence and severity for IPV was classified as “interpersonal conflict violence.”  There was also an  association between this lower level of victimization and drug use.  Compared to nonvictimized women, women who experienced interpersonal conflict violence were:	
2.16 times more likely to use tranquilizers, sleeping pills, or sedatives
1.97 times more likely to use anti-depressants
2.78 times more likely to use recreational drugs
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of women who screened positive for drinking 
problems experienced IPV in the past year

Weinsheimer et al, 2005

Presenter
Presentation Notes
Weinsheimer et al. (2005) conducted an in-person survey with 95 consecutive adult female trauma patients admitted to a Level 1 Trauma Center.   The majority of women (90.5%) felt it was appropriate for health care providers to screen for IPV and 71% wished that a previous health care provider had asked them about it. 

In a study by Martin (1996), women experiencing IPV were more likely to use multiple substances before and during pregnancy. 
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Women who are physically abused 
during pregnancy are

Martin et al, 2003

more likely to drink while pregnant

Presenter
Presentation Notes
In this small study with 85 women by Martin et al. (2003), 39% of women who were physically abused during pregnancy drank while pregnant compared to 8 percent of women who were not physically abused while pregnant.
Women who were coerced to have sex by an intimate partner while they were pregnant were 4.6 times more likely to drink while they were pregnant.




Male perpetration of IPV and 
alcohol abuse are linked 
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Magdol et al, 1997; Rhodes et al, 2002; Weinsheimer et al, 2005

Presenter
Presentation Notes

Male perpetration of more severe IPV was linked with alcohol abuse (Magdol et al, 1997)
In a study evaluating a computer questionnaire for IPV in the emergency department, Rhodes et al. (2002) found that IPV perpetrators were more likely to report at-risk drinking and to have a partner with a drinking problem
In a survey of female trauma patients admitted to a Level 1 Trauma Center, the past year IPV prevalence was 55.2% when the partner was a problem drinker versus 8.3% was he was not (p=0.001). (Weinsheimer et al, 2005)
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IPV perpetrators are:

2.5 times more likely to report 
heavy drinking

4 times more likely to report 
illicit drug use

Lipsky et al, 2005

Presenter
Presentation Notes
Lipsky et al. (2005) conducted a cross-sectional survey of Black and Hispanic patients (males and females) presenting to an urban emergency department (n=384). IPV was defined as physical or sexual violence and was measured with the Conflict Tactics Scale.  Heavy drinking was defined as drinking 5 or more drinks per occasion at least once a month in the past 12 months.  Illicit drug use was defined as using any of the following substances in the previous 12 months:  amphetamines or other stimulants, crack or cocaine, heroin, hallucinogens, inhalants, or other nonprescription drugs, excluding marijuana. 

In this study, IPV perpetrators (male and female) were 2.52 times more likely to report heavy drinking and 4.42 times more likely to report illicit drug use compared to nonperpetrators  



Adolescents reporting dating 
violence are more likely to:

• Consume alcohol

• Smoke tobacco

• Use drugs

• Have suicidal thoughts
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Ackard et al, 2003
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Dating violence perpetrators (male and 
female) are more likely to:

• have their first drink before 15 y.o.

• have been drunk in the past 30 days

• used marijuana in the past 30 days

Champion et al, 2008

Presenter
Presentation Notes
Champion and colleagues (2008) conducted repeated cross-sectional surveys of 14-20 years old from 70 communities (n=13,422).  Physical dating violence perpetrators (male and female) were more likely to:
Have their first drink without their parents before age 15
Have been drunk in the past 30 days
Have used marijuana in the past 30 days
Having threatened or hurt someone with a weapon 




• The long-term consequences of 
psychological abuse are often minimized or 
overlooked

• IPV can impact access to behavioral health 
services and the process of recovery
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• A partner’s alcohol abuse is a risk 
factor for more severe and chronic 
IPV and the risk of mental health 
sequelae for the victim

• Substance abuse may be a coping 
behavior for IPV victims with trauma 
symptoms
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• Integrate assessment for lifetime exposure to 
violence and perpetration of relationship 
violence into behavioral health

• Assess for trauma symptoms and underlying 
causes for substance abuse/self-medicating

• Fully protect the confidentiality of victims’ 
health records

Presenter
Presentation Notes

The U.S. Department of Health and Human Services issued a Treatment Improvement Protocol (1997; DHSS Publication NO. 97-3163) on Substance Abuse Treatment and Domestic Violence which can be downloaded at: http://text.nlm.nih.gov/tempfiles/is/tempD161435.html

Bland PJ (1997) provides strategies for how to screen and intervene for violence and addiction. She stresses the importance of validating a victim’s experience and providing supportive statements that can lead to a discussion of addiction as a coping strategy.
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• Ensure that behavioral health services are 
trauma-informed

• Prioritize the creation of integrated services 
for on-site services and advocacy for IPV in the 
behavioral health setting

• Promote cross-training and collaboration 
between behavioral health and domestic 
violence programs

Presenter
Presentation Notes
       
Advocacy programs such as New Beginnings in Seattle, Washington, have responded to the urgent need for integrated services for battered women with addictions.  Since 1990, New Beginnings has held supports groups for chemically dependent women






119

MORE

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes

Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of behavioral health

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curriculum

Develop educational materials for providers and clients on how IPV impacts mental health, substance abuse, and other behavioral health issues

Eliminate cost and reporting requirements for victims needing forensic medical exams

Create reimbursement mechanisms, coding, and other incentives to provide quality care to IPV victims 

	Action steps for improving the health and mental health care systems’ response to violence against women (including the recommendations above) can be found in the following publication:

	 U.S. Department of Justice,  Violence Against Women Office. Improving the Health and Mental Health Care Systems’ Response to Violence Against Women. October, 2000.  Washington, DC.   









-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Conduct research on the impact of IPV on behavioral health including substance abuse and mental health
Provide education on the relationship between dating violence and substance abuse in schools and youth programs
Sponsor conferences and public education campaigns
Provide cross-training between substance abuse counselors, mental health clinicians, and domestic violence advocates
Encourage educators to include IPV in their curricula
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• 4-question screen was tested with IPV 
victims in an emergency department

• Tool is highly predictive for depression & 
PTSD symptoms and moderately predictive 
for suicide ideation

Houry et al, 2007

Presenter
Presentation Notes
The 4-question screening tool uses questions from validated mental health scales 
The screening tool was validated with female patients (n=1,138) at an emergency department; the study population was predominantly African American 
Positive predictive value for depression: 96%
Positive predictive value for PSTD symptoms: 84%
Positive predictive value for suicide ideation: 54%
Brief Mental Health Screen Questions:
0  I do not feel sad.
      1  I feel sad.
      2  I am sad all the time and can’t snap out of it.
      3  I am so sad or unhappy that I can’t stand it.
Have you experienced a traumatic event (rape, car accident, domestic violence, death in family etc.) in the past year?
	0 No
	1 Yes
0 I have a moderate (medium) to strong wish to live.
	1 I have a weak wish to live.
	2 I have no wish to live.
0 I have no wish to die.
	1 I have a weak wish to die.
	2 I have a moderate (medium) to strong wish to die.
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• “Point of Care Guide” screening tool

• 6 validated questions to screen for 
alcohol, depression, & IPV and 
interpretation instructions

Bell, 2004

Presenter
Presentation Notes
Dr. Bell combines six screening questions that have been validated for alcohol, depression, and IPV screening into one tool that can be used during routine visits with patients.  The one question for alcohol use (“When was the last time you had more than X (4 for women; 5 for men) drinks in one day?”) has demonstrated a specificity and sensitivity of 86 percent.   The two-question screening for depression has shown a sensitivity of 90 percent and specificity of 60 percent.   The questions are:  “have you been bothered by feeling down, depressed or hopeless?  “Have you often been bothered by little interest or pleasure in doing things?”   The three-question screen for IPV has a sensitivity of 71% and a specificity of 84 percent (in the emergency department setting).  The three questions are:
Have you been hit, kicked, punched or otherwise hurt by someone in the past year?
Do you feel safe in your current relationship?
Is there a partner from a previous relationship who is making you feel unsafe now?
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– Ongoing IPV training 

– Patient case review sessions

– Domestic violence staff integrated 

into interdisciplinary care team

This substance abuse treatment and prenatal care 
program implemented the following strategies:

Presenter
Presentation Notes
The Center for Addiction and Pregnancy, Baltimore, MD takes a comprehensive approach to helping pregnant women deal with their substance abuse issues and addressing barriers to treatment encountered in substance abusing women with exposure to violence

Contact:

Martha Luz Velez, Project Director
Center for Addiction and Pregnancy
Johns Hopkins Bayview Medical Campus
4940 Eastern Avenue, D-5 East
Baltimore, MD 21224
Phone: (410) 550-3414
E-mail: mlvelez@mail.jhmi.edu



 Safe environment for disclosure

 Supportive messages

 Educate about the mental health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their behavioral health 
If staff is not available to help, have phone numbers for local resources available and offer to clients
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors
. 
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The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV
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IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence (IPV) and Family 
Planning, Birth Control Sabotage, Pregnancy 
Pressure, and Unintended Pregnancy



1. Describe the link between IPV and two 
sexual risk behaviors

2. Identify two ways that IPV can impact 
family planning services

3. Describe two strategies for responding 
to IPV in the family planning setting
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Violence increases 
women’s risk for 

unplanned 
pregnancies

Unplanned 
pregnancies 

increase women’s 
risk for violence

Presenter
Presentation Notes
These issues are strongly linked, yet few make the connections between these issues without prompting.

Women with unplanned pregnancies have a two to four times greater risk for violence than women whose pregnancies were planned. ( Parsons, L, et.al. “Violence Against Women and Reproductive Health: Toward Defining a Role for Reproductive Health Services.” Maternal and Child Health Journal, Vol. 4, No. 1, pg 135. 2000.)

Violence is linked to a wide range of reproductive health issues including STD and HIV transmission, miscarriages, risky sexual health behavior, and more. (Most women indicate that they had not really considered the broad, long-term implications that violence can have on women’s reproductive health. When the concept is presented to them, many find it persuasive in underscoring the link between these two issues.) 

Policy links– Prop 85, South Dakota, UVVA



1 in 4 (25%) U.S. women 
and 

1 in 5 (20%) U.S. teen girls 
report ever experiencing 
physical and/or sexual IPV.
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CDC Morbidity and Mortality Weekly Report, February 2008; 
Silverman et al, 2001
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I'm not gonna say he raped me... he didn't use 
force, but I would be like, "No," and then, next 
thing, he pushes me to the bedroom, and I'm like, "I 
don't want to do anything," and then, we ended up 
doin' it, and I was cryin' like a baby, and he still did it.  
And  then, after that... he got up, took his 
shower, and I just stayed there like shock... 

Miller et al, 2007
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Women experiencing physical 
and emotional IPV are more 
likely to report not using their 
preferred method of 
contraception in the past 12 
months (OR=1.9).

Williams et al, 2008

Presenter
Presentation Notes
Williams and colleagues conducted a case control study with 225 women to examine whether IPV was associated with women’s risk for problems in contraception use.
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IPV increases 
women’s risk for

Sarkar, 2008

Presenter
Presentation Notes
Sarkar conducted a literature review of publications from 2002 through 2008 for this review paper on the impact of IPV on women’s reproductive health and pregnancy outcomes. 
In a study by Goodwin et al (2000), women who had unintended pregnancies were 2.5 times more likely to experience physical abuse compared to women whose pregnancies were intended.
Hathaway et al. (2000) analyzed data from a population-based survey (Behavioral Risk Factor Surveillance System) in Massachusetts to examine the association between IPV and unintended pregnancy. Among women experiencing IPV who had been pregnant in the past 5 years, approximately 40% reported that the pregnancy was unwanted, as compared to 8% of other women.  



In a study of adolescent girls who 
experienced IPV:

• 32.1% become pregnant while in an 
abusive relationship

• 58.8% reported those pregnancies were 
unwanted
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Miller et al, 2007

Presenter
Presentation Notes
In this qualitative study by Miller and colleagues (2007), 53 teen girls between the ages of 15 and 20 (21% African American, 38% Latina) with known history of IPV were recruited from adolescent clinics, domestic violence agencies, schools, youth programs for pregnant/parenting teens, and homeless and at-risk youth.  Approximately one-third of the participants were recruited from pregnant and parenting teen programs to ensure sufficient representation of teens experiencing both IPV and pregnancy.



Prevalence of physical and/or sexual IPV 
among women seeking abortions:

Lifetime: 27.3% - 39.5%

Past year: 14.0% - 21.6%    
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Lifetime: Evins et al, 1996; Glander et al, 1998; Keeling et al, 2004; Leung et al, 2002 
Past Year: Evins et al, 1996;  Keeling et al, 2004 ; Woo et al, 2005; Weibe et al, 2001; 
Whitehead & Fanslow, 2005

Presenter
Presentation Notes
Glander et al, (1998) reported that women with a history of abuse reported relationship issues as the sole reason for pregnancy termination more often than women who did not disclose a history of abuse.
Leung et al, (2002) interviewed women seeking termination of pregnancy at a hospital in Hong Kong and a comparison group of  non-abortion seeking, general gynecology patients.
The prevalence of lifetime IPV was 27.3% among women seeking abortions compared to  8.2% among non-abortion seeking, general gynecology patients
More than 25% of abortion-seeking patients indicated that their decision for termination of pregnancy had been affected by their experience of abuse
Abortion seeking patients reported more serious physical injuries from abuse compared to non-abortion seeking, gynecology patients who also disclosed abuse
Whitehead and Fanslow (2005) conducted a survey with 218 women seen at an abortion clinic.  In the past year, nearly 1 out of 10 (8.5%) had experienced sexual abuse. 
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Bourassa & Berube, 2007

The risk of being a victim of 
IPV in the past year was nearly

for women seeking an abortion 
compared to women who were 
continuing their pregnancies.

Presenter
Presentation Notes
Bourassa and Berube (2007) conducted interviews with 350 adult and teen females who elected to have abortions at a family planning clinic and 653 pregnant women at a perinatal clinic.  The probability of being a victim of physical, sexual, and/or psychological IPV was almost three times higher for women electing to have an abortion compared to women who were continuing their pregnancies (25.7% vs. 9.3%, p < 0.0001). 



• 8.8% of abused women seeking an abortion 
had injuries to their genital areas (Keeling et 
al, 2004)

• IPV was twice as common among women 
who chose not to disclose the abortion to 
their partners 
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Woo et al, 2005

Presenter
Presentation Notes
In the study by Woo et. al. (2005), the prevalence of physical and/or sexual IPV was 23.7% among women who chose not to disclose their abortions to their partners compared to 12.0% among women who told their partners.



seeking a repeat abortion 
disclosed a history of physical IPV 
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Fisher et al, 2005

Presenter
Presentation Notes
This study by Fisher and colleagues (2005) was conducted with a large, nonrandom sample (n=1145) of women presenting for termination of pregnancy in Ontario, Canada.  

Wu et. al. (2006) analyzed data from 2002 young women seeking abortion in China.  Women presenting for a third or subsequent abortion were 2.78 times more likely to have experienced physical abuse by a male partner compared to women seeking their first abortion.
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Boys and girls who experience sexual dating 
violence are more likely to:

– Initiate sex before age 11
– Have sexual intercourse 

with 4 or more people
– Use alcohol or drugs before sex

Kim-Goodwin et al, 2009

Presenter
Presentation Notes
Kim-Goodwin et al. (2009) used data from the Youth Risk Behavior Survey for southeastern North Carolina to examine the relationship between dating violence and risk behaviors.  The sexual risk behaviors described in the slide are from 2007 data (n=372 male and female high school students).


In a study by Silverman and colleagues (2001), data from the 1997 and 1999 Massachusetts Youth Risk Behavior Surveillance System was analyzed.  High school age girls who were physically (but not sexually abused) by a dating partner were 1.6 times more likely to have first intercourse before age 15. Girls who were physically and sexually abused by a dating partner were 3.5 times more likely to have their first intercourse before age 15.
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Adolescent girls in 
physically abusive 
relationships were 
3.5 times more likely to 
become pregnant than 
non-abused girls

Roberts et al, 2005

Presenter
Presentation Notes
This study by Roberts and colleagues (2005) analyzed data from the National Longitudinal Study of Adolescent Health.  The analyses adjusted for sociodemographic factors, the number of intimate partners, and a history of forced sexual intercourse. A past history or current involvement in a physically abusive relationship was associated with a history of being pregnant among sexually active adolescent girls.  Physical abuse was defined as “push you,” “shove you,” or “throw something at you.”

In a study by Silverman et al. (2001), adolescent girls who experienced physical or sexual dating violence were 6 times more likely to become pregnant than their non abused peers.
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Women who were sexually 
abused as children are 
more than twice as likely 
(58.6% vs. 24.9%) to have 
unprotected sex compared 
to women who did not 
experience CSA

Fergusson et al, 1997 

Presenter
Presentation Notes
CSA: childhood sexual abuse
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Adolescent boys who 
perpetrate dating 
violence are less likely 
to use 
condoms,  particularly 
in steady relationships.

Raj et al, 2007
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Adolescent girls who 
experience dating 
violence are half as 
likely to use condoms 
consistently. 

Wingood et al, 2001

Presenter
Presentation Notes
These data demonstrate how important it is to ask clients about whether it is safe to talk to their partner about using condoms and birth control.
In this study by Wingood et al. (2001), black females, 14 to 18 years old, were recruited from several different sites (health department, adolescent medicine clinic, and school health classes) to participate in a HIV/STD prevention study (n=522).  Girls with a history of dating violence were significantly less likely to use condoms consistently compared to nonabused girls.
In another study by Roberts et al. (2005), Girls in verbally abusive relationships were less likely to use a condom during their most recent sexual intercourse.
Reduced likelihood of using condoms has also been shown with adult women experiencing IPV. Wingood and DiClemente (1997) conducted interviews with 165 sexually active African-American women, ages 18 through 29. Women in abusive relationships were less likely than nonabused women to use condoms and were more likely to experience verbal/emotional abuse or threats of physical violence when they discussed condoms.  There were more fearful of asking their partners to use condoms, worried more about acquiring HIV, and felt more isolated than women who were not in abusive relationships.




“
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Like the first couple of times, the condom seems to 
break every time.  You know what I mean, and it was 
just kind of funny, like, the first 6 times the condom 
broke. Six condoms, that's kind of rare  I could 
understand 1 but 6 times, and then after that when I 
got on the birth control, he was just like always 
saying, like you should have my baby, you should have 
my daughter, you should have my kid. 

– 17-yr-old female who started Depo-Provera without partner’s knowledge

Miller et al, 2007

“

Presenter
Presentation Notes
This quotation is from a qualitative study by Miller et al. (2007) on male pregnancy-promoting behaviors and adolescent partner violence. The teen girl was parenting a baby from a different relationship and the abusive relationship started shortly after she broke up with her son’s father.  She went to a teen clinic and started Depo-Provera injections without her new partner’s knowledge.




Tactics used by IPV perpetrators include:

• Destroying or disposing of contraceptives  

• Impeding condom use (threatening to leave her, poking 

holes in condoms)

• Not allowing her to obtain or preventing her from using 

birth control

• Threatening physical harm if she uses contraceptives 
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Campbell et al, 1995; Coggins et al, 2003; Fanslow et al, 2008;
Lang et al, 2007; Miller et al, 2007; Wingood et al, 1997 

Presenter
Presentation Notes
Qualitative and quantitative research have shown an association between birth control sabotage and IPV.

Fanslow et al. (2008) conducted interviews with a random sample of 2790 women who had ever had sexual intercourse, ages 18-64 years old.  Women who had ever experienced IPV were more likely to have had partners who refused to use condoms or prevented women from using contraception (5.4% vs. 1.3%). 

Miller et al (2007) conducted interviews with sexually active adolescent females (n=53).  One-quarter (26%; n=14) of participants reported that their abusive male partners were actively trying to get them pregnant.  Common tactics used by abusive male partners included:
Manipulating condom use
Sabotaging birth control use
Making explicit statements about wanting her to become pregnant



Among teen mothers on public assistance 
who experienced recent IPV:  

• 66% experienced birth control 
sabotage by a dating partner 

• 34% reported work or school-
related sabotage by their boyfriend
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Raphael, 2005

Presenter
Presentation Notes
In this study by Raphael (2005), 474 teen girls on Temporary Assistance to Needy Families completed written surveys.   The teens were recruited from two state-funded Teen Parent Services sites and two community-based health clinics.  Seventy percent were between the ages of 15 and 17 at the time of the birth of their first infant (mean =18 years) and 95% of the girls were African American.  Almost half (43%) of the girls were involved with males who were older by 4 or more years.  Fifty-five percent disclosed IPV in the past 12 months.  Approximately three-quarters (73%) of those who disclosed IPV reported physical abuse and 41% disclosed severe (such as kicking, beating, threatening with a weapon) levels of physical violence in the past 12 months.  Additional findings included:
Two-thirds (66%) of teen dating violence victims experienced birth control sabotage compared to 34% of non-abused teens.
34%  of teen dating violence victims reported work or school related sabotage compared to 7% of teens who did not experience dating violence but were sabotaged in relation to work or school.


 



Teen girls who experienced physical dating 
violence were:
• 2.8 times more likely to fear consequences of 

negotiating condom use
• 2.6 times more likely to fear talking with their 

partner about pregnancy prevention
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Wingood et al, 2001

Presenter
Presentation Notes
This study recruited Black females (n=522), ages 14 to 18 years old, from a health department, an adolescent medicine clinic, and school health classes. Compared to nonabused, girls, girls who experienced physical dating violence reported higher levels of fear regarding pregnancy prevention and negotiating condom use.




One-quarter (26.4%) of adolescent females 
reported that their abusive male partners were
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Miller et al, 2007

Presenter
Presentation Notes
In this qualitative study by Miller and colleagues (2007), 53 teen girls between the ages of 15 and 20 years (21% African American, 38% Latina) with known history of IPV were recruited from adolescent clinics, domestic violence agencies, schools, youth programs for pregnant/parenting teens, and homeless and at-risk youth.  Approximately one-third of the participants were recruited from pregnant and parenting teen programs to ensure sufficient representation of teens experiencing both IPV and pregnancy.  Older male partners were typical with the median age difference between the female and the male partner being 4 years. Pregnancy-promoting behaviors by their abusive male partners included:
Poking holes in condoms
Explicit statements (e.g. “I want a baby”)
Getting angry if she asked him to use a condom
Removing the condom during intercourse

Several girls reported hiding contraceptive use from their abusive male.



Adolescent mothers who 
experienced physical abuse 
within three months after 
delivery were nearly twice as 
likely to have a repeat 
pregnancy within 24 months
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Raneri & Wiemann, 2007

Presenter
Presentation Notes
In this cross-sectional study of a clinical sample of teenage mothers (ages 12-18) who were recruited from a labor and delivery unit at a university hospital, physical abuse by an intimate partner was defined as being hit, slapped, kicked, or physically hurt enough to cause bleeding or having been hit during an argument or while her partner was drunk or high.  The odds of repeat pregnancy was 1.9 times higher among teen mothers who were physically abused by their partner within three months of delivery compared to non-abused teen mothers. 

In an earlier study by Jacoby et al. (1999), low income adolescents who experienced physical or sexual abuse were 3 times (OR= 3.46) more likely to have a rapid repeat pregnancy within 12 months and 4 times (OR=4.29) more likely to have a rapid repeat pregnancy within 18 months.






Women who experienced recent physical 
abuse were more likely to report:

• Male partner control of the relationship

• Fear of partner response to condom negotiation

• No history of male partner testing for HIV
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Raj et al, 2004

Presenter
Presentation Notes
The study population were lower-income, Hispanic women who were recruited into a community-based HIV intervention study.  Participants were 18-36 years old, predominantly born outside of the U.S. (88.8%), and not English fluent (68.2%).  One in five participants (21.2%) reported male-perpetrated physical IPV in the past three months.   Compared to Hispanic women who had not experienced recent abuse, abused women were:
More likely to report STD/HIV risk perceptions in their relationships (OR=3.02)
More likely to report male partner control of the relationship (OR=3.09)
More likely to report fear of partner response to condom negotiation (OR=3.33)
More likely to report sexual risk from partners due to male infidelity within the relationship (OR=4.58)
More likely to report no history of the male partner testing for HIV (OR=4.76)

*OR = odds ratio




Men who perpetrated IPV in the past year were 
more likely to report:

• Inconsistent or no condom use 
during vaginal and anal sexual 
intercourse

• Forcing sexual intercourse 
without a condom
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Raj et al, 2006

Presenter
Presentation Notes
The study population was 283 sexually active men, ages 18 to 35 years, who visited an urban community health center and who reported having sexual intercourse with a steady female partner during the past three months.  Participants were predominately Hispanic (74.9%) and Black (21.9%).



• Sexual assault by an intimate partner is rarely  
detected or disclosed without screening.

• Many victims do not have control over their 
sexual decision-making.

• Teens should be assessed for dating violence and 
its impact on reproductive health choices.
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Presenter
Presentation Notes

Family planning service providers are in a unique position to screen for IPV and sexual assault when women are seeking services or information on contraceptives, pregnancy testing, abortion, and emergency contraceptives.  

Case reports and testimonies of IPV survivors indicate that victims often do not have control over their sexual lives.




• Family planning and birth control options may be 
limited or sabotaged by an abuser.

• The violence may escalate if victims use or try to 
negotiate birth control/family planning options.

• Help clients negotiate self-care in the context of 
an abusive relationship.
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Presenter
Presentation Notes





• Implement routine screening
– include clients seeking emergency 

contraceptives and abortions

• Include specific questions for 
sexual assault

– “Has anyone forced you to have sexual 
activities when you did not want to?”
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Presenter
Presentation Notes

Clients requesting emergency contraceptives should be asked about coercive sex.  An example of a screening question for IPV at emergency contraceptive visits is: 
	“Was this sex consensual?”

 Breast exams and pap smears can provide an ideal time to ask about the impact of IPV on a client’s reproductive health.  For example:

 	“Is it safe for you to discuss your choice of birth control with 	your partner?”
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MORE

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes

Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of family planning.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV impacts family planning and reproductive health.





-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Facilitate research on the impact of IPV on reproductive health.
Sponsor conferences and public education campaigns that make the connection between IPV and family planning.
Promote cross-training between family planning service providers and domestic violence advocates.
Advocate for policies that allow reimbursement for counseling and assisting clients who experience IPV as part of family planning services.
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Provides reproductive health care 
for low income women and men

Screening questions on 
standardized forms

Routine screening for sexual assault 
at EC visits

Educational materials for providers 
and clients

Reimbursement codes for IPV 
counseling

FamilyPACT Program

Presenter
Presentation Notes
FamilyPACT (Planning, Access, Care, and Treatment) Program is a publicly funded program of the California Department of Health and Human Services Office of Family Planning.  This program provides reproductive health care for Californian women and men with incomes at or below 200% of the national poverty level who do not have other insurance coverage for these services.  
 FamilyPACT has integrated screening questions for IPV on their standardized forms, developed a policy for routine screening for forced sex at emergency contraceptive visits, integrated IPV materials into routine mandating training for providers, and developed resources for providers and clients that specifically address the interface between IPV and family planning.
Using medical codes to bill provider time can be a cost-effective way to deliver services for patients who have experienced IPV.  Under FamilyPACT, patients who are victims of IPV (including adolescents) can receive reimbursable repeat counseling sessions at clinics within the context of FamilyPACT’s comprehensive family planning services. 
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Ulbrich and Stockdale, 2002

Four rural family planning clinics

Partnership with local shelters

Ongoing training and technical 
support

Sustained an increase in screening 
and referrals six months after 
training implemented

Presenter
Presentation Notes
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Shattuck,  2002

Collaboration between clinic and 
local shelters

Two hour in-training

Instituted an assessment protocol

Increased assessment from 0 to 
61%

Increased disclosure of abuse from 
0 to 11.5%

Presenter
Presentation Notes

The screening tool, protocol for IPV, and evaluation form are provided in the article by Shattuck (A Domestic Violence Screening Program in a Public Health Department. Journal of Community Health Nursing. 2002;19(3):121-132)
A two hour in-service combined with a screening protocol increased screening from 0 to 61% over a four week period.
Disclosure of abuse increased from 0 to 11.5% of clients screened
The screening program employed several low-cost strategies to increase awareness and facilitate screening including:
Working in partnership with the local domestic violence shelter 
Distributing buttons saying, “Is someone hurting you? I can help”
Laminated pocket cards for providers with examples of framing statements, screening questions, appropriate responses, and crisis line phone numbers
 Posters in examination rooms
Variety of brochures in English and Spanish from the local women’s agency
The average time to conduct screening was 1.5 minutes and the average time taken to counsel someone who disclosed abuse was 11 minutes.
						








• Annotated Bibliography on the Impact of 
Childhood Sexual Abuse, Dating Violence, and 
Intimate Partner Violence on Reproductive Health

• Family Violence Reproductive Health Program 
Assessment Tool
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www.amchp.org
www.endabuse.org

Presenter
Presentation Notes
The annotated bibliography on abuse and reproductive health provides an extensive review of studies that link victimization and reproductive health issues.

The Family Violence and Reproductive Health Program Assessment Tool helps programs to evaluate and monitor how they are responding to IPV. The tool measures assessment and intervention practices, networking and training, self care and support, data and evaluation, client/community education and prevention, and environment and resources.  

Both of these resources were developed by Linda Chamberlain PhD MPH as part of a collaborative initiative between the Family Violence Prevention Fund and the Association of Maternal and Child Health Programs.  These resources can be downloaded by going to the referenced website sections on publications and searching for “reproductive health”.

http://www.amchp.org/�
http://www.endabuse.org/�


• Strategies on how to integrate assessment 
for violence and reproductive coercion into 
clinical practice 

• Scripts for assessment
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www.knowmoresaymore.org

http://www.knowmoresaymore.org/�


Reproductive Health Safety Card

• Asks key questions

• Used as a prompt for staff and a safety card 
for patients

• Order at endabuse.org/health
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 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of 
IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response

Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their reproductive health and fertility
If staff is not available to help, have phone numbers for local resources available and offer to clients
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause





“
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Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

Family Violence Prevention Fund

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors




Linda Chamberlain, PhD MPH

IPV and Sexually Transmitted Infections/HIV MENU

Overview

Regional and Local Data 

The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV

SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence (IPV) 
and Sexually Transmitted 
Infections/HIV 



1. Describe two ways that IPV can increase 
the risk of STIs/HIV

2. Give two examples of how IPV can impact 
treatment outcomes for STIs/HIV

3. Identify two strategies to improve STIs/HIV 
programs’ response to IPV
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Women who experienced past or current 
IPV are more likely to:

• Have multiple sexual partners

• Have a past or current sexually transmitted 
infection

• Report inconsistent use or nonuse of condoms

• Have a partner with known HIV risk factors
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Wu et al, 2003

Presenter
Presentation Notes
This study by Wu and colleagues (2003) was part of a larger, randomized clinical trial that recruited urban, minority women (n=1590) from out-patient clinics at a large urban hospital in New York City.  The mean age of participants was 35.4 years with the majority of women identifying as African American or Latina. Sexual risk behaviors were measured with the Sexual Risk Behavior Questionnaire (SRBQ). 
Approximately 1 in 5 women reported experiencing current physical and/or sexual IPV in their primary heterosexual relationship. 
Compared to women who reported never experiencing IPV, women who reported experiencing current or past IPV were:
2.9 times as likely to have multiple sexual partners in the past year
2.5 times more likely to report having a past or current STI
2.1 times more likely to never use condoms
3.6 times more likely to use condoms less than half of the instances of sex with their primary partners versus using condoms 100% of the time
3.0 times more likely to report having a partner with a known HIV risk factor




Under high levels of fear for 

abuse, women with high STI 

knowledge were more likely to 

use condoms inconsistently 

than nonfearful women with 

low STI knowledge. 
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Ralford et al, 2009

Presenter
Presentation Notes
In this study by Ralford et al. (2009), women were asked about the degree to which they were worried that if they talked about using condoms with their sexual partner that he would respond in negative ways including threatening to hit, push or kick them; leave them, swear at them; or call them names.  Almost half (47.6%) of young (18-21 years) African American women (n=715) reported having experienced relationship abuse in their lifetime; 15% reported abuse by a main sexual partner in the past 60 days. Under high levels of fear for abuse, 76% of women with high STI knowledge were more likely to exhibit inconsistent condom use during their last sexual intercourse with a man compared to 60% of women with low levels of knowledge.  One of the explanation for this counterintuitive finding that the authors offer is that women with more knowledge about STI transmission may balance the risk of abuse with the risk of acquiring an STI, particularly if they know or suspect that their partner is at low risk for STIs.  Overall these findings emphasize the importance of integrating dating violence assessment and prevention into STI and HIV prevention programs.
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Women disclosing 
physical abuse were

Coker et al, 2000

more likely to 
experience a STI.

Women disclosing 
psychological abuse were

more likely to 
experience a STI.

Presenter
Presentation Notes
For additional information on the health effects of forced sex, refer to the section on women’s health 
In the Coker et al. (2000) study,  the relative risk (RR) of physically abused women experiencing a STI was 3.13 compared to non-abused women.  The relative risk of psychologically abused women experiencing a STI was 1.82. 

RR is the abbreviation for relative risk. Relative risk is defined as the incidence rate for persons exposed to a factor compared to the incidence rate for persons not exposed to that factor.  In this study, the factor or exposure is domestic violence and the incidence rate of sexually transmitted diseases is compared among women  who have disclosed domestic violence compared to women who did not disclose a history of domestic violence. (Mausner & Kramer, 1985)
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More than one-third 
(38.8%) of adolescent 
girls tested for STI/HIV 
have experienced 
dating violence. 

DECKER ET AL, 2005
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Women with symptoms of depression and a history of IPV were

Laughon et al, 2007

more likely to have been 
treated for a STI in the 
past year. 

Presenter
Presentation Notes
This study by Laughon et al. (2007) is a secondary analysis of data collected for the Women, AIDS, and Violence Epidemic study (Project WAVE, Gielen et al, 2002).  Data for the 445 predominantly African American, low income women who disclosed IPV were used for the secondary data analysis.   IPV was defined as physical assault and sexual coercion (revised Conflict Tactics Scale). Depression was measured with the Center for Epidemiologic Studies-Depression (CES-D) scale.  Past-year STI treatment was based on self-disclosure. 



“ Research shows us that violence is 
both a significant cause and a 
significant consequence of HIV 
infection among women. 

Judy Auerbach
American Foundation for AIDS Research (AmfAR)
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“
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Women who are HIV-
positive experience 
more severe IPV and 
more frequent abuse 
compared to HIV-
negative women who 
are experiencing IPV.

Review study by Gielen et al, 2007

Presenter
Presentation Notes
Gielen and colleagues (2007) conducted an extensive, systematic review of the published studies on the intersection between IPV and HIV.  They identified seven studies that examined the rates of IPV among HIV-positive women compared to sociodemographically similar groups of HIV-negative women.  All of the studies involved interviews with the female study populations.  Key findings included:
Rates of current physical IPV ranged from 5% among pregnant HIV-positive women to 28% among HIV-positive women
Rates of lifetime physical and sexual IPV were similar across studies and between HIV-positive and HIV-negative women---more than 60% of women disclosed a lifetime history, however,
HIV-positive women experienced more frequent abuse and a higher severity of abuse 



Based on a study of 310 HIV-positive women:

– 68% experienced physical abuse as adults 
– 32% experienced sexual abuse as adults 
– 45% experienced abuse after being 

diagnosed with HIV           
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Gielen et al, 2000

Presenter
Presentation Notes

IPV can be a consequence of HIV.  In this study by Gielen and colleagues (2000), 4% of women reported that they experienced physical abuse as a direct consequence of disclosing their HIV status. In another study by Koenig et al. (2002), 10% of HIV-positive women reported negative reactions to disclosing their HIV status. 




Among a small sample of HIV-positive men:

– 39% reported physical IPV by a primary 
sexual partner

– 17% reported physical IPV by a 
casual sexual partner
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Shelton et al, 2005

Presenter
Presentation Notes
This study by Shelton and colleagues examined the prevalence of physical IPV in a convenience sample of HIV-infected men (n=54) who were recruited from HIV support groups.  The majority of the sample were African-American (69%) and were over the age of 30 (85%).  Eighty percent reported their sexual identity as gay or bisexual.  Physical IPV was defined as having ever been hit by an intimate partner. 



Women who engaged in sex with an HIV-infected 
partner or an injecting drug user were more likely 
to have experienced recent physical or sexual IPV.
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El-Bassel et al, 2008

Presenter
Presentation Notes

El-Bassel and colleagues (2008) conducted a cross-sectional survey with a random sample of 799 women who received emergency department care.  Their findings included:
Women who reported engaging in sex with an HIV-infected partner or an injecting drug user were three times more likely to have experienced any form of physical/injurious IPV, four times more likely to have experienced severe physical/injurious IPV, and 3.6 times more likely to have experienced any form of sexual IPV in the past six months compared to women who did not have sex with such partners.
Women who reported injecting drugs in the past six months were significantly more likely to have experienced physical and/or sexual IPV in the past six months.
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HIV-positive men and women who 
experienced IPV were more likely to engage in

Bogart et al, 2005

Presenter
Presentation Notes
Bogart and colleagues (2005) analyzed data from the HIV cost and Service Utilization Study (HCSUS) to examine whether individuals with HIV who experienced IPV in a close relationship were more likely to engage in unprotected sex with that same partner.  Perpetration and victimization were associated with an increased risk of having unprotected intercourse.  In multivariate analyses, the relationship between unprotected sex and perpetration of IPV was moderated by gender/orientation and substance use during sex. 
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HIV-positive women who experienced 
recent IPV were more likely to report: 

– inconsistent condom use
– pregnancy
– abuse stemming from requests 

for condom use

Lang et al, 2007

Presenter
Presentation Notes
In this study by Lang et al. (2007),  304 seropositive women who were sexually active were recruited from HIV clinics.  One tenth (10.2%) had experienced gender-based violence in the past three months.
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IPV is an 

Lichtenstein, 2006

to women’s ability to 
obtain regular medical care 

for HIV/AIDS.

Presenter
Presentation Notes
Lichtenstein (2006) conducted focus groups and interviews at a public health clinic with HIV-positive women who experienced IPV. Women described how abusive partners would sabotage their efforts to seek care, keep appointments, and take medications. The author used case studies to illustrate how HIV-positive women who experience IPV are at elevated risk for clinical progression when IPV interferes with their access to health care or ability to take HIV medications on a regular basis.
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HIV-positive women who have 
experienced IPV in the last year reported

McDonnell et al, 2005

Presenter
Presentation Notes
McDonnell and colleagues (2005) used the Medical Outcomes Study-HIV version to measure the health-related quality of life with a sample of HIV- positive and HIV-negative low income women.  Women living with HIV and experiencing IPV in the last year had significantly lower levels of health-related quality of life in all four areas of functioning (cognitive, physical, role, social) and three areas of well-being (mental health, energy/fatigue, and quality of life.)  Women living with HIV and experiencing IPV represented 43% of the HIV positive sample. 
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• Partner notification may be dangerous for 
clients experiencing abuse.

• Clients may not be able to negotiate safe 
sex with an abusive partner.

• IPV may be a more immediate threat to a 
client than a sexually transmitted infection 
or HIV status.



“
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HIV counseling and testing programs offer 
a unique opportunity to identify and assist 
women at risk for violence and to identify 
women who may be at high risk for HIV as 
a result of their history of assault.

Maman et al, 2000

“
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• Integrate violence & IPV screening. 
• Educate clients about how violence can influence 

risk behaviors.
• Teach safety planning skills.
• Ensure that staff are trained to address violence/IPV.
• Design program evaluation to include sexual risk 

reduction and safety from violence.

Teti et al, 2006

Presenter
Presentation Notes
This publication by Teti et al. (2006) uses two key concepts, the ecosocial theory and the application of human rights norms, to examine HIV prevention programs in the US and explain:
The connection between HIV and violence (including IPV)
Freedom from violence as a human right
Ways that current strategies do not fulfill women’s human rights
Lessons learned from new US. HIV prevention policies and programs
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Screen Routinely Educate Clients Recognize
elevated risk of 

partner notification

Identify most 
effective treatment 

options

Presenter
Presentation Notes

Client education can help IPV victims who are diagnosed with a sexually transmitted infection and/or HIV to understand the connection between victimization and their sexual health.  For example, informing a client about the impact of Chlamydia on fertility is also an opportunity to explain to clients that women in abusive relationships are at increased risk for Chlamydia.

Notifying the abusive partner of a client with a sexually transmitted infection or HIV may lead to an escalation of violence and/or threats against the client.  When working with clients who disclose abuse or are at high risk of experiencing abuse, assess the level of danger with the client and the safest way to proceed.

Prescribing a medication that can be taken at one time versus a prescription that the client would need to take home and take over a period of time may be a safer, more effective treatment option for a client who is experiencing abuse and is fearful of their partner finding out.










MORE
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Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes


Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of assessment, counseling, and care for STIs/HIV.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV can be a risk factor for STIs/HIV and how STIs/HIV can lead to an escalation of IPV. 





-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Facilitate research on the impact of IPV on sexuality and the intersection between IPV and STIs/HIV including studies to evaluate the most effective interventions to address IPV with HIV-positive women and men and studies to identify and evaluate strategies for preventing STIs and HIV with women and men who experience IPV.
Sponsor conferences and public education campaigns that make the connection between STIs/HIV and IPV.
Promote cross-training between STIs/HIV counselors and service providers and DV advocates.
Advocate for programs and funding that address the overlapping epidemics of IPV and STIs/HIV; advocate for evidence-based school curricula on healthy relationships and sexuality. 
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 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response

Presenter
Presentation Notes
There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their sexual health.
If staff is not available to help, have phone numbers for local resources available and offer to clients.
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause.





“
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Success is measured by our efforts to 
reduce isolation and to improve 
options for safety.

– Family Violence Prevention Fund

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors.
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• Medical chart review with a random sample of 
25% of initial visits 

• 3% of cases had documented queries for IPV

• Implemented training program to: 
– routinize documentation
– offer follow-up 

psychosocial evaluations
– increase access to 

community services
Wolfe et al, 2003

Presenter
Presentation Notes
The information about this promising practice was described in a letter to the editor from Wolfe and colleagues (2003). They conducted an assessment of screening for substance use, sexual practices, mental illness, and IPV prior to implementing a training program to improve clinicians’ response to psychosocial issues.  This urban HIV primary care clinic is a Center for Comprehensive Care that provides a wide range of services including medical, mental health, dental, and case management.  Clients are mostly low-income and diverse (45% African American, 35% Latino, and 20% white or other).   
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• Randomized controlled trial

• Women recruited from family planning clinic

• Abused women who received 8-session 
intervention were more likely to:

– decrease unprotected sex occasions or maintain 
safer sex

– have a safer sex discussion with their main partner 

Melendez et al, 2003

Presenter
Presentation Notes
In this study by Melendez et al. (2003), 360 women were randomized into one of three study arms: a four-session group intervention, an eight-session group intervention, or an assessment-only control group.  The median age was 21 years; 72% were Black or African American, 17% were Latina, and the remainder were Caucasian or Asian.  
The two-hour sessions addressed STDs and HIV topics including avoiding partners who don’t care about STDs/HIV, how to ask a partner to use protection, how to influence a partner’s decision to use protection, and how to refuse unwanted sex.  Half of the sessions dealt directly with negotiation skills and several sessions addressed issues related to abusive partners. Findings for abused women who received the eight-session intervention included: 
3.6 times more likely to decrease their unprotected sex occasions or maintain consistent safer sex at the 1-month follow-up compared to controls
More than 5 times more likely to have a safe sex discussion with their main partner at 1 month follow-up and almost three times more likely to do so at 6-month follow-up compared to controls
There was no increase in subsequent abuse among abused women who had a safer sex discussion compared to those who had not had a safer sex discussion indicating that the intervention does not appear to lead to more violence.
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• IPV screening and intervention is part of 
the core training for new HIV testing 
counselors and STD service providers 

• Provides cross-training between STD/HIV 
programs and domestic violence programs

• Developed a policy on partner notification 
for clients disclosing abuse 

Presenter
Presentation Notes

Contact:

Deborah Cohen, MA MPH, Coordinator
Domestic Violence Prevention Program
California Department of Health Services
611 North 7th Street, MS 39A
Sacramento, CA 94234-7320
(916) 323-3611



193

The State of Florida Department of Health 

is required to include information about 

“domestic violence and the risk factors 

associated with domestic violence and 

AIDS” as part of their program to educate 

the public about AIDS.
Title XXIX,. 381.0038 Education, 2002 Florida Statutes



Linda Chamberlain, PhD MPH

IPV and Sexually Transmitted Infections/HIV MENU

Overview

Regional and Local Data 

The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV

SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence (IPV) 
and Perinatal Programs



1. Identify three pregnancy complications 
associated with IPV

2. Describe two risk behaviors during 
pregnancy that are associated with IPV

3. Discuss two strategies to address IPV in 
the perinatal setting
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Chang et al, 2005

Homicide is the second leading cause of 
injury-related deaths among pregnant women. 

Presenter
Presentation Notes
Pregnancy-associated homicides were analyzed with a national dataset (1991-1999) from the Pregnancy Mortality Surveillance System at the Centers for Disease Control and Prevention for this study.
Pregnancy-related injury deaths and homicides were defined as women who died during or within one year of pregnancy.
Of all pregnancy-associated injury deaths, motor vehicle accidents was the leading cause (44.1%) and homicides was the second leading cause (31.0%). The rest of the pregnancy-associated injury deaths were attributed to unintentional injuries (12.7%), suicides (10.3%), and other (2.0%).
In 1999, homicide was the third leading cause of injury-related death for all women of reproductive age (15 to 44 years old).
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Frye et al, 2000;
Massachusetts, 2002

A significant proportion of all female homicide 
victims are killed by their intimate partners.



Pre-incident factors associated with a woman 
being killed by her abusive partner include:

– threatening with a weapon

– estrangement from a 
controlling partner

– stalking 

– forced sex

– abuse during pregnancy
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Campbell et al, 2003

Presenter
Presentation Notes
In this 11-city  case-control study by Campbell et al.,  220 intimate partner femicide victims identified through police or medical examiner records/interviews were compared with 343 abused control women. The mean age of femicide victims was 31.4 years.  Nearly one-half (47.3%) were African American, one-quarter (24.1%) were white, and 24.1% were Latina/Hispanic. 



IPV BEFORE AND DURING PREGNANCY

Based on data from population-
based, statewide surveys of new mothers:

– 5.3% experienced physical abuse during 
pregnancy

– 7.2% experienced physical abuse during the 
12 months preceding pregnancy
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Saltzman et al, 2003

Presenter
Presentation Notes
Saltzman et al. (2003) used data from the Pregnancy Risk Assessment Monitoring System (multi-year, 16-states) to calculate the prevalence of physical abuse during pregnancy and during the 12 months preceding pregnancy.  Abuse was ongoing before pregnancy for three-quarters of the women who experienced physical abuse during pregnancy.  For both abuse during pregnancy and preceding pregnancy, higher prevalence rates of IPV were found among women who were young, not white, unmarried, had less than 12 years of education, received Medicaid benefits, or experienced stress during pregnancy.

In an earlier review study by Gazmararian et al. (1996) that included studies with clinical populations, the prevalence rates ranged from 7.4% to 20.1% when participants were asked about violence more than once during personal interviews or asked later in pregnancy.
The considerable variation observed among studies examining the prevalence  of IPV around the time of pregnancy can be attributed, in part, to different study populations, methodologies including how IPV was defined (limited to physical abuse) and how the assessments were conducted. Some studies have demonstrated lower disclosure rates on written questionnaires compared to face-to-face interviews.




In a multistate study of pregnant women 
with or at risk for HIV:

– 8.9% experienced physical and/or sexual 
IPV during pregnancy

– 4.9% experienced IPV within six months 
after delivery
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Koenig et al, 2006

Presenter
Presentation Notes
In this study, participants (336 HIV seropositive, 298 seronegative) were recruited from prenatal care at health departments and publicly funded community health care and hospital-based clinics for infectious disease and obstetrics/gynecology.  There were four study sites in four different states.  For this study population , the odds of having ever experienced physical and/or sexual abuse were:
3 to 4 times higher among women who had recently used marijuana or crack/cocaine
6 times higher among women who had recently injected drugs
4 times higher among women who had multiple sexual partners
More than 8 times higher among women who had recently bartered sex.



Among women who 
experienced abuse before 
and during pregnancy, the 
frequency of physical abuse 
increased during the 
postpartum period.

202

Stewart et al, 1994

Presenter
Presentation Notes

Research suggests that IPV may increase during the postpartum period. 

In this study by Stewart et al. (1994) of women who reported abuse around the time of pregnancy, the mean number of incidents of physical abuse was higher for the postpartum period than for the 3 months before conception as well as for the first, second, and third trimester. Postpartum was defined as 3 months following delivery.

In another study (Hedin, 2000), 69% of women who disclosed IPV (physical, sexual abuse, or threats) during the eight weeks following delivery stated that they had not been subjected to abuse previously.  Women who were older or married were more likely to be abused postpartum. 
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of pregnant teens reported 
physical or sexual abuse 

during pregnancy.

Berenson et al, 1992; Parker et al, 1993 & 1994

Presenter
Presentation Notes
Research indicates that pregnant teenage girls are at particularly high risk of experiencing abuse in a relationship around the time of pregnancy.
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Boyhood exposure to IPV is associated 
with an increased risk of male involvement 

in a teen pregnancy.
Anda et al, 2001

Presenter
Presentation Notes
In a retrospective cohort study with adult members of a health maintenance organization, Anda et al. (2001) analyzed responses from 4127 men.  Compared with respondents reporting no abuse, frequent physical abuse or exposure to battering of mothers increased the risk of involvement in a teen pregnancy by 70%.






Infants born to women who are physically 
abused during pregnancy are at greater 

risk of death.
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Ahmed 2006; Yost et al, 2005 

Presenter
Presentation Notes
In a prospective study by Yost et al. (2005), women (n=949) were recruited from a labor and delivery unit.  Physical abuse by an intimate partner during pregnancy was associated with an increased risk of neonatal death (1.5% versus 0.2%;  p=.004). 

In a study by Ahmed et al.  (2006), men were asked if they had perpetrated physical violence against their wives.  Perinatal mortality (death with the first 7 days of life) was 2.59 times higher among the infants of women who experienced physical IPV. Neonatal mortality (death within the first month of life) was 2.37 times higher among women who experienced physical abuse during pregnancy compared to non-abused women.

Coker et al. (2004) reported an association between perinatal death and IPV; as the frequency of abuse increased, the risk for perinatal death increased. 
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• High blood pressure or edema
• Vaginal bleeding
• Severe nausea, vomiting or dehydration
• Kidney infection or urinary tract infection
• Hospital visits  
• An infant requiring intensive care unit stay
Silverman et al, 2006

Presenter
Presentation Notes
Silverman and colleagues (2006) analyzed data from the Pregnancy Risk Assessment Monitoring System (PRAMS). Women (n=118,579) who had given birth in 26 states participated in PRAMS from 2000 to 2003, the time period analyzed in this study.   Physical IPV was defined as having a husband or partner “push, hit, slap, kick, choke, or physically hurt you in any other way”.
In a case control study by Buddes et al. (2007), IPV was associated (borderline significance: p < 0.054) with increased risk of placental abruption.
Another study of trauma during pregnancy (Connolly et al, 1997) reported that the rate of placental abruption secondary to IPV (3.9%) was higher than the rate of abruption from motor vehicle accidents for adult female victims of IPV.
Shumway et al. (1999) reported that the risk of pre-term labor was 4.2 times greater in women who experienced severe violence compared to women with no history of maternal abuse and twice as likely in women who reported moderate violence; an increased risk of pre-term  labor was also observed for women who experienced “verbal abuse only”.
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Lipsky et al, 2004

Women experiencing physical 
IPV during pregnancy are 

2.7 times more likely 
to have a pregnancy-related 
hospitalization compared to 

non-abused pregnant women.

Presenter
Presentation Notes
This retrospective cohort study examined the risk of antenatal hospitalization among women with a police-reported IPV incident during pregnancy. The comparison group was composed of randomly selected residents with a singleton birth or fetal death and no record of a police-report IPV incident during the study period. 



Women who experience physical abuse are
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Yost et al, 2005

more likely to deliver a low birth weight infant.

Presenter
Presentation Notes
In this prospective study by Yost et al. (2005), women (n=949) were recruited from a labor and delivery unit.  There was a threefold increase in low birth weight infants ( < or = 2500 g) in women reporting physical abuse compared to non-abused women.   The incidence of low birth weight was also significantly higher among women who reported verbal abuse compared to non-abused women (7.6% versus 5.1%, respectively, p =.002).



• Lower gestational weight gain 
during pregnancy (Moraes et al, 2006)

• Birth weight (Kearney et al, 2004)

– Pre-term LBW and term LBW 
(Coker et al, 2004)

– Low and very low birth weight 
(Lipsky et al, 2003)

• Pre-term births (Silverman et al, 2006; 
Valladares et al, 2003)
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Presenter
Presentation Notes
Numerous studies have documented the impact of IPV on pregnancy.  An overview of the effects of IPV on women’s reproductive health and pregnancy can be found in a review study by Sarkar (2008). 
Gestational Weight Gain (GWG) was calculated using the Net Weight Gain method—subtracting the woman’s weight in grams at the 1st prenatal visit from her weight at the last prenatal visit and further discounting the newborn’s birth weight in grams from this difference (Moraes et al, 2006).
In a hospital-based case-control study in Nicaragua, 22% of the mothers of LBW infants had experienced physical abuse during pregnancy compared to 5% of the controls (Valladares et al, 2002).





• Pregnant teens who experienced abuse 
were more likely to miscarry than their non-
abused peers  (Jacoby et al, 1999)

• Prenatal violence was a significant risk 
factor for pre-term birth among pregnant 
adolescents  (Covington et al, 2001)
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Presenter
Presentation Notes


Covington et al, (2001) reported that teens, ages 13-19, were more likely to report abdominal trauma (56% versus 22%) compared to older (ages 20-40) pregnant women. 

Covington et al. (2000) also reported that teens who experienced severe prenatal violence (being hit, kicked, beaten and/or injured with a weapon versus “other violence=threatened, slapped, pushed, or sexually abused) were more likely to report alcohol use, an important implication for fetal alcohol syndrome prevention initiatives.
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• Smoke tobacco
• Drink during pregnancy 
• Use drugs 
• Experience depression, higher 

stress, and lower self-esteem 
• Attempt suicide 
• Receive less emotional support 

from partners

Amaro, 1990;  Bailey & Daugherty, 2007; Berenson et al, 1994; 
Campbell et al, 1992; Curry, 1998; Martin et al, 2006; Martin et 
al, 2003;  Martin et al, 1998; McFarlane et al, 1996; Perham-
Hester & Gessner, 1997

Presenter
Presentation Notes
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Martin et al, 2003

more likely to use illicit drugs 
while they are pregnant

Women who experience physical 
abuse during pregnancy are

Presenter
Presentation Notes
The study population for this study by Martin et al. (2003) was 85 low-income women who were recruited from prenatal care clinics in North Carolina.  Physical abuse was measured with the Conflict Tactic Scales 2 and self-reported by study subjects.  Illicit drugs were marijuana, cocaine, and “Some other type of drug (including the use of illicit drugs and nonmedical use of prescribed or over-the-counter drugs)”. A total of 27% of women who experienced physical abuse during pregnancy used illicit drugs compared to 8% of women who were not physically abused during pregnancy.
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Bullock et al, 2001

42% of women experiencing some form of IPV 
could not stop smoking during pregnancy 
compared to 15% of non-abused women.

Presenter
Presentation Notes
In this retrospective study by Bullock et al. (2001), rural postpartum women (n=293) were interviewed during their hospital stay about their tobacco use and experiences with IPV.  IPV was measured with the Abuse Assessment Screen which includes questions on physical, sexual, and emotional abuse within the past year and since pregnancy.  The rate of smoking among abused women during pregnancy is in agreement with other prospective studies that found between 44% and 60% of abused women continue to smoke during pregnancy.



Women with a controlling or threatening partner 
are 5X more likely to experience persistent 
symptoms of postpartum maternal depression.
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Blabey et al, 2009

Presenter
Presentation Notes
This longitudinal analysis was conducted with a subset of Alaskan women who participated in the Pregnancy Risk Assessment Monitoring System (PRAMS) within a few months after delivery, and who were then followed up with approximately two years later. PRAMS is a population-based survey that is administered within a few months after delivery.
Having a controlling partner was defined as an affirmative answer to the following question:  “ Did your husband or partner threaten you, limit your activities against your will, or make you feel unsafe in any other way?”
Multivariate analysis was limited by the small sample size.  In a model adjusted for maternal age, education, race, and marital status, women who had a controlling partner were 5 times more likely to experience persistent maternal depression.  When the model was expanded to include stressful life events and NICU admission, the odds ratio became 3.9 and was no longer significant. 



Women who reported IPV during pregnancy or 
the year prior to pregnancy were:

– less likely to receive prenatal care in the 

first trimester

– more likely to report smoking during the 

third trimester
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Silverman et al, 2006

Presenter
Presentation Notes
Silverman and colleagues (2006) analyzed data from the Pregnancy Risk Assessment Monitoring System (PRAMS). Women (n=118,579) who had given birth in 26 states participated in PRAMS from 2000 to 2003, the time period analyzed in this study.  In this study, alcohol use during the third trimester was more common among women reporting IPV in the year prior to but not during pregnancy.
Studies have shown that physical abuse during pregnancy delays prenatal care by approximately 6.5 weeks (Taggart and Mattson,1996). 
McFarlane and colleagues (1992) reported that women who experienced IPV were twice as likely as non-abused women to start prenatal care during the third trimester.  



24% higher health care costs for children whose 
mothers’ IPV stopped before the child was born.

216

Rivara et al, 2007

Presenter
Presentation Notes
Rivara et al. (2007) analyzed data on the children of adult female members of a large, integrated health care delivery system.  A total of 1400 children under the age of 18 years were living in the home at the time the survey was conducted. Health care utilization was assessed from the health care organization’s databases for the period from January 1992 through June 2003. Health care costs were 24% higher for children whose mothers’ IPV was reported to have stopped before the child was born compared to children of mothers without IPV.




• Mothers who experienced IPV were more likely to 
have maternal depressive symptoms and report 
harsher parenting.

• Mothers’ depression and harsh parenting were 
directly associated with children’s behavioral 
problems.
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Dubowitz et al, 2001

Presenter
Presentation Notes
This study demonstrates the importance of educating victims about how IPV can effect their mental health, their parenting skills, and, ultimately, their children’s well-being.

The following assessment tools were used in the study by Dubowitz et al. (2001):

Maternal depression was measured with the Center for Epidemiologic Studies Depression Scale.
Mothers completed the Child Behavior Checklist to measure children’s behavioral functioning. 
The Conflict Tactics Scale was used to measure verbal aggression and minor violence tactics used by mothers in disciplining her children.






Families with IPV are
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Rumm et al, 2000

to have a substantiated case of child abuse 
compared to families without IPV.

Presenter
Presentation Notes
An extensive body of research has identified IPV as a risk factor for child abuse (McKibben et  al, 1989; Stark & Flitcraft, 1988; Straus et al, 1990).





• Assessment provides a unique opportunity 
for early intervention

• Pregnant women in abusive relationships 
are high-risk pregnancies

• Risk behaviors such as smoking and 
drinking during pregnancy are highly 
correlated with IPV
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Presenter
Presentation Notes

Perinatal visits provide a window of opportunity to screen for IPV with women who may otherwise have limited access to health care providers.  
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Renker, 2002

“ I use rocking, hurting myself, and 
scribbling to keep safe, these clear 
my head….

– abused pregnant teen

“

Presenter
Presentation Notes
     Renker (2002) conducted interviews with 20 teenagers between the ages of 18 and 20 years who experienced violence before, during, or after a prior pregnancy. The teenagers described instances of rape, stalking, and physical and sexual violence.  One of the key themes that emerged was what teens did to “keep safe.”  Some of the strategies that teens used to cope were maladaptive behaviors including suicide attempts and self-mutilation. 
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Renker, 2002

“Health care providers need to ask not 
only if the teenager is experiencing 
violence but also how she copes with it.

– P.R. Renker

“

Presenter
Presentation Notes
     Renker (2002) conducted interviews with 20 teenagers between the ages of 18 and 20 years who experienced violence before, during, or after a prior pregnancy. The teenagers described instances of rape, stalking, and physical and sexual violence.  One of the key themes that emerged was what teens did to “keep safe.”  Some of the strategies that teens used to cope were maladaptive behaviors including suicide attempts and self-mutilation. 



• Screen routinely. 

• Target education and 

resources to pregnant 

adolescents.

• Integrate IPV into training 

for perinatal providers.

• Make the connection between 

IPV and perinatal health.
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Presenter
Presentation Notes
 Screen routinely at pregnancy tests and at least once every trimester and at post-partum visits.
ACOG recommends that psychosocial screening including “intimate partner violence” be performed on a regular basis and documented in patients’ charts(ACOG, 2000).
Studies indicate that physicians do not routinely screen at the first prenatal visit and are even less likely to screen at follow-up prenatal visits (Chamberlain & Perham-Hester, 2000; Horan et al, 1998). 
Analysis of focused interviews with 40 pregnant teens who experienced abuse before and during pregnancy identified several themes which support the importance of screening and special consideration with teens including:  asking about perpetrators other than intimate partners; mistrust of authority figures; and considering the changing nature of the relationship with the perpetrator as part of safety planning (Renker, 2002).

RESOURCES
 Violence and Teen Pregnancy: A Resource Guide for MCH Practitioners (Children’s Safety Network, Education Development Center, Newton MA; phone: 617 969-7100) addresses special issues for working with abused pregnant teens and a toolkit for assessment and intervention. 
The Center for Assessment and Policy Development and the National Organization on Adolescent Pregnancy, Parenting, and Prevention (NOAPPP) released a report on interpersonal violence and adolescent pregnancy.  The report can be downloaded at: www.noappp.org; NOAPPP has also issued a Policy Statement on Interpersonal Violence and Adolescent Pregnancy (www.noappp.org).


  
   





• Include information on IPV as part of client 
education and parent resource packets.

• Ask mothers about IPV in private during 
home visits. 

• Incorporate IPV into perinatal protocols.
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Presenter
Presentation Notes

Perinatal visits are an ideal time to discuss IPV within the context of maternal and child health education and to educate clients about the impact of IPV on children.

Assess an expectant mother’s plans for feeding her infant during third trimester appointments to determine if she thinks she will be able to breastfeed safely and if she has any other concerns about her safety, her baby, and her ability to make choices about her infant’s care; refer to the section on breastfeeding and nutritional supplement programs for additional information.

Consider using resources on IPV during pregnancy available from the Family Violence Prevention Fund (415 252-8900; www.endabuse.org) including:
Pregnancy wheels with screening questions for IPV
Posters on the effects of IPV on children
Posters on the IPV during pregnancy and the post partum period






• Integrate assessment and intervention for 
IPV into substance abuse and smoking 
cessation programs for pregnant women

• Include information on IPV and the effects 
of violence on children and brain 
development in parenting classes/resources
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Presenter
Presentation Notes

Perinatal visits are an ideal time to discuss IPV within the context of maternal and child health education and to educate clients about the impact of IPV on children.

Assess an expectant mother’s plans for feeding her infant during third trimester appointments to determine if she thinks she will be able to breastfeed safely and if she has any other concerns about her safety, her baby, and her ability to make choices about her infant’s care; refer to the section on breastfeeding and nutritional supplement programs for additional information.

Consider using resources on IPV during pregnancy available from the Family Violence Prevention Fund (415 252-8900; www.endabuse.org) including:
Pregnancy wheels with screening questions for IPV
Posters on the effects of IPV on children
Posters on the IPV during pregnancy and the post partum period






MORE

225

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes
Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of assessment, counseling, and care for STIs/HIV.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV can be a risk factor for STIs/HIV and how STIs/HIV can lead to an escalation of IPV. 
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Facilitate research on the impact of IPV on pregnancy.
Sponsor conferences and public education campaigns.
Promote cross-training between perinatal providers and domestic violence advocates.
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The odds of screening were 7 ½ times greater after 
the following strategies had been implemented:

• 2-hour training for OB/GYN residents

• Medical record audits to assess screening practices

• Director met with residents 

• Residents received individualized screening 

performance reports at 7-week intervals
Duncan et al, 2006

Presenter
Presentation Notes
This intervention to increase OB/GYN residents’ screening for IPV during prenatal visits was implemented at a hospital-based, ambulatory clinic serving low-income women (75% Latina, 11 Black) where approximately 21% of all patients speak a language other than English. 
The 2-hour training addressed screening and documentation of screening findings.
Approximately one month after the training, the clinic director met with residents to reiterate the importance of screening and to discuss baseline findings from the chart audit.
Two months after the training, residents received their first individualized screening performance report which was given to them by an attending physician to underscore the residency program’s support for the intervention.
Residents screened at 60% of appropriate encounters before the intervention and 91% of appropriate encounters after the intervention.
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In a randomized controlled trial, pregnant 
women who received 30 minutes of 
empowerment training by a midwife 
reported:
• Higher physical functioning and improved role 

limitation due to physical and emotional problems
• Reduced psychological and minor physical abuse

Tiwari et al, 2005

Presenter
Presentation Notes
Tiwari et al. (2005) conducted a randomized controlled trial with 110 pregnant Chinese women  with a history of IPV. The participants were recruited at an antenatal clinic in a public hospital. Empowerment training included advice on safety, choice making, and problem solving.  At six weeks postnatal, women who received the intervention reported higher physical functioning, improved role limitation, and fewer incidents of psychological and minor physical abuse.  Severe physical abuse and sexual abuse did not decrease significantly among women receiving the intervention. 
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• Randomized controlled trial with 1044 African 
American women

– Nearly one-third (32%) reported IPV in the past year

• Intervention delivered during prenatal care by social 
worker or psychologist (average 35 + 15 mins)

– Counseling also addressed depression and tobacco use

• Women who received intervention were less likely to 
have recurrent IPV,   very preterm neonates, and 
mean gestational age

Kiely et al, 2010

Presenter
Presentation Notes

Physical assault and sexual coercion were measured by the Conflict Tactics Scale.

The intervention was offered as a minimum of 4 sessions 
	-51% of the women randomly assigned to the intervention group 	received 4 or more sessions; one-quarter of the intervention 	group did not attend any session 

91% of the women who disclosed IPV at baseline, completed participation in the trial.

Women with minor physical IPV were significantly less likely to experience further episodes of  physical IPV during pregnancy and postpartum.  Women with severe physical IPV reported significantly reduced episodes postpartum.  The intervention did not have an impact on sexual IPV.

The IPV intervention, based on the structured intervention by Parker and colleagues (1999), emphasized safety behaviors and included information on the types of abuse, the cycle of violence, danger assessment, preventive options, development of a safety plan, and information on resources
.
The tobacco intervention was based on the Smoking Cessation or Reduction in ProgramTreatment (Tobacco Control, 2009;9(suppl:162).  The depression intervention, developed by Miranda and Munoz (1994), used a behavioral cognitive approach that focused on mood management, increasing pleasurable activities, and increasing positive interactions. 






 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators.
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms.
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org. 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person.
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their perinatal health.
If staff is not available to help, have phone numbers for local resources available and offer to clients.
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause.
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors.
McFarlane et al, (1998) found that pregnant women who were asked about abuse and offered a brief intervention reported a significant increase in the number of safety behaviors before and after pregnancy. 





Linda Chamberlain, PhD MPH

IPV and Sexually Transmitted Infections/HIV MENU

Overview

Regional and Local Data 

The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV

SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence 
(IPV), Breastfeeding, and Nutritional Supplement 
Programs



1. Describe the connection between 
breastfeeding and IPV.

2. Identify two strategies for addressing 
IPV in a nutritional supplement 
program such as WIC.

3. Describe two system level responses 
for addressing IPV.
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Women who experience 
physical and/or 

psychological IPV during 
pregnancy are less likely 
to initiate breastfeeding.

Lau & Chan, 2007

Presenter
Presentation Notes
In this large study with Chinese women (n=1200) by Lau and Chan (2007), early postnatal depressive symptoms were not associated with mothers’ choice of feeding modes.  
An early study by Acheson (1995), reported a similar association between IPV and breastfeeding.





Women experiencing physical 

abuse around the time of 

pregnancy are:

• 35%-52% less likely to 
breastfeed their infants 

• 41%-71% more likely to cease 
breastfeeding by 4 weeks 
postpartum
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Silverman et al, 2006

Presenter
Presentation Notes
This study is based on data from 26 U.S. states that participated in the 2000-2003 Pregnancy Risk Assessment Monitoring System (PRAMS). The study population was women giving birth to live infants (n=118,579). 
IPV was measured by two questions as follows:
“During the 12 months before you got pregnant, did your husband or partner push, hit, slap, kick, choke or physically hurt you in any other way?”
“During your most recent pregnancy, did your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?”
Women who reported IPV in the year prior to pregnancy but not during pregnancy (OR=1.45; CI=1.26-1.66), IPV during pregnancy but not in the year prior to pregnancy (OR=1.35; CI 1.11-1.64), and women reporting IPV across both periods (OR=1.52; CI 1.34-1.72) were significantly less likely to breastfeed their infants born subsequent to this pregnancy. 
Women experiencing IPV around the time of pregnancy who started breastfeeding were more likely to cease breastfeeding by 4 weeks postpartum (OR 1.41-1.71).

OR is odds ratio
CI is confidence interval
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Parkinson et al, 2001

more likely to disclose IPV at well-child visits than 
women who were not eligible for WIC benefits.

Women who were eligible for WIC benefits were

Presenter
Presentation Notes

WIC is a nutritional supplement program for women, infants, and children.
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• Opportunity to screen mothers and children that 
may have limited access to other services due to

violence in the household. 

• Breastfeeding may not be a 
safe choice for IPV victims and

their infants.

Presenter
Presentation Notes
Nutritional supplement programs have the opportunity to screen and assist victims who may have limited access to other programs and services.

While breastfeeding is typically recommended for new mothers, there are special considerations for victims of IPV who may experience an escalation of IPV during the post partum period and be fearful that breastfeeding will lead to more violence and/or put their infant in the “zone of danger” for physical abuse.
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• Abusive partners may use tactics such as withholding 
food to control a victim.

• A woman in an abusive relationship may 
not have control over what she and her 
children eat.

• Poor compliance with dietary 
recommendations may be 
related to abuse.

Presenter
Presentation Notes

Assessing who makes decisions about food purchases and food distribution in a household or family can be helpful in determining whether a client experiencing abuse can make choices about what she and the children eat. 

Understanding how abuse might affect a client’s weight gain/loss should be taken into consideration.
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• Integrate IPV screening questions into nutritional 
assessment forms.

• Counsel clients about the potential of escalating 
abuse during breastfeeding and discuss strategies 
to increase personal safety. 

• Help clients develop strategies to comply with 
dietary recommendations.

• Provide ongoing IPV training for staff.

Presenter
Presentation Notes
Asking questions acknowledging that an abusive partner may not allow his partner to breastfeed can help a victim to disclose her situation and feel less guilty:
“Some partners are extremely jealous of breastfeeding and
 may even forbid it.  Is this happening to you?”
“We know that some partners control a woman’s ability to
  breastfeed.  Is this happening to you?”

Counseling on breastfeeding should include an assessment of personal safety with clients who disclose abuse or are suspected of being in abusive relationships. It is important to support a woman’s choice to be safe.

Training providers to recognize how abuse can affect a client’s choices about nutrition and breastfeeding provides an opportunity to identify strategies that will help clients to:
 access food (at safe places with friends, family members etc.)
find safe ways to comply with dietary recommendations
 recognize that unhealthy dietary practices may be coping strategies for dealing with the abuse and identify healthier alternatives
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• Integrate information on IPV  
and the impact on children 
into pamphlets, videos, and 
resources.

• Conduct research on the 
impact of IPV on the 
nutritional status of 
women, infants, and 
children.

Presenter
Presentation Notes

Show videos on IPV in waiting rooms and as part of client education; for a list of videos on IPV contact the Family Violence Prevention Fund at (415) 252-8900 or go to www.endabuse.org.
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MORE

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes
Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of assessment, counseling, and care for STIs/HIV.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV can be a risk factor for STIs/HIV and how STIs/HIV can lead to an escalation of IPV. 


Develop educational materials and offer ongoing training 
Integrate screening questions into standardized forms
Establish policies and protocols
Investigate and promote reimbursement strategies for assisting victims
Introduce quality assurance and compliance measures for responding to IPV









-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Facilitate research on the connection between IPV, breastfeeding, and maternal nutrition.
Sponsor conferences and public education campaigns.
Promote cross-training between service providers for breastfeeding programs, nutritional supplement programs, and domestic violence advocates.
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The School of Social Work at 
Florida State University 
developed IPV resources for 
WIC workers, other nutrition 
staff, and elder care workers: 

– Online tutorials 

– Competency-based training 
manuals

Institute for Family Violence Studies

Presenter
Presentation Notes

The Institute for Family Violence Studies received Violence Against Women Act (VAWA) rural victimization funding to develop competency-based training manuals on IPV and on-line tutorials.

To obtain copies of  “Domestic Violence: A Competency-Based Training
Manual for Women, Infants & Children (WIC) & Other Health/Nutrition Program Staff”, go to the following website:

	 http://familyvio.ssw.fsu.edu/tutorials

Contact:
	    Kelly O’Rouke, MSW
	    Project Director
	    The Rural Victimization Project
	    Florida State University
	    C3404 University Center
	    Talahassee, FL 32306-2570
 	    Phone: (850) 222-3845






 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators.
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms.
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org. 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person.
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their plans for breastfeeding and nutrition.
If staff is not available to help, have phone numbers for local resources available and offer to clients.
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause.
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors.
McFarlane et al, (1998) found that pregnant women who were asked about abuse and offered a brief intervention reported a significant increase in the number of safety behaviors before and after pregnancy. 





Linda Chamberlain, PhD MPH

IPV and Sexually Transmitted Infections/HIV MENU

Overview

Regional and Local Data 

The Impact of IPV on Women’s Health

IPV and Behavioral Health

IPV and Perinatal Programs

IPV, Breastfeeding, and Nutritional 
Supplement Programs

IPV and Child and Adolescent Health

ACE Study: Leading Determinants of Health

IPV and Injury Prevention

IPV and Home Visitation 

Medical Cost Burden and Health Care 
Utilization for IPV

SELECT FROM THE TOPICS BELOW 

IPV and Family Planning, Birth Control Sabotage 
Pregnancy Pressure, and Unintended Pregnancy



Intimate Partner Violence (IPV) and
Child and Adolescent Health



1. List three physical health problems 
associated with childhood exposure to IPV

2. Identify two mental health conditions that 
are associated with childhood exposure 
to IPV

3. Describe two promising practices for 
children exposed to IPV
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Home is the site of more 
violence against women and 
girls than any other location
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Chrisler & Ferguson, 2006

Presenter
Presentation Notes

We are spending billions of dollars to prevent anti-terrorist activities. How much are we spending to prevent terrorism in the home and address the roots of violent behavior?





The risk of child abuse is 

251

Lee et al, 2004; McGuigan & Pratt, 2001

higher in families with IPV

Presenter
Presentation Notes
In this longitudinal study, IPV was evaluated as a risk factor for physical and/or sexual abuse and neglect among a cohort of children. IPV was assessed from maternal self-reports and child abuse and neglect were ascertained from state Central Registry Reports (at age 6 for physical/sexual abuse and at age 8 for neglect). IPV was only predictive of physical/sexual abuse; it was not predictive of total abuse (including neglect) or neglect only.

In a large cohort study by McGuigan and Pratt (2001), IPV increased the odds of children’s physical abuse by more than three times (OR=3.38),  increased the odds of psychological abuse by more than two times (OR=2.20), and also increased the risk of neglect by more than two times (OR=2.18).  In this study, IPV was assessed in the first six months of a baby’s life (by family support workers during home visits) and child abuse and neglect was ascertained from substantiated cases that were reported to a state child protective service agency up to age 5.  





– observing a caregiver being harmed, 
threatened, or murdered

– overhearing these behaviors 

– being exposed to the physical and/or 
emotional aftermath of a caregiver’s abuse

252

Jaffe et al, 1990; McAlister, 2001

A wide range of experiences for children 
whose caregivers are being 
physically, sexually, or emotionally abused:

Presenter
Presentation Notes

Child exposure to IPV is not limited to seeing or hearing a specific aggressive act. Children are affected by the daily stress, uncertainty, chaos, and aftermath even if they are not “direct” witnesses of violence in the household.
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Childhood exposure to IPV increases 
the risk of under-immunization

Bair-Merritt et al, 2006

Presenter
Presentation Notes
A systematic evidence review of published studies on the impact of IPV on children indicated that children exposed to IPV are underimmunized.



Children of mothers who 
disclosed IPV are:

• Less likely to have 5 well-
child visits within the first 
year of life

• Less likely to be fully 
immunized at age 2
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Bair-Merritt et al, 2008

Presenter
Presentation Notes
Bair-Merritt et al. 2008 conducted a retrospective cohort study with 209 at-risk families that participated in a voluntary home visitation program.  Data on immunizations and health care were abstracted from medical charts. IPV status was based on the mother’s self-disclosure at the initial interview for the intervention.   Children of mothers exposed to IPV were less likely to have a primary pediatric provider. 
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• The organization of a developing brain is 
reinforced by experience as it adapts to its 
environment

• The neurobiology of a developing brain can 
be altered by chronic stress/trauma 

Anda et al, 2006; Teicher, 2002

Presenter
Presentation Notes
A growing body of research on how negative early life experiences influence the neurobiology of the developing brain is helping us to understand how chronic stress and trauma can impact the cognitive, physical, emotional, and social development of children.  Teicher (2002) has examined the effects of physical and emotional child abuse on brain development including abnormalities in the limbic system, left hemisphere deficits, and a small corpus callosum.
Research indicates that the youngest children are often the most vulnerable to the impact of violence and chronic stress due to the sequential nature of brain development which starts with the brainstem or “survival” regions of the brain and continues up into the limbic and cortical regions of the brain (Perry, 1997) 
Infants’ brains have the capacity to adapt to their environment but this can lead to a brain that is maladapted to everyday life.
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• Persistent physiological hyperarousal & 
hyperactivity

• Profound sleep disturbances

• Difficulty attaching to others

• Lack of empathy

• Aggressive and impulsive behaviors
Perry, 1997; Kuelbs, 2009

Presenter
Presentation Notes

Exposure to trauma during the first years of life can affect how the brain organizes and lead to maladaptive traits (Perry, Chapter: “Incubated in Terror” in Children in a Violent Society by Joy Osofsky)

Dr. Kuelbs (2009) describes the pathway between exposure to stress, neurobiological changes, and common behavioral problems in children exposed to violence.
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Mothers who experience IPV around the 
time of pregnancy have lower maternal 

attachment with their infants
Quinlivan & Evans, 2005

Presenter
Presentation Notes
Despite excellence in prenatal care, IPV was associated with poorer maternal attachment and assessment of infant temperament (Quinlivan & Evans, 2005).  In this study, IPV was defined as physical, sexual, and or emotional abuse by a current or former partner or family member during pregnancy or in the one year period immediately before pregnancy.  Dysfunctional maternal-infant attachment is associated with numerous adverse outcomes for children including behavioral problems, aggression, and poorer social interaction.
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63% of children exposed 
to IPV were faring more 
poorly than the average 
child not exposed to IPV

Kitzmann et al, 2003

Findings from a meta-analytic review of 118 studies:

Presenter
Presentation Notes
Kitzmann et al. 2003 reviewed 118 studies on child witnesses of IPV.  These studies included studies where children exposed to IPV were compared to children who were physically abused.  There were no significant differences in the effect sizes for children exposed to IPV, children exposed to IPV and physically abused, and children who were only physically abused which suggests that children from these three groups have similar levels of adjustment problems. 
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– Failure to thrive

– Bed wetting

– Speech disorders 
– Vomiting and diarrhea

Campbell and Lewandowski, 1997;
Graham-Bermann & Seng, 2005

– Asthma
– Allergies
– Gastrointestinal problems
– Headaches
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– Posttraumatic Stress 
Disorder 

– Depression 
– Anxiety 
– Developmental delays
– Aggressiveness

Edleson J, 1999; Graham-Bermann & Levendosky, 1998; Hurt et al, 2001; 
Lehmann, 2000; McCloskey & Walker; 2000; Pfouts et al, 1982; Spaccarelli
et al, 1994; Wilden et al, 1991; Wolfe et al, 2003
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Children exposed to IPV 
after they are born are

Rivara et al, 2007

more likely to use 
mental health services 

English translation: “This is how I see my father because he often gets 
angry and drunk and his eyes turn red.”

Presenter
Presentation Notes
Rivara et al. (2007) analyzed data on the children of adult female members of a large, integrated health care delivery system.  A total of 1400 children under the age of 18 years were living in the home at the time the survey was conducted. Health care utilization was assessed by the health care organization’s databases for the period form January 1992 through June, 2003. Children exposed to IPV after their birth were 3 times more likely to use mental health services and had 16% higher primary care costs compared to children of mothers without IPV. 



Childhood exposure to IPV increases the 
likelihood of:

– More school nurse visits 
– Referral to a school speech pathologist
– Frequent school absences 
– Lower grade point averages 
– School suspension
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Hurt et al, 2001; Kernic et al, 2002
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Yexley et al, 2002

Adolescents exposed to IPV are more likely to:
– Attempt suicide
– Fight
– Carry a gun to school 

Presenter
Presentation Notes
In this study by Yexley et al. (2002), both girls and boys who had witnessed physical IPV were more likely to attempt suicide, engage in physical fighting in the last 12 month, and carry a gun to school in the last 30 days.
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Berenson et al, 2001

Girls who witnessed 
violence were 2-3 times 
more likely to:

– Use tobacco and marijuana

– Drink alcohol or use drugs before sex

– Have intercourse with a partner who 
had multiple partners
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• Childhood exposure to violence has short-
term and long-term consequences  

• There is an urgent need for specialized 
services for children exposed to violence

• Screening and early intervention for 
childhood exposure to IPV is an opportunity 
to prevent future violence
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• Provide training on the effects of IPV on children

• Implement protocols on screening and 
intervention for IPV in the pediatric setting

• Partner with domestic violence 
programs that provide education 
and support services for children

Presenter
Presentation Notes
IPV protocols for the pediatric setting should address special considerations such as strategies for screening when older children are present, where and how documentation occurs and strategies to ensure confidentiality, and what the laws are in terms of any reporting requirements for children who witness IPV and adult victims of IPV.  Refer to the “Promising Practices” slide in this section on Practice Guidelines for Pediatric Providers.
Protocols should provide examples of how to talk with parents and children about IPV. For example:
“Violence is an issue that affects everyone so I am asking all of the families in my practice about exposure to violence.” 
“Has your partner ever hurt or threatened to hurt you or your children?”
“Do you feel safe in your home and your relationship?”
Examples of screening questions for children are:
“We know that fighting happens in a lot of families. What happens at home when your parents argue or fight?”	
“Whey do you do when your parents fight? How do you feel when they fight?”
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• Integrate counseling services and education 
on preventing violence into existing child 
and adolescent health programs

• Incorporate information on childhood 
exposure to violence into parent education 
and resource materials

Presenter
Presentation Notes
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MORE

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes
Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of assessment, counseling, and care for STIs/HIV.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV can be a risk factor for STIs/HIV and how STIs/HIV can lead to an escalation of IPV. 



Promote prevention by teaching alternatives to violence, conflict resolution skills, and dating violence prevention
Create and support opportunities to educate children about IPV 
Integrate screening questions into standardized forms
Support public policies that promote the safety of victims and their children
Promote reimbursement strategies for assisting children exposed to violence
Introduce quality assurance and compliance measures for responding to IPV








-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Conduct research on the impact of IPV on children’s health
Sponsor conferences and public education campaigns
Encourage educators to include IPV in their curricula
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• Create a safe environment for parents and 
children to talk about the violence 

• Develop partnerships with other children’s 
programs

• Promote evidence-based curricula on 
violence prevention

• Support policies to improve safety for 
victims and their children

Presenter
Presentation Notes

Develop partnerships with child protective services, the legal and judicial system, child educators, and other agencies to identify and assist children at risk

Advocate for age-appropriate curriculum on relationship violence and conflict resolution in schools, after-school programs, and any programs serving children 

Support policies and legislation that will improve the safety of IPV adult victims and their children including supervised visitation centers for court-ordered parental visits and  increased funding for shelters and children’s programs
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• Department of Pediatrics at Boston Medical 
Center, Massachusetts

• Mental health and advocacy services for 
young children and families affected by 
violence

• Provides training and technical assistance 
for service providers Groves, 2002

Presenter
Presentation Notes
The Child Witness To Violence Project is described in Betsy Grove’s book:
Children Who See Too Much: Lessons from the Child Witness to Violence Project by Betsy McAlister Groves (2002). Published by Beacon Press, Boston, MA

Contact: 
Betsy McAllister-Groves MSW
Child Witness to Violence Project
Boston Medical Center, MAT5
One Boston Medical Center Place
Boston, Massachusetts 02118
Phone: (617) 414-4244
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• 10-week intervention for mothers & 
children

• Mothers received parenting support 

• Topics for children included 
attitudes & beliefs about family 
violence & building social skills

• 79% fewer children with clinical 
range externalizing scores & 77% 
fewer with internalizing scores 

Graham-Bermann et al, 2007

Presenter
Presentation Notes
Graham-Bermann et al. evaluated the 10-week intervention with a sample of ethnically diverse urban & suburban children (ages 6-12) and their mothers.  Outcomes were measured from baseline to 8-month follow-up between the child-plus mother intervention group and a wait-list comparison group.  The children’s intervention targeted their knowledge, attitudes, and beliefs about family violence, their emotional adjustment, and their social behavior in a small group.  The parenting program was designed to support mothers by helping them to discuss the impact of IPV on their children, build parenting competence, provide a safe place to discuss fears and worries, and build social connections for the mother within a supportive group.  The intervention was provided by graduate student in psychology and social work who were paired with community providers/therapists.
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• 5 pilot sites worked with mothers and 
their children after leaving domestic 
violence shelters

• Counseling services focused on 
strengthening the mother-child 
bond and were provided at home

• Utilized strengths-based and 
transfer of learning approach 
with mothers

• Published parenting booklets/
curricula 

Presenter
Presentation Notes
This pilot project by the Pennsylvania Coalition Against Domestic Violence was funded with a three-year grant from the U.S. Department of Health and Social Services.  The project represented a paradigm shift for domestic violence service providers to expand from centralized services to meeting clients where they live and fitting services into the client’s life.  Home visits to clients, usually lasting two hours, were provided over a period of 12 weeks.  This strengths-based approach acknowledged all the things mothers do on daily basis to help their children. One of the key lessons learned was that it is essential to work with all of the staff at domestic violence programs to change the program environment and make the philosophical shift where everyone sees their role as a mother-child advocate.
In response to clients’ feedback that generic parenting classes were not helpful, a parenting program was designed for mothers who have experienced IPV. The program, called A Kid is So Special  (K.I.S.S.) produced five interactive booklets, in English and Spanish, for mothers that are available on DVD.  The five theme specific parenting booklets/curricula are designed to help mothers:
Understand the impact of IPV on their children
Be the primary agent in strengthening the mother-child relationship	  
This resource may be offered as an option in the Family Service Plan by Pennsylvania’s Child Welfare Agency. 

Contact: Barbara Nissley, MHS   
e-mail:   ban@pcadv.org
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• 10-session cognitive behavioral group 
therapy 

• Middle school children exposed to violence
• Reduced symptoms of 

PTSD, depression, and improved 
psychosocial functioning 

Stein et al, 2003

Presenter
Presentation Notes
Stein et al. (2003) conducted a randomized controlled trial (n=126) to evaluate Cognitive-Behavioral Intervention for Trauma in Schools (CBITS). The sessions, led by psychiatric social workers, were offered in school during one class period. The sessions included content on common reactions to stress, relaxation techniques, learning how to express feelings, and problem solving skills.
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• Weekly home visits for women and children exposed 
to IPV

• Promoted social support, child management 
strategies, & nurturing skills

• As a result, children had fewer conduct problems and

• Mothers used less aggressive child management 
strategies

McDonald, Jouriles, & Skopp, 2006

Presenter
Presentation Notes
Mothers with at least one child between the ages of 4-9 years old who had stayed at a domestic violence shelter were recruited to participated in this evaluation of Project SUPPORT, a home visitation program for women and children exposed to IPV.  One-hour home visitation sessions were provided to the intervention group for up to eight months. The home visitation team was a therapist and a graduate student.  The median number of visits was 23.  
At 2 year follow-up, 15% of children in Project SUPPORT had clinical levels of conduct problems compared to 53% of children who received usual care
Mothers in Project SUPPORT were less likely to use aggressive child management strategies & were less likely to return to their abusive partners (23% vs. 53%)





• Shows the connection between lifetime 
exposure to violence and parenting outcomes

• Highlights steps for better parenting

• Order at endabuse.org/health
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• 17-session program for men who have 
maltreated or exposed their children to IPV

• Therapeutic goals include engaging men 
and building positive parenting skills

• Includes road map for community planning

Presenter
Presentation Notes
     Caring Dads: Helping Fathers Value Their Children is a group intervention program that draws from the best practices in the fields of batterer intervention, child maltreatment, behavior change, and working with resistant clients.  The group sessions, approximately two hours in length, are co-facilitated by a male and a female co-facilitator.  Issues addressed include helping men to end the use of abusive parenting strategies, recognize their attitudes, beliefs, and behaviors that support healthy and unhealthy father-child relationships, and helping them to acknowledge the impact of child maltreatment and IPV on their children.   Part of the group process is ensuring that fathers are held accountable for their abusive actions rather than blaming their partners or children. 
	
	More information about the Caring Dads manual (includes a client workbook) and program content can be obtained at:  www.caringdadsprogram.com
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– Developed by the Family 
Violence Prevention Fund in 
partnership with medical 
associations

– Recommendations for 
screening and intervention in 
the pediatric setting

– Available online at 
www.endabuse.org/health

Presenter
Presentation Notes
Released in September, 2002, this publication is available on-line at http://www.endabuse.org/userfiles/file/HealthCare/pediatric.pdf  or by contacting:
	
	The Family Violence Prevention Fund
	383 Rhode Island St, Suite 304
	San Francisco, CA 94103-5133
	Phone: (415) 252-8900
	

http://www.endabuse.org/health�
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• Section for service providers includes 
– working with mothers in shelters
– how abusers parent
– 10 principles for service delivery

• Section for women includes
– parenting tips
– how abuse affects parenting
– strategies to strengthen the mother/child bond

Baker & Cunningham, 2004

Presenter
Presentation Notes
This 75-page booklet can be downloaded at no cost, in English and French, at: www.lfcc.on.ca

The booklet is organized into two sections: one for service providers and one for women.  A wide range of topics are covered that address issues spanning from infancy through adolescence to help service providers and mothers respond appropriately to children exposed to IPV. 
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• 16-minute documentary on DVD

• Men talk about growing up with 

abusive fathers and the choices 

they made about relationships and 

parenting

• Includes discussion questions for 

general audiences and for working 

with men who batter

endabuse.org

Presenter
Presentation Notes
To obtain more information about this educational tool, go to: www.endabuse.org





burstingthebubble.com
Informational website for children 
exposed to IPV

ThatsNotCool.com
Multi-media campaign to educate 
teens about dating violence
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Presenter
Presentation Notes
“Bursting the Bubble” was developed by the Domestic Violence and Incest Resource Centre in Collingwood, Australia.  This interactive site assists children and young people who are experiencing family violence or child abuse by sharing age-appropriate information and stories from youth and adult survivors.

That’s Not Cool is a multimedia campaign that has been launched by the Family Violence Prevention Fund in partnership with the Advertising Council and the Department of Justice’s Office of Violence Against Women.  Strategies include an interactive website, web ads, posters in schools and malls, and television and radio public service announcements 



 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims, children and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their children’s health
If staff is not available to help, have phone numbers for local resources available and offer to clients
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors
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Adverse Childhood Experiences (ACE) Study
Leading Determinants of Health
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• One of the largest investigations ever 
done to examine the links between 
adverse childhood experiences and later-
life health

• Collaborative between the CDC and 
Kaiser Permanente

• Over 17,000 study participants
• Over 50 scientific publications
www.cdc.gov/nccdphp/ACE

Presenter
Presentation Notes

This landmark study has led to a series of publications that address many leading public health issues. The research continues to explore links between adverse childhood experiences and long-term health and well-being.




Experiences that represent health or social 
problems of national importance.  In this 
study, adverse childhood experiences included:

– Witnessing a mother being battered

– Having a parent who has a 
substance abuse problem, 
a history of mental illness, 
or criminal  behavior
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Felitti et al, 1998 
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Felitti et al, 1998 

HOUSEHOLD EXPOSURES %

Alcohol abuse 23.5%

Mental illness 18.8%

Battered mother 12.5%

Drug abuse 4.9%

Criminal behavior 3.4%

CHILDHOOD ABUSE %

Psychological 11.0%

Physical 10.8%

Sexual 22.0%
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• ACEs are very common and often cluster

• ACEs are strong predictors of health   
behaviors in adolescence and adult life

• This combination of findings makes ACEs 
one of the leading, if not the leading 
determinant of the health and social well-
being of our nation
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Anda et al, 2009; Dube et al, 2009; Felitti et al,1998 

• Ischemic heart disease
• Cancer
• Chronic lung disease
• Autoimmune diseases

• Skeletal fractures
• Liver diseases
• Premature death

Presenter
Presentation Notes
 A graded relationship means that as the number of adverse childhood experiences increases, the risk of disease also increases
In the Anda et al. (2009) study, there was a powerful graded relationship between the number of ACEs and premature mortality in the family for all age groups
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Persons with 2 or more ACEs were at 

for rheumatic diseases

Dube et al, 2009

Presenter
Presentation Notes
In this retrospective cohort study by Dube et al. (2009), ACE data for 15,357 HMO members was analyzed to examine the relationships between cumulative childhood stress and autoimmune diseases in adults.  In addition to the findings for rheumatic diseases, adult with 2 or more ACEs (compared to adults with no ACEs) were at a:
70% increased risk for hospitalization with Th1 (T-helper 1; e.g. idiopathic myocarditis)
80% increased risk for hospitalization with Th2 (T-helper 2; e.g. myasthenia gravis)
ACEs increased the risk of hospitalization with a diagnosed autoimmune disease decades into adulthood; these findings are consistent with other research on the impact of early stress on subsequent inflammatory responses
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• Adults who experienced ACEs had 
significant and sustained losses in health-
related quality of life compared to adults 
without ACEs 

• These findings should be used in assessing 
cost-effectiveness of interventions to 
prevent ACEs

Corso et al, 2008

Presenter
Presentation Notes
In this study using the ACE dataset, Corso et al. (2008) matched adults who reported child maltreatment (n=2812) to adults who reported no form of child maltreatment (n=3356).  The findings were significant for all age groups
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• ACEs substantially increase the number of 
prescriptions and classes of drugs used

• The increases in prescription drug use 
among adults with ACEs are mediated by 
ACE-related health and social problems 

Anda et al, 2008

Presenter
Presentation Notes
In this retrospective cohort study by Anda et al. (2008), the data for 15,033 adult HMO patients was analyzed to examine the relationship between ACE scores and prescription drug use and then determine how this relationship was mediated by documented ACE-related health and social problems.
A graded relationship was observed between the number of ACEs experienced and the number and classes of drugs used.  Compared to adults with an ACE score of 0, adults with 5 or more ACEs had 40% higher prescription usage rates. 



4-12 fold increased risk for 
alcoholism, drug 
abuse, depression, and suicide 
attempts

2-4 fold increased risk for 
smoking, poor self-rated 
health, having 50 or more sexual 
intercourse partners, and 
sexually transmitted diseases

294

Persons with four or more ACEs had:

Felitti et al, 1998 
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• There is a persistent grade relationship between ACE 

scores and initiation of alcohol use by age 14

• ACEs account for a 20% to 70% 

increased likelihood of alcohol use 

being initiated during mid-

adolescence (15-17 years)

Dube et al, 2006

Presenter
Presentation Notes
In this retrospective cohort study of 8417 HMO adult patients (Dube et al, 2006), ACEs were strongly related to ever drinking alcohol and to alcohol initiative in early and mid-adolescence.



• The number of ACEs increased dramatically for 
persons who saw their mothers being battered

• As the frequency of witnessing violence 
increased, there was a positive, graded risk for:

– Illicit drug use

– IV drug use

– Depression
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Dube et al, 2002

Presenter
Presentation Notes

A positive grade risk means that as the frequency of witnessing IPV increased, the risk of experiencing alcoholism, illicit drug use, IV drug use and depression also increased

Screening for lifetime exposure to IPV as well as current victimization is critical to clients’ long-term health

“These findings make a strong case for universal screening for lifetime exposure to violence in health care and public health settings due to the long-term and far-reaching health implications of growing up in a violent home”

-Debbie Lee
Family Violence Prevention Fund
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Intimate Partner Violence 
(IPV) and Injury Prevention
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INJURY PREVENTION
-unintentional injury

FAMILY VIOLENCE
-intentional injury

NEUROSCIENCE
- traumatic brain 

development
- unhealthy coping behaviors

- adolescent risk behaviors

Presenter
Presentation Notes
The fields of injury prevention, family violence, neuroscience have overlapping concerns that make collaboration a high priority to advance our knowledge in these fields.  Family violence comprises a significant proportion of injuries making it essential for family violence practitioners and injury prevention specialists to coordinate research and initiatives.  Traumatic brain development is a significant concern for children exposed to violence as the field of neuroscience continues to learn more about the effects of stress and trauma on the brain.  Traumatic brain injury has also been identified as a common injury about adult victims of IPV.   Teens who have grown up in homes with IPV are more likely to engage in risk behaviors such as drinking and self-harm that are leading concerns in the field of injury prevention.



IPV is a leading cause:

• Injuries to women 

• Female homicides 

• Female suicide attempts 
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Abbott et al, 1995; Coker et al, 2002; Frye et al, 2001; Goldberg et al, 1984; 
Golding et al, 1999; McLeer et al, 1989; Stark et al, 1979; 
Stark & Flitcraft, 1995

Presenter
Presentation Notes
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IPV annual death and injury toll for women:

CDC, 2003

Presenter
Presentation Notes
Male victims of IPV sustain 600,000 injuries annually



• Over half (58%) of the victims in 
homicide/suicide incidents are a current or 
former intimate partner of the perpetrator

• A substantial proportion 
(13.7%) of the victims were 
children of the perpetrator
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Bossarte et al, 2006

Presenter
Presentation Notes
This study analyzed data from the National Violent Data Reporting System (NVDRS) for seven states during 2003 and 13 states during 2004. 



• Injuries to the head, neck, and face

• Strangulation

• Bites

• Burns and scalding

• Knife wounds

• Injuries from physical restraints

303

Chirsler & Ferguson, 2006; Grisso et al, 1999; Hawley et al, 2001; 
Lee et al, 2007; Marchbanks et al, 1990; Smith et al, 2001

Presenter
Presentation Notes
The middle third of the face has been found to be the most at risk (Le et al, 2001)

Women who were physically abused were more likely to sustain injuries to the head, face, neck, thorax, breasts, and abdomen when compared to women who were injured in other ways (Grisso et al, 1999)

In a comparison study of maxillofacial fractures sustained from IPV and in motor vehicle accidents, mandibular fractures were more prevalent in IPV while mid-facial injuries were more common following MVAs (Lee et al, 2007)
 
33 percent of orbital fractures are due to IPV (Chrisler & Ferguson, 2006)

The most frequent types of injuries among women reporting physical IPV in the past 12 months according to data from the Georgia Women’s Health Survey (Buehler et al, 1998):
Swellings, cuts, scratches, bruises, strains, or sprains (92%)
Black eyes (25%)
Broken bones (16%)
Knife wounds (12%)
Broken teeth (8%)
Burns or scaldings (6%)
Bites (5%)
Broken eardrums (4%)
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Among women reporting injuries resulting 
from their most recent physical IPV assault:
• 8.5% brain or spinal cord injuries

• 11.2% broken bones, burns, or chipped or knocked 
out teeth

• 6.7% lacerations, knife wounds, or cuts

• 73.7% scratches, bruises, welts, swelling, sore 
muscles, or sprains

Arias & Corso, 2005

Presenter
Presentation Notes
This self-reported data is from the 1995 National Violence Against Women Survey.
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Chrisler & Ferguson, 2006

More than 

of IPV victims are strangled
at least once

{ the average is 5.3 times per victim }

Presenter
Presentation Notes

Injuries identified in non-fatal strangulation cases were similar to injuries found in fatal IPV strangulation assaults (Hawley et al, 2001)

Women who survived more than one strangulation attack reported increased frequency of symptoms but only 39% had sought medical care (Smith et al, 2001). These findings emphasize the need for service providers to ask clients about strangulation and injuries.

While strangulation, especially manual strangulation, is a frequent mechanism of injury for women experiencing IPV, there is little consistency in the medical terms used to describe the injuries associated with strangulation.  The use of more standardized medical forensic terminology will increase the accuracy of this information and generalizability of findings (Sheridan & Nash, 2007)
 






Among women who visit the ER after IPV:

• 67% have symptoms of a head injury

• 30% have suffered loss of consciousness 
at least once
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Chrisler & Ferguson, 2006

Presenter
Presentation Notes
Chrisler & Ferguson (2006) provide a review of the literature on violence against women as a public health issue.   



26% of parents who 
brought non-

emergent children to 
the pediatric ED 

disclosed current IPV
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Rhodes et al, 2007

Presenter
Presentation Notes
ED=emergency department



Children exposed to IPV were more likely to 
live in a home with:

– Gun ownership

– No smoke detectors

– Unsecured poisons

– Inconsistent seatbelt use

308

Rhodes et al, 2007
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Ackard et al, 2003

High school students disclosing physical and/or 
sexual violence from dating partners:

17% females 
9% males

Presenter
Presentation Notes

These data are from a nationally representative population-based survey of 3533 youth in 9th through 12th grades who participated in the Commonwealth Fund Survey of the Health of Adolescent Boys and Girls
50% of boys and girls who disclosed both physical and sexual dating violence reporting staying in the abusive relationships out of fear of physical harm
Dating violence is an opportunity for early intervention with adolescents to break the cycle of violence over the lifespan for victims and perpetrators



Male and female victims of physical dating 
violence are more likely to:

– Have their first drink at less than 15 y.o.

– Ride with a drinking driver

– Threaten or hurt someone with a weapon
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Champion et al, 2008

Presenter
Presentation Notes
Champion and colleagues (2008) conducted repeated cross-sectional surveys of 14-20 years old from 70 communities in five states (n=13,422).  Physical dating violence victimization, for males and females) was associated with an increased risk of:
Having their first drink without their parents before age 15
Riding in a car with a drinking driver
Having been sexually victimized
Having threatened or hurt someone with a weapon 



• Many injury prevention programs do not address 
IPV as the leading cause of injuries for women

• Data on IPV as a cause or contributing factor may 
be overlooked

• First responders may be the only service 
providers to observe the scene and interpersonal 
dynamics of an IPV incident
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Presenter
Presentation Notes
Many injury prevention programs focused initially on unintentional injuries. As violence gains more and more recognition as a public health issue, injury prevention has expanded its scope to address intentional injuries (assault, homicide, suicide etc.).  IPV should be part an integral part of injury prevention initiatives.

Emergency medical service providers and first responders may be the only medical personnel who are at the scene of IPV incidents.  Their observations about the immediate environment (broken furniture or dishes, holes in the wall, etc.), behaviors of family members (children cowering in corner, one partner answering all the questions and “controlling” the situation, patient acting fearful and reluctant to respond to inquiries), and early symptomology (patient clutching neck and raspy voice possibly due to attempted strangulation) can provide critical information to clinicians and emergency room staff.



• Work with trauma registries and other 
injury data sources to capture information 
on IPV

• Integrate information on IPV and violence 
prevention into childhood injury prevention 
initiatives
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Presenter
Presentation Notes

While ICD codes exist for IPV, medical chart reviews of hospital data indicate that they are rarely used

Systematic screening for IPV and routine documentation are essential to being able to use existing data sources to estimate the prevalence and health consequences of IPV

Working with emergency rooms and trauma registries to document IPV can provide an ongoing source of regional and local data

Set-up systems to ensure that medical records are kept private when documenting IPV; see the Family Violence Prevention Fund’s policy paper on medical records privacy (endabuse.org)
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MORE

Partner with an 
advocacy 

organization

Educational 
materials, 

ongoing training

Reimbursement 
strategies

Integrate into 
standardized 

forms

Establish policies 
and protocols

Presenter
Presentation Notes
Training should be offered on a regular basis to reach new professionals in the field and to address more advanced topics as providers get more familiar with screening and intervention.

Developing a close, working relationship with local, state, or Tribal domestic violence/sexual assault programs and shelters will strengthen your program. Advocates may support your work by reviewing policies, supporting training, and serving as a referral for identified victims. 

Integrating screening questions into standardized forms acknowledges that IPV is an important issue that should be routinely addressed as part of assessment, counseling, and care for STIs/HIV.

Educators can prepare public health professionals to address IPV by integrating IPV topics into public health and clinical curricula.

Develop educational materials for providers and clients on how IPV can be a risk factor for STIs/HIV and how STIs/HIV can lead to an escalation of IPV. 



Develop educational materials and offer ongoing training
Improve documentation and routine coding of IPV in medical records through training and establishing policies and protocols on routine assessment and documentation 
Introduce quality assurance and compliance measures for responding to IPV in the emergency care setting
A suggested protocol for the evaluation and treatment of  surviving victims of strangulation is provided in an article by McClane et al, (2001):

“A Review of 300 Attempted Strangulation Cases Part II: Clinical
Evaluation of the Surviving Victim.” 
Journal of Emergency Medicine, 2001; vol. 21(3): pages 311-315
  
Injury prevention specialists have developed innovative methods to identify prevention strategies including the Haddon Matrix (Robertson, 1992) and the Spectrum of Prevention (Cohen & Swift, 1999)

 Applying an injury prevention framework to IPV can help us to think in new ways about primary prevention. Examples of this approach is an article that describes how to use Haddon’s Injury Prevention Strategies to create an alternative framework for preventing sexual assault (Mantak, 1995) and an article by Chamberlain (2007) that applies the spectrum of prevention to explore prevention opportunities for IPV.











-
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Sponsor conferences, 
education campaigns

Promote 
cross-training

Facilitate 
research

Quality assurance 
& compliance 

measures

Presenter
Presentation Notes

Integrate IPV into research and initiatives on injury prevention and patient safety
Issue grants for communities to develop IPV prevention initiatives
Encourage educators to include IPV in their curricula
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• Questionnaire completed by mothers

• Wide range of questions on child safety 
including 4 questions on IPV

• Odds of detecting current 
IPV increased by 3.6X

Wahl et al, 2004

Presenter
Presentation Notes
A series of four child safety questionnaires (for parents of infant, preschool-age, school-age, and adolescent patients) included four questions on IPV.  Mothers presenting to a general pediatric clinic were asked to complete the questionnaire which included other questions on injury prevention issues such as wearing seatbelts and bicycle helmets, and gun safety. A question on childhood depression was also included. Based on disclosures from the questionnaire, 15% of children had been exposed to IPV. 
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• Staff position to provide training and technical 
assistance on IPV to public health staff

• Mandates local health boards to include IPV in 
their needs assessment and planning

• Added questions on abuse to the BRFSS
• Members of the Iowa Domestic Abuse Death 

Review Team
• Sponsors train-the-trainer initiative with 

public health clinics

Presenter
Presentation Notes


BRFSS = Behavioral Risk Factor Surveillance System


Contact:
  
Binnie LeHew, Violence Prevention Coordinator
Iowa Department of Public Health
321 E. 12th St.
Des Moines, IA  50319-0075
Phone: (515) 281-5032
E-mail: blewhew@idph.state.ia.us



 Safe environment for disclosure

 Supportive messages

 Educate about the health effects of IPV

 Offer strategies to promote safety

 Inform about community resources

 Create a system-wide response
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Presenter
Presentation Notes

There are many simple strategies to create a safer environment for screening, intervention, and education about IPV.  These strategies include:
Displaying posters, pamphlets, and information on services for victims and perpetrators
Having information on IPV in waiting rooms, other public areas, and in private areas including exam rooms and bathrooms
Small safety cards with information about safety planning and local advocacy services that can be hidden by a victim are available in several languages from the Family Violence Prevention Fund at www.endabuse.org 
Having a private, sound-proof area where your conversation with your client can not be overheard or creating as much distance as possible when screening a client who is accompanied by a partner or other person
Examples of supportive messages to clients include:
	“It’s not your fault.”
	“You are not alone.” 
	 “You do not deserve to be treated this way.”
Educate clients about how abuse can affect their safety and the safety of their children
If staff is not available to help, have phone numbers for local resources available and offer to clients
Ensure that responding to IPV is system-wide, sustainable, monitored, and not dependent on one individual who is championing the cause
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Family Violence Prevention Fund

“ Success is measured by our efforts 
to reduce isolation and to improve 
options for safety.

“

Presenter
Presentation Notes
Our job is not to “fix” IPV or to tell victims what to do. 
Qualitative research like the insightful work by Dr. Barbara Gerbert and associates (1999) describes the positive impact we can have by acknowledging abuse and confirming a client’s self-worth.  Providing support and information can make a difference in the lives of victims.  
We can help victims by understanding their situation and recognizing how abuse can impact health and risk behaviors
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Intimate Partner Violence (IPV) and
Home Visitation This section coming soon!
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