PRACTICE PERFECT

Abuse in the Home:
Ensure Your Patients’ Safety

BY JEAN SHAW, CONTRIBUTING WRITER

INTERVIEWING PETER F. CRONHOLM, MD, MSCE, FAAFP, ANGELO P. GIARDINO, MD, PHD,

very six months or so, Ron-

ald W. Pelton, MD, PhD,

sees a patient who sets off

a particular alarm in his

mind. “Often, [ will see ob-
vious physical signs of facial trauma,
such as bruises or a broken nose—and
falling in the tub or walking into a
door frame won’t do that kind of dam-
age.” At other times, the signs may be
less obvious, “but I can just tell that
something’s wrong,” he said.

Whether the evidence of intimate
partner violence (IPV) is overt or
covert, Dr. Pelton will ask questions
about what’s going on in the patient’s
life. But that opens the door to another
dilemma: If patients confide that they
are being abused by their partner, what
comes next? In Colorado, where Dr.
Pelton practices, there is no mandatory
reporting requirement for episodes of
IPV. Thus, if an abused patient doesn’t
want to take the next step, once Dr.
Pelton has treated any eye injuries, all
he can do is watch—and wait.

The U.S. Centers for Disease Control
and Prevention recognize four catego-
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ries of IPV: physical violence, sexual
violence, threat of physical or sexual
violence, and psychological or emo-
tional abuse.'

Prevalence and severity. In the
United States, nearly 31 percent of
women and 26 percent of men report
experiencing some form of IPV dur-
ing their lifetime.? Women typically
experience more severe forms of IPV
than men.

Impact on children. Children liv-
ing in households with IPV are at
increased risk of being abused, empha-
sized Peter F. Cronholm, MD, MSCE,
and Angelo P. Giardino, MD, PhD. In-
deed, in its guidelines on IPV screen-
ing, the American Academy of Pedi-
atrics states: “Intervening on behalf of
battered women is an active form of
child abuse prevention.”

Common ophthalmic injuries.
Ophthalmologists may be called to
treat orbital fractures, globe ruptures,
hyphemas, and retinal tears and
hemorrhages, Dr. Pelton said. In addi-
tion (particularly if they are pediatric
subspecialists), ophthalmologists may
find themselves making the diagnosis
of shaken baby syndrome, also known
as abusive head trauma.

“In some ways, physicians have been
afraid to ask about IPV,” said Dr.
Cronholm. “There’s a misplaced fear of
the potential to do harm.” Essentially,

Use Your Radar

Dr. Giardino recommends the RADAR!
mnemonic:

R—routinely screen every patient
A—ask directly, kindly, nonjudgmen-
tally

D—document your findings

A—assess the patient’s safety
R—review options and provide referrals

1 Cronhom PF et al. Am Fam Physician.
2011;83(10):1165-1172.

the concern has been that the act of en-
couraging a patient to seek safety has
the potential to escalate the cycle of
violence. “But if you approach the is-
sue from the perspective of increasing
patient safety, the data from domestic
violence screening show that there isn’t
harm in asking,” he said. As a result of
this and emerging data on IPV-related
interventions, the U.S. Preventive Ser-
vices Task Force now recommends that
clinicians screen for IPV—and that
they either refer patients to or provide
appropriate intervention services.’
How to raise the question of abuse.
Primary care specialists are now ex-
pected to routinely screen for IPV, said
Dr. Giardino. “It can be a little more
complicated in surgical specialties, in
that patients usually are seeking treat-
ment for a specific issue and may won-
der why the physician is asking about
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IPV. But for ophthalmologists, having
a differential diagnosis that includes
inflicted harm would be a reasonable
approach.”

Screening can help build aware-
ness. “A focused, directed screening
process is appropriate, if it’s done in
a caring manner,” said Dr. Giardino.
“And it will achieve one of two things:
First, if the person is being harmed,
he or she may answer accurately, and
you can make a referral to the appro-
priate agency. If that’s not the case,
and the person is not quite ready to
answer, your questions will start to
build awareness in that patient’s mind
that she doesn’t have to put up with
this—and that someone is interested
in helping.”

Specialists should be involved in
screening. It’s important for ophthal-
mologists to not delegate this process
to primary care specialists, Dr. Cron-
holm said. The timing may be right for
the patient to confide in you, or “you
may be on call and get an emergency
referral,” he said. “With some funda-
mental, commonsense approaches, you
can be helpful. It’s most important to
be nonjudgmental, to validate their ex-
perience, and to reassure patients that
it’s not their fault. At a minimum, ask
Is it safe to go home?””

If a patient confides that he or she is
being abused, what comes next? The
process of guiding a patient toward
the appropriate resources doesn’t need
to be overwhelming for the physician,
Dr. Cronholm said. “Much of the onus
isn’t on the MD. Hopefully, you can
bring in care managers and nurses;
you’re part of a medical neighborhood.
It takes a team approach.”

Resources in your area. Dr. Giardi-
no agreed, noting that “not everyone
has to be an expert.” He added, “If you
have the luxury of practicing in the
hospital setting, you will have a lot of
support through the hospital’s social
services department.” Outside of that
setting, most counties and metro-
politan areas have IPV resources, he
noted. “Look first to the people in the
women’s health arena.”
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Resources online. Drs. Giardino
and Cronholm recommended the
Institute for Safe Families (www.insti
tuteforsafefamilies.org) and Futures
Without Violence (www.futureswith
outviolence.org) for their comprehen-
sive lists of resources.

For the patient’s safety, handouts
should be discreet. “Usually, a violent
partner will be conducting some kind
of monitoring or surveillance of the
abused person, so you don’t want to
give a patient an 8-by-10 folder that
screams ‘Domestic Violence,” said Dr.
Giardino.

In cases of child abuse, almost all
states mandate that you report your
findings. But the question of whether
or not a physician must report a case of
IPV is less clear-cut.

“It’s important to know your state
laws,” Dr. Cronholm said. Some states
and municipalities mandate reporting
all cases of IPV, but this is relatively
uncommon. Reporting requirements
change in cases of criminal behavior,
especially if weapons are involved, he
said. “This is one instance in which
providers are in a mandated role” in
most states and must make a report.

Dr. Cronholm added, “Physicians
should know that, in some states, their
documentation of what the patient says
is an exception to the hearsay laws and
thus can be admitted as evidence. A
physician should write down the spe-
cifics and take pictures of injuries as
part of the clinical note taking; it’s all
potentially part of the evidence.”

Dr. Giardino acknowledged that
mandatory reporting is a controversial
issue. “Some physicians are concerned
that it makes patients reticent to vol-
unteer information; others feel that it
is the best way to promote screening.
It still comes back to the discussion
between the patient and the physi-
cian—and, in any case, making those
referrals is essential.”

Dr. Pelton noted that the Academy
Code of Ethics (www.aao.org/ethics)
does not deal directly with IPV. How-

ever, the issue falls under the umbrella
of patient confidentiality, he said. “If
a patient admits to spousal abuse or
violence, according to our code, we
have to respect their wishes on how to
handle it.” Of course, local and state
laws must be taken into account, he
added.

He has wrestled with this dilemma
himself in treating patients who have
experienced IPV. Several years ago,

a patient of his was murdered by her
husband. “I see her face very clearly to
this day. One Tuesday, I'm talking to
her in my office about her abuse; less
than a week later, she’s the headline in
the local newspaper,” he said.

In grappling with the complexity
of IPV, physicians sometimes fall back
on the position of “I don’t know what
to do,” Dr. Pelton said. “But there are
things you can do. In the aftermath
of that tragedy, my wife and I got in-
volved with a women’s shelter here in
town. We’ve been involved with fund-
raisers, and I provide ophthalmic care
on a pro bono basis. There are always
ways to contribute.” m

1 www.cdc.gov/ViolencePrevention/pub/
IPV_factsheet.html. Accessed Sept. 17, 2013.
2 Moyer VA; on behalf of the U.S. Preven-
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MORE ONLINE. See this article at
EXTRA www.eyenet.org for a list of related
journal articles, plus some handy mnemonics
to help with screening and intervention.



