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Evaluation

Please take a moment at the end of the 
session to complete your evaluation. 

Thank you!
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Code: YADJUT



Presentation Agreements

• Because domestic and sexual violence are so 
prevalent, assume that there are survivors 
among us

• Be aware of your reactions and take care of 
yourself first

• Respect confidentiality



Objectives

1. Describe the scope and effects of intimate 
partner violence on children and their families

2. Outline strategies for identification and 
response to intimate partner violence

3. Identify resources available to families 
experiencing intimate partner violence

Presenter Notes
Presentation Notes
Describe the scope and effects of domestic violence on children and dating violence on teens. 
Outline strategies for identification and response to domestic and dating violence.
Be aware of resources available to victims of dating and domestic violence.




Case: 6-month-old with URI Symptoms
Mom is sitting on the bed holding the baby and dad is sitting in 
the chair. As you start asking questions about the baby, dad 
answers all the questions. Whenever mom tries to answer a 
question, dad interrupts her and corrects her. Dad is worried 
that mom got the baby sick because she took the baby to see 
some family members. While taking to the parents you notice 
that mom has a black eye. 

You diagnose the baby with a URI and provide anticipatory 
guidance regarding supportive care and return precautions. 

Is there anything else you should do for his family prior to 
discharge?



Who is affected by trauma?

Presenter Notes
Presentation Notes
Who in this photo is affected by trauma?
Everyone is affected: Violence, including maltreatment and abuse, affects all ages, genders, race/ethnicities and economic classes. 

The American Academy of Pediatrics recognizes the negative impact of childhood IPV exposure and the unique opportunities pediatric health care providers have to address IPV. Most caregivers find IPV screening and intervention in pediatric health care settings acceptable.

Why is it important to talk about intimate partner violence?
Intimate partner violence is linked to other forms of violence through shared risk and protective factors. Addressing and preventing one form of violence may have an impact on preventing other forms of violence.





Presenter Notes
Presentation Notes
Recognize the interrelatedness and overlap of trauma
As a society, emphasizing the need to address equity (racism, homophobia, sexism, bullying, unconscious bias)



Presenter Notes
Presentation Notes
As pediatric providers, we have the unique ability to address child abuse, teen dating violence, intimate partner violence and human trafficking with our patients (of all ages) and families. 

Children of all ages who live in domestically violent homes
Witnessed violence, incur violence
Adolescents get in between domestic violence



IPV AAP Recommendations 

The American Academy of Pediatrics (AAP) recognizes 
the importance of improving the pediatrician’s ability 
to recognize intimate partner violence (IPV) and 
understand its effects on child health and 
development and its role in the continuum of family 
violence. 
Pediatricians are in a unique position to 
identify/support IPV survivors in pediatric settings, to 
evaluate and treat children exposed to IPV, and to 
connect families with available local, state, and 
national resources.



Terminology

Intimate partner violence (IPV) is abuse or aggression that occurs 
in a romantic relationship. “Intimate partner” refers to both 
current and former spouses and dating partners. IPV can vary in 
how often it happens and how severe it is. IPV includes physical, 
verbal, emotional, economic, and sexual abuse.

Domestic Violence specifically refers to violence or abuse that 
occurs within a domestic setting.

Teen Dating Violence is a type of IPV that affects millions of young 
people in the US. It can can take place in person, online, or 
through technology. 

Presenter Notes
Presentation Notes
Specifically, today we are going to talk about trauma as it relates to IPV
Review terminology 

IPV is a patern of behaviors used by one partner to maintain power and control over another partner in an intimate relationship
IPV does not discriminate. Anyone of any age, race, sexual orientation, religion, or gender can be a victim or perpetrator of IPV. It can happen to people who are married, living together, or who are dating. It affects people of all socioeconomic backgrounds and education levels. 

IPV includes behaviors that physically harm, arouse fear, prevent a partner form doing what they wish, or force them to behave in ways they do not want. It includes the use of physical and sexual violence, threats and intimidation, emotional abuse, and economic deprivation. Many of these different forms of IPV can be occurring at any one time within the same intimate relationship. 



IPV – Cyber Abuse

Presenter Notes
Presentation Notes
Digital Abuse:
Tells partner who to be friends with on Facebook
Sends insulting, threatening texts or messages
Uses social media to keep tabs on partner
Sends unwanted, explicit pictures
Demands partner send explicit pictures
Steals or insists to be given passwords
Constantly texts, makes partner feel like they can’t be separated from the phone
Looks through partner’s phone frequently



Source: Center for Disease Control; National Network to End Domestic Violence; LGBT Life Center

Lifetime IPV

Presenter Notes
Presentation Notes
1 in 3 women and 1 in 4 men report having experienced severe physical violence from an intimate partner in their lifetime.
Women ages 16-24 experience the highest rates of intimate partner violence
Higher in LGBTQ+

Exposure to IPV and other childhood adverse experiences can last into adulthood, leading to higher mental health concerns, suicidal ideation, social dysfunction, and impaired parenting.






Source: LoveisRespect.org

Teen IPV

Presenter Notes
Presentation Notes
TDV or ARA
1 in 3 young people will be in an abusive or unhealthy relationship.
33% of adolescents in America are victim to sexual, physical, verbal, or emotional dating abuse. Higher in LGBTQIA+ teens.
50% of young people who experience rape or physical or sexual abuse will attempt to commit suicide.






Teen IPV - CNH
Data not yet published

60% scored as 
“definite 
warning signs of 
an abusive 
relationship”

Presenter Notes
Presentation Notes
N=45
Data analysis is ongoing.
Over one-third (36%) have experienced some form of ARA (5% physical abuse, 10% sexual abuse, 5% reproductive coercion, 33% cyber abuse). At least 18% (6 of 33 adolescents in a relationship) reported that their dating partners had access to firearms. 

Updated: of the adolescents randomized to the intervention group who are currently in a relationship, the majority (27/45 (60%)) scored as “definite warning signs of an abusive relationship” on the healthy relationship quiz. 



IPV & Children 

1 in 4 children 
experience exposure 
to caregiver IPV 
during their lifetime

Source: CDC

Presenter Notes
Presentation Notes
1 in 4 children experience exposure to caregiver IPV during their lifetime. 5-10 million children
The US Advisory Board on Child Abuse and Neglect suggest that DV may be the single major precursor to child abuse and neglect fatalities in the country.
30-60% of perpetrators of IPV also abuse children in the household.
Children exposed to violence in the home are 15x more likely to be physically and/or sexually assaulted that the national average.

Exposure to IPV and other childhood adverse experiences can last into adulthood, leading to higher mental health concerns, suicidal ideation, social dysfunction, and impaired parenting.
Males exposed to DV as children are more likely to engage in DV as adults
Females exposed as children are more likely to be victims or persons experiencing violence as adults.

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/fastfact.html



IPV & Pregnancy

Homicide is a leading cause of 
traumatic death for pregnant and 
postpartum women in the US 
accounting for 31% of maternal injury 
deaths

Source: Family Violence Prevention Fund, 2008



Power and Control Wheel

Source: Domestic Abuse Intervention Project

Presenter Notes
Presentation Notes
IPV is about power and control, and it can play out in many ways. 
In LGBTQ relationships the abuser may also use the additional tactic of threatening to “out” their victims. 




Relationship Health

Source: Adapted from Love is Respect



“If you loved 
me, you’d 
send me a 

topless 
picture.  It’s 

not a big deal- 
lots of our 
friends are 
doing it.” 

“Do you have to go to your 
friends bday party? I wanted 
to spend time with you this 
weekend- I should be more 

important than your friends.”

“I love you so 
much that I 

don’t want to 
live without 
you.  I’ll kill 

myself if you 
leave.”

“I didn’t mean to 
hurt you, but you 

made me mad. 
You deserved it.”

“You are such an idiot! 
I can’t believe you 

forgot again.  This is 
why I have to make all 

the decisions!”

Coercion/
Pressure

Threats

Emotional Abuse

Isolation

Blame

Source: http://www.loveisrespect.org/

Presenter Notes
Presentation Notes
“Here are some examples of what dating abuse might look or sound like.  



Warning Signs

• Problems with school attendance, particularly if this is a new 
problem

• Lack of interest in former extracurricular activities
• Sudden request for a change in schedule
• Unexplained changes in behavior, grades, or quality of schoolwork
• Noticeable change in weight, demeanor, or physical appearance
• Isolation from former friends
• Little social contact with anyone but the dating partner
• Unexplained bruises or injuries
• Making excuses or apologizing for the dating partner’s 

inappropriate behavior
• New disciplinary problems at school, such as bullying other 

students or acting out
• Name-calling or belittling from a dating partner
Source: Break the Cycle’s Resource Manual for School Employees

Presenter Notes
Presentation Notes
You might not see dramatic warning signs like black eyes and broken bones, so it can be difficult to know for sure if they are experiencing abuse in their relationship. But if you know the signs to look for, you might be able to recognize an abusive relationship before it becomes dangerous.  To start, listen to your instincts- you probably wouldn’t be worried without good reason. Also, look for these red flags:


https://www.breakthecycle.org/sites/default/files/pdf/ta-teacher-manual.pdf


7-8x 
to 

leave 

Presenter Notes
Presentation Notes
Risk of all types of DV increase 75% when the victim leaves the relationship

Leaving is not easy. Cycle of violence
Love, Hope that things will change
Shame, stigma
Fear of increased violence
Lack of support and resources, especially housing 

On average, it takes a victim seven times to leave before staying away for good. Exiting the relationship is most unsafe time for a victim. As the abuser senses that they’re losing power, they will often act in dangerous ways to regain control over their victim.  (National Domestic Violence Hotline)




Risk Factors

Lethal Violence:
• Threatened with a gun 

 20 times
• Threatened with murder

 15 times
• Attempted strangulation

 10 times

Campbell, Jacquelyn C., et al. "Assessing 
risk factors for intimate partner 
homicide." National Institute of Justice 
Journal 250 (2003): 14-19.

Presenter Notes
Presentation Notes
“The Danger Assessment found that women who were threatened or assaulted with a gun were 20 times more likely than other women to be murdered.  Women who were threatened with murder were 15 times more likely than other women to be killed.”

“If safety planning, an abuser’s threats with a weapon or to kill should be rated as particularly serious, as should a possible murder’s access to a gun.”

Risk of all types of DV increase 75% when the victim leaves the relationship




How to Help

Presenter Notes
Presentation Notes
We need to build a culture of safety and equity in health.
As pediatric healthcare providers, we need to work to expand our resources, screening, and education for victims of violence.



Trauma-Informed Best Practices

1. Ensure there is a private space to talk with patients about 
their relationships

2. Always allow the patient to be in control – this includes 
during the interview and physical exam

3. Display posters and patient education tools in exam rooms, 
waiting rooms, and bathrooms to indicate that your health 
center is a safe place to discuss relationships

4. Develop a list of local resources for survivors and their 
families

Presenter Notes
Presentation Notes
Always allow the patient to be in control – this includes during the interview and physical exam. Ask for consent before doing anything. Explain what will be done, how it will be done, and why it will be done. 




Healing-Centered Engagement

Emphasizes both trauma and resilience as universal experiences, 
recognizes that trauma and healing occur within relationships, and 
empowers youth to actively participate in their healing process. 
Prioritizes relationships, connection to resources, empowerment, 
and autonomy. 

General practices that may facilitate this in healthcare settings 
include ensuring youth are aware of any limits to patient-provider 
confidentiality, providing opportunity for resource connection that 
is not disclosure-dependent, and using a shared decision-making 
approach when responding to disclosure. These practices can 
foster patient-provider trust, empower youth through choice and 
autonomy, and minimize risk for potential unintended harm 
related to healthcare.

Presenter Notes
Presentation Notes
Always allow the patient to be in control – this includes during the interview and physical exam. Ask for consent before doing anything. Explain what will be done, how it will be done, and why it will be done. 




IPV Education and Screening

Presenter Notes
Presentation Notes
Do you feel safe at home and in your relationships?
Do you have concerns about your child’s safety?
Would you like resources to help with violence?

“A critical gap remains in the delivery of health care to [victims of violence], with many providers discharging a [survivor] with only the presenting injuries being treated, leaving the underlying cause of those injuries not addressed.”

Screening affects the messages we send about what is and is not acceptable in relationships and family dynamics. 
Joint Commission visits to hospital including examination of screening for family violence.
Universal screening
Targeted screening: APA, ASA, STI/pregnancy, psych concern, LGBTQ, recent immigrants
TEAM collaboration for assessment treatment with a warm handoff system that avoids re-traumatization 

The most studied tools were the Hurt, Insult, Threaten, and Scream (HITS, sensitivity 30%–100%, specificity 86%–99%); the Woman Abuse Screening Tool (WAST, sensitivity 47%, specificity 96%); the Partner Violence Screen (PVS, sensitivity 35%–71%, specificity 80%–94%); and the Abuse Assessment Screen (AAS, sensitivity 93%–94%, specificity 55%–99%). 



IPV Education and Screening

Presenter Notes
Presentation Notes
The Joint Commission effectively mandates screening for IPV without regulating the quality and content of the actual procedures in practice. Without standardization or specific guidelines, hospitals are left to their own devices to develop an approach to IPV screening to comply. Therefore, this often results in the implementation of non-trauma-informed practice.

Instead of just screening, they should be mandating universal education, which is safer, evidence-based, and trauma-informed. 

In addition to screening, the Joint Commission outlines another requirement to report “cases of possible abuse and neglect to external agencies, in accordance with laws and regulations.” This approach assumes that the most important goals of intervention are identification and reporting. Using screenings as a pipeline to reporting fails to adopt a survivor-centered approach and essentially strips any control an individual has over their situation.

Health care practitioners around the globe report that a lack of time and privacy pose major barriers to the screening and identification of IPV. Responsibilities of clinicians are often numerous and challenging, leaving little room to build meaningful rapport with patients or discuss personal experiences of IPV. If hospitals interpret the Joint Commission’s “written criteria” as a one-time evaluation conducted during the first encounter with a patient, is there enough trust for a survivor to feel comfortable disclosing? If the nature of the provider-patient relationship is only short term, the lack of time for follow-up and ongoing care can potentially retraumatize patients without providing the proper support.
With regard to patient privacy, the physical layout of a hospital also has the potential to interfere with safe screening practices. Hospital staff have voiced concerns about the lack of confidentiality in curtained or shared patient spaces. If survivors do not feel that they have control over who can hear the details of their disclosure, not only are they less likely to share, but they also find themselves in a potentially unsafe situation. Additionally, requiring IPV screening runs the risk of providers asking patients about sensitive information with family members or possible perpetrators present. The risk of retaliation or further destabilization for the individual and their situation is too great to make this a safe method for screening and disclosure.

Mandatory training for health care workers delivered in conjunction with an on-site advocate has been shown to increase survivor referrals to community agencies more so than training alone. Furthermore, this practice has the power to limit retraumatization and boost mental health outcomes for IPV survivors down the line. Education is similarly beneficial for patients themselves and is currently recommended by Futures Without Violence as the standard approach to supporting survivors in health care settings. Through providing ample knowledge and resources to all patients, individuals are more likely to self-report and less likely to feel alone. Additionally, these individuals have been found to share the resources they receive with family and friends, only expanding familiarity with existing avenues to seek help. Lastly, a lack of privacy in health care environments functions as a barrier to both survivors disclosing experiences of IPV and clinicians inquiring about it in the first place. With all this being said, the four recommendations outlined above would help promote a safer, more patient-centered health care system.
With these things in place, we can better support survivors. Current practices of well-intentioned screening have the potential to cause harm. We should work to create change that promotes safety. Health care should shift its focus away from an IPV screening-to-reporting pipeline and toward universal education and support. This approach helps to normalize conversations about personal experiences and to ensure that all patients walk away with information they can use to get help.





AAP Clinical Report Recommendations 

• Consider providing universal IPV education to caregivers.
• Adhere to developmental screening guidelines and referral to 

specialists for children at risk or exposed to IPV.
• Validate the lived experiences of IPV survivors and maximize the safety 

of caregivers and child victims.



IPV Education and Screening

The goal of discussing IPV does not need be 
disclosure or detection of abuse

It is to provide education and resources about IPV 
and to normalize the topic, so that the patient may 

feel more at ease about disclosing and not feel 
coerced by someone in a position of power 

Presenter Notes
Presentation Notes
Remember – it is very important to not force a disclosure of IPV. While we should always educate and screen for IPV, the goal of screening is not disclosure, the goal lis to exemplify to our patients that it is safe to talk to us about this topic and that we are here for them. 

During the visit it is important to assure privacy, build trust, provide the patient choices, and focus on resilience and empowerment. 

Do you feel safe at home and in your relationships?
Do you have concerns about your child’s safety?
Would you like resources to help with violence?



CUES

C = Confidentiality
• Know your state’s reporting requirements 

and share limits of confidentiality 
• Always see patients alone

UE = Universal Education
• Give/open cards to start the conversation
• Emphasize you are a safe person

S = Support
• Disclosure is not the goal, but know how 

to support someone
• Make a warm referral
• Offer health promotion strategies



Sample Confidentiality Script

“Before we begin, I want to make sure you know that you can 
use the resources I'll share with you no matter what you choose 
to share with me today. But if part of your story is that you’re in 
a relationship with someone who is hurting you or you have 
questions about if something is ok in a relationship, I’m here to 
listen if you want talk. Sometimes when I’m talking to youth 
about relationships, they share that someone is physically or 
sexually hurting them or that they’re thinking about hurting 
themselves. When that happens, I need to talk to others to help 
make sure that young person is safe. That might include a parent 
or another caregiver, law enforcement, or others. If I need to do 
this, I let that young person know who I’ll be talking to and give 
choices about how that happens when I can. My main goal is to 
make sure that young person is safe.”

Source: Futures Without Violence



Universal Education

Source: futureswithoutviolence.org

Presenter Notes
Presentation Notes
The card helps women recognize how their relationship impacts their health and the lives of their children, in addition to providing information on safety planning and hotlines for support. This tool identifies specific health problems that may be associated with chronic stress from an abusive relationship and offers women guidance on how to talk to their children or a trusted friend about their experience.

Available in 10 languages



Universal Education

Source: futureswithoutviolence.org

Presenter Notes
Presentation Notes
The poster identifies aspects of both healthy and unhealthy relationships, encourages talking to a healthcare provider if the reader or someone they know has questions or is experiencing abuse



Support: Difficult Disclosures
• Listen and give support
• Accept what the patient is telling you
• Show concern
• Thank your patient for trusting you
• Talk about behaviors, not the person
• Avoid ultimatums
• Be prepared
• Decide on next steps together
• Social workers, DV advocates, and other providers 

can respond and provide support and resources

Presenter Notes
Presentation Notes
Safe space
Document findings
Assess immediate needs & danger
Validate, communicate and empower
Review options and develop plan
Medical treatment
Warm referrals
Maintain privacy and confidentiality



Support: Specific Language

• You are not crazy, you are not alone, you are not to 
blame

• I am sorry you were treated this way
• You have courage and stamina
• You have choices
• You can make your own decisions
• You are welcome here anytime



Support: What if there is no disclosure…

• “You say you are safe, but I want you to know 
that I am concerned.”

• “IPV is common. Here are some resources if you 
or someone you know need access to help.”

• Ask a social worker to see the patient and 
conduct an additional safety screen

On average, it takes a victim seven times to leave 
before staying away for good

Presenter Notes
Presentation Notes
It is important to realize that many times you may still be concerned about your patient’s safety even if there is no disclosure. 

Continue to provide medical care



Mandatory Reporting – know your state laws

Family where IPV occurs:
• If the patient is injured
• If the patient was in the room or witnessed 

the act(s) of violence

Dating violence:
• No mandatory reporting requirement (but 

normal age considerations apply)

Lawyers are not mandatory reporters
• May be useful in immigration cases

Presenter Notes
Presentation Notes
It’s complicated – balance between child abuse/protection and autonomy.

 Mandatory reporting laws in the majority of US states categorize exposure to IPV as child abuse. These laws require health care professionals to report exposure to IPV to the appropriate authorities, which has the potential to lead to the removal of children from the home. Survivors are often acutely aware of this possibility, which further holds them back from seeking help.

Additionally, this kind of reporting has the potential to continue the existing oppression of vulnerable populations, specifically children of color. Black and Indigenous children face a statistically higher risk of being removed from their homes following a report of IPV in the family. The screening-to-reporting practice mandated by the Joint Commission seems to suggest that identifying risk and reporting to the appropriate authorities will appropriately address the issue(s) at hand. However, studies show that more than 75 percent of survivors report fearing the police and, of those who did make contact with law enforcement, more than two-thirds felt less safe afterward. Furthermore, it is important to understand that survivors who have negative experiences disclosing IPV are less likely to disclose in the future, and ultimately less likely to seek help—shouldn’t screening practices be designed to help?

Wisconsin law (48.981(2)) requires that any mandated reporter who has reasonable cause to suspect that a child seen by the person in the course of professional duties has been abused or neglected, or who has reason to believe that a child seen by the person in the course of professional duties has been threatened with abuse or neglect and that abuse or neglect of the child will occur, make a report to county CPS or law enforcement.

The Wisconsin Age of Consent is 18 years old.
There are two ages of consent in Wisconsin. Minors aged 16 and 17 can consent to sexual touching but not intercourse. At age 18, intercourse is no longer illegal between two adults. The law is clear that anyone under age 18 who engages in sexual intercourse is considered to be a victim.

The age of consent in Wisconsin is 18 and there is no close-in-age exception. There is, however, a marital exception which allows a person to have sex with a minor 16 or older if they are married to the minor. If the minor is below 16 both sexual intercourse and any sexual contact are a felony; sexual intercourse with a minor 16-17 by a perpetrator who is not married to the minor is a Class A misdemeanor. However, Wisconsin has a child enticement law that prohibits people of any age from taking people under 18 to a private area such as a room and exposing a sex organ to them or having the minor expose their sex organ to them. This is a Class B or C felony.[222] 948.09 Sexual intercourse with a child age 16 or older. Whoever has sexual intercourse with a child who is not the defendant's spouse and who has attained the age of 16 years is guilty of a Class A misdemeanor.



Biases of Mandatory Reporting

https://www.nbcnews.com/news/us-news/child-abuse-mandatory-reporting-laws-rcna50715



Documenting in the Medical Record

It is very important to consider who may have access to 
the medical record when documenting sensitive 
information that was shared with you

Abusers may have access to the child’s record so it is 
crucial to not document any information that may 
threaten safety



Multidisciplinary Teams and Approach

Child protective services
Clergy
Court
Domestic violence advocate
Friends and family
Housing
Job
Medical
Mental health
Police
Schools
Shelter
Social work
Support group

Presenter Notes
Presentation Notes
Schools and school social workers
Children’s hospitals
Emergency departments
Child and adolescent protection centers
Social work
Child protective services
Community and national resources



Survivor Needs 





Case: 6-month-old with URI Symptoms
Mom is sitting on the bed holding the baby and dad is sitting in 
the chair. As you start asking questions about the baby, dad 
answers all the questions. Whenever mom tries to answer a 
question, dad interrupts her and corrects her. Dad is worried 
that mom got the baby sick because she took the baby to see 
some family members. While taking to the parents you notice 
that mom has a black eye. 

You diagnose the baby with a URI and provide anticipatory 
guidance regarding supportive care and return precautions. 

Is there anything else you should do for his family prior to 
discharge?

Presenter Notes
Presentation Notes
How would you provide universal IPV education and/or screening for this family?



Resources

National Domestic Violence Hotline: 800-799-7233
National Teen Dating Abuse Hotline: 866-331-9474
National Sexual Assault Hotline: 800-656-4673

www.futureswithoutviolence.org
www.nrcdv.org
http://ipvhealth.org
www.breakthecycle.org
www.joinonelove.org
www.loveisrespect.org
https://www.cdc.gov/violenceprevention/

Presenter Notes
Presentation Notes
National Domestic Violence Hotline: 800-799-7233
National Teen Dating Abuse Hotline: 866-331-9474
National Sexual Assault Hotline: 800-656-4673


http://www.futureswithoutviolence.org/
http://www.nrcdv.org/
http://ipvhealth.org/
http://www.breakthecycle.org/
http://www.joinonelove.org/
http://www.loveisrespect.org/
http://www.futureswithoutviolence.org/


Resources



Conclusions
• IPV and exposure to IPV are common

• Exposure to IPV leads to a wide range of negative 
physical, mental, and psychosocial health consequences

• The goal of discussing IPV does not need be disclosure or 
detection of abuse

• A trauma-informed, multidisciplinary approach can be 
useful for survivors to receive the health treatment and 
advocacy service referrals that they need



Questions?

Lenore Jarvis MD, MEd
ljarvis@cnmc.org

mailto:ljarvis@cnmc.org


Evaluation

Please take a moment to complete 
your evaluation. 

Thank you!
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