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Introduction:

Hey everyone, my name is Ambreen Surmawala and | am a 4" year medical student at
the University of Alberta. This PedsCase will discuss Domestic Violence, a prevalent,
but often difficult issue to address in the clinical Pediatric setting.

A special thank you to Dr. Melanie Lewis, a Professor in the Department of Pediatrics at
the University of Alberta, for her support and contribution to this podcast.

Let’s start with a clinical case:

Nina, a 28-year-old female, accompanied by her husband, Jerry, is bringing their 18-
month old daughter, Sophie, to your clinic for a routine well child check. When reviewing
her chart, you notice she has rescheduled several appointments over the past few
months, including 3 no-shows. You recall that this is her first child and start your
interview by discussing how she is coping. Nina apologizes for the missed appointments
and admits that amidst “various ongoing stresses”, she has been unable to take Sophie
for her 12 month immunizations. She also reports that Sophie has not been eating well
lately and is worried about possible weight loss. You validate her concerns and decide
to proceed with Sophie’s examination.

Is there anything else you should be concerned about, and how can you address it?

This PedsCase will discuss the following objectives and then return to the clinical
scenario:
1. Discuss the depth of impact of domestic violence (DV)
2. List the risk factors of DV
3. Identify signs of exposure to violence in pediatric patients or their parents
4. Develop an approach to managing DV presentations
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What is Domestic Violence?

Domestic violence, often referred to as intimate partner violence (IPV), is characterized
as repetitive behaviors aimed at enforcing control or dominance within an intimate
relationship. These behaviors range from actual or threatened physical, sexual,
emotional, and psychological abuse to social and economic manipulation or coercion
against one’s will. The impact of these occurrences include direct consequences of the
event itself, as well as fear of future similar or more severe events. Understandably, it
spans far beyond the couple, to any associated children, other family members,
community groups and society as a whole.

Epidemiology

Let’s quickly talk about the prevalence of IPV. Recent Canadian statistics approximate
96 000 victims of IPV aged 15 to 89 years in 2017 alone. Many cases likely go
undetected but IPV still accounts for 30% of all violent crimes reported to the police. It is
estimated up to 362 000 children in Canada are directly exposed every year, with even
more indirectly subjected to the consequences of this violence. Most research focuses
on females as they comprise 80% of all victims, and because they are much more likely
to be injured or killed as a result of IPV. This podcast will also be focusing on male-
instigated violence but female offences should also be identified and treated similarly.

Impact of Childhood Exposure to IPV

It is important to note that domestic violence is not restricted to the home setting. It can
occur in any type of intimate relationship, including former or current, same sex or
heterosexual, and amongst married, common-law or dating partners. Witnessing
violence involves direct observation of the incident or any of its outcomes, including
visible injuries and emotional distress. The short and long term effects of this exposure
can vary based on factors such as the child’'s age and maturity, the frequency, severity
and proximity to the events, association to the offender, accessibility to healthy social
supports and stability in other aspects of their life.

The presentation of a child exposed to IPV can vary. Most changes are difficult to
observe in a short clinical encounter but can be inferred from the parents’ accounts.
Infants may be inconsolable, have developmental delays, dysregulated sleep, abnormal
attachment patterns or inadequate feeding resulting in failure to thrive. Parents of
toddlers might complain of increased attention seeking behaviors. Preschoolers may
demonstrate insecure attachment patterns, refuse to engage with peers or may become
increasingly aggressive and recreate the events they’'ve withessed through pretend
play. In school aged children, there is increased incidence of absenteeism due to
somatic complaints and concentration difficulties, leading to poor performance and
increased diagnoses of ADHD. Social skill development can also be impaired, resulting
in ongoing peer conflicts. Adolescents may appear emotionally disengaged and
participate in risky behaviors with a disregard for possible consequences. They are also
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at a higher risk of forming unhealthy intimate relationships of their own, by becoming an
offender or victim of IPV, and propagating a cycle of violence. Older children who are
more cognisant of the incident may feel guilt or burden themselves with blame. These
are all considered non-adaptive responses to the negative exposures. However, in
some cases, school aged or adolescent children may develop positive coping strategies
such as seeking refuge in healthy friendships, focusing on extracurricular activities, or
finding other safe spaces away from the violence. They may also take on more
responsibilities in and around the home, including caring for their siblings or the
victimized parent, through a role reversal known as “parentification”.

In addition to the effects of withessed violence, there is a 25-50% chance of comorbid
child abuse or neglect in families facing intimate partner violence. Some children may
be at increased risk including those with chronic illnesses, congenital defects, low birth
weight, difficult sleep or feeding patterns and those with other special needs. Though
domestic violence is an independent risk factor, other parent related risk factors for child
abuse include previous history of abuse, poverty or low income living, single parent
households, alcohol and substance abuse, and adolescent pregnancy.

The long term effects of domestic violence can span all aspects of a child’s life and
follow them into adulthood. These include mental health disorders such as depression,
anxiety, PTSD, conduct disorder, substance use disorders, and borderline and
antisocial personality disorders. Data shows that exposure to greater than 10 incidents
before the age of 16 doubles the likelihood of suicide attempts. Some studies also
suggest that exposure to IPV and associated maltreatment, especially under the age of
2 years, is linked to impaired cognitive development. This has been indicated by
decreased |Q scores and learning disabilities.

The Physician’s Role

Unfortunately, the physician recognition and intervention rate for intimate partner
violence is low due to barriers such as inadequate education on the topic, unfamiliarity
with local resources, perceived shortage of time to address risks during appointments,
hesitation of exploring the topic due to fear of transgression, personal experience with
violence and patients’ fear of disclosing. The Physician’s role lies in appropriate
screening, assessing the safety of the parent and child, assisting in the development of
an emergency plan, documenting discussions and referring to other resources as
needed.

The approach to screening can differ based on presence of risk factors and signs and
symptoms. IPV is more common in young women under the age of 35 years, those
living with a disability or mental health disorder, previous history of injury during
pregnancy, and history of alcohol or substance abuse by either partner. Social stressors
and IPV should also be considered when a parent is unable to attend scheduled
appointments, provides inconsistent histories, or is noncompliant or delayed in seeking
treatment for their child or themselves. Victims may hide both emotional and physical
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injuries well, but one may pick up on relationship dynamics if partners are overbearing
or hesitant to leave the victim alone with the physician. Pregnant patients subjected to
violence may present with increased complications such as fetal trauma or placental
abruption. Signs and symptoms in children are also nonspecific but may coincide with
PTSD or other age-related behavioral responses discussed earlier in this podcast and
should also prompt a physician to inquire about IPV.

In the absence of risk factors or indicators of IPV, it can be sufficient to offer a safe
space for discussion with statements such as “Raising a child is difficult and we’re here
to support you in that journey. It is our job to ensure our patients and their families are
safe. If you are ever worried about someone harming you or your child, we want you to
know you can come to us for support.” Asking a single open ended question can also
encourage discussion and increase detection rates, such as “Every couple has
disagreements. How do you and your partner resolve conflicts?”

In the presence of suspicion, these statements can be followed up by tools to directly
assess risk. One of these is the HARK questionnaire that asks
“Are you now or have you ever been

a) Humiliated or emotionally abused by a partner

b) Afraid of a partner

c) Raped or forced to have sexual activity by a partner

d) Kicked, hit, slapped or otherwise hurt by a partner”

Another commonly used screen is HITS, that quantifies by asking “how often does your
partner

a) Hurt you physically

b) Insult you or talk down to you

c) Threaten you with harm

d) Scream or curse at you

Though the above screens are directed at parents in a pediatric setting, questions can
also be tailored to adolescent patients. A discussion can be started by stating “Many
teens face bullying or violence from peers, partners or family members so | routinely ask
my patients about this.” This can then be followed up on a case by case basis with
questions about their own relationships and family members. It is important that
questioning about IPV should not be done with the partner, other adults or any child
over 2 years of age in the room.

If there are concerning signs and/or symptoms, but there is no disclosure of IPV, assess
for other causes of stress such as finances, bullying, loss of a caregiver, witnessed
violence in the community, or interaction with legal authorities for other reasons.
Physicians should also explain their concerns including the short and long term impacts
of IPV to build rapport and offer a safe space for disclosure at the patient’s discretion.
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If there is disclosure of IPV, the physician must assess the safety of the victim and
children involved. In case of imminent danger, security, police, or child and family
services should be contacted. If there is no immediate threat, the physician should
conduct a focused mental health evaluation to assess the needs of the victim, the
appropriateness to send them home and their readiness to discuss a plan of action. As
victims may be in various stages of readiness for change (recall these are pre-
contemplation, contemplation, preparation, action, maintenance and relapse), this will
help guide the next steps and appropriate resource referrals. On a case by case basis,

a personalized safety plan can be created to include the following:

1) A list of safe spaces to take shelter if there is a need to flee from the home

2) A secret signal to alert neighbors or children when to call 911

3) A prepared emergency kit containing important documents including
ID/passport/social insurance number (SIN), bank statements, and home
agreements, money, jewelry and other items of sentimental value, clothing,
child’s items including birth certificate, immunization records, favorite toy.

4) List of things to do after termination of the relationship that will establish
independence such as opening a new bank account, changing locks, etc

5) Names of friends, family, or neighbors who will be easy to access when in crisis
and will empower them in times of weakness, sadness or loneliness

The next step would be accurate documentation. If the patient chart can be accessed by
other staff, the physician may choose to document the discussion in non-specific terms
such as “family problems” or “difficult social situation”. If there are physical injuries or
disclosure of specific incidents, details should be reported in a restricted section.
Documentation can then be accessed later to aid any legal processes such as police
reports, restraining orders, social services involvement, and custody cases.

If the physician is able to accurately identify patients and families in need of support,
case specific resources can be provided, including a list of region specific crisis hotlines
and local emergency shelters. Some regions may have an easy to remember navigation
service such as 2-1-1 in Alberta. Physicians can also provide resources to the family
such as the Zebra Child Protection Center and with the parent’s permission, refer to
other child specific mental health services, and grief and trauma counselling. Being part
of a primary care network has the added benefit of providing comprehensive approach
and better continuity of care through involvement of a multidisciplinary team.

**It is important to note that even without evidence of imminent danger, if a physician
discovers that children are being exposed to domestic violence they are obligated to
report to Child & Family Services or the equivalent in their province or state. These
services are available to provide case specific advice to Physicians without violation of
FOIP.
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Prognosis and Prevention

In the absence of appropriate intervention, children and families may face ongoing
violence leading to long term physical and mental sequelae and increased risk of death.
Early identification and intervention is key to interrupt the cycle of violence but
prevention is most effective in reducing long term consequences. Some schools have
started to implement programs for effective communication and conflict resolution
strategies for children at a young age. Physicians can also discuss these with parents
and older children at well child visits and encourage healthy disciplinary practices, rule
consistency, and open reciprocal communication.

Now back to our case example of Nina and Sophie.

Your examination of Sophie is largely normal but you do notice she has dropped one
percentile line on her weight growth chart. You attempt to inquire further about her daily
routine but Nina appears distracted by Sophie’s continuous crying. You capitalize on
this and ask Jerry to take Sophie out of the room for a walk. Now that you have Nina
alone, you initiate a conversation about her personal relationships with a normalizing
statement such as “sometimes having children can put a strain on our personal
relationships” and then inquire “How have things been with your husband lately?”. She
hesitantly admits to him being increasingly controlling and making it difficult for her to
see family and friends. She denies any immediate safety concerns for herself or Sophie
but describes several instances of verbal aggression by her husband towards her. At
this point, Nina stops the discussion and states it is time for her to feed Sophie. You
acknowledge that this is a difficult topic to discuss and thank her for sharing with you
today. You suggest some meal supplements for Sophie and frequent follow up with a
longer appointment slot to touch base with Nina as well. You also provide her with
counselling resources and develop a personalized safety plan together, should her
situation escalate in the meantime. She is grateful for your support and books a follow
up appointment in 1 month.

Summary: Now let’'s go over some take-home points.

1) Domestic violence, also known as Intimate Partner Violence, is classified as any
behavior intended to exert dominance in a relationship and can be physical,
psychological or social in nature.

2) Children who are directly targeted or witness IPV, can face short and long term
impacts on their physical and mental health.

3) As the signs and symptoms can be non-specific or non-evident, Physicians
should routinely screen for IPV, and use more directed questions when there are
child or parental risk factors present.

4) Physicians have a duty to report IPV to Child and Family Services (or the
equivalent in their state/province). These agencies can also be consulted
confidentially for Physician guidance.
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5) All discussions should be securely documented and appropriate resources,

referrals and follow-up appointments should be made to address any ongoing or
future concerns.

Conclusion

Thanks for listening to this Podcast on Domestic Violence! | hope you found it
informative and applicable to Pediatric practice!
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