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KEY POINTS

¢ Intimate partner violence (IPV) is a pervasive public health epidemic that influences child
health and thriving. In this article, we discuss how pediatric health-care providers and sys-
tems can create healing-centered spaces to support IPV survivors and their children.

e We review the use of universal education and resource provision to share information
about IPV during all clinical encounters as a healing-centered alternative to screening.

e \We also review how to support survivors who may share experiences of IPV, focused on
validation, affirmation, and connection to resources. Community-medical partnership
development to collaborate with victim services agencies is discussed as are evidenced-
based IPV training.

In April 2021, as coronavirus disease 2019 (COVID-19) vaccination efforts were under-
way, a parent and her 2 children came to a pediatric primary care clinic for worsening
enuresis. Privately, the parent shared that they were experiencing compounding
stressors since the pandemic began, due to her expartner and coparent. He tried to
keep her children away from her, stating that her job as a nursing assistant put her
at high risk of being infected with COVID-19 and intermittently shut off her cell-
phone service. She was hesitant to reach out to services because she was not sure
if what was happening constituted as “abuse” and did not know to whom to turn.
Together, we called a local victim services agency, who provided legal services and

2 Division of General Academic Pediatrics, University of Pittsburgh and UPMC Children’s Hos-
pital of Pittsburgh, 3414 Fifth Avenue, Pittsburgh, PA 15213, USA; b Division of Pediatric
Emergency Medicine, Children’s Hospital of Pennsylvania, 3401 Civic Center Boulevard, Phila-
delphia, PA 19104, USA

* Corresponding author.

E-mail address: ragavanm@chp.edu

Pediatr Clin N Am 70 (2023) 1069-1086
https://doi.org/10.1016/j.pcl.2023.06.016 pediatric.theclinics.com
0031-3955/23/© 2023 Elsevier Inc. All rights reserved.

Descargado para Anonymous User (n/a) en National Library of Health and Social Security de
ClinicalKey.es por Elsevier en diciembre 07, 2023. Para uso personal exclusivamente. No se
permiten otros usos sin autorizacion. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.


mailto:ragavanm@chp.edu
http://crossmark.crossref.org/dialog/?doi=10.1016/j.pcl.2023.06.016&domain=pdf
https://doi.org/10.1016/j.pcl.2023.06.016
http://pediatric.theclinics.com

1070

Ragavan & Murray

supports, as well as helped her procure her own cellular phone. At a follow-up visit,
she noted that her partner was now trying to use her diagnosis of depression to get
custody of her children but felt well supported by the victim services agency.

Intimate partner violence (IPV) is a pervasive public health epidemic causing health
impacts across the life span. The National Intimate Partner and Sexual Violence Sur-
vey found that nearly 47% of women and 44% of men have experienced sexual
violence, physical violence, and/or stalking at some point in their lives.” For women,
27% first experienced IPV before the age of 18, and of those reporting IPV, 1 in 3
was injured and 1 in 8 needed medical care." Historically, IPV research has been
gender binary; important emerging work is showing that gender diverse people (sex
assigned at birth does not match gender, such as transgender and gender nonbinary)
are more likely to experience IPV, rooted in transphobia, genderism, and homopho-
bia.?* Finally, data show that 1 in 5 children are exposed to IPV, and this number
increases to 1 in 4 during adolescence” with even higher prevalence for youth expe-
riencing marginalization.® Pediatric clinicians have a responsibility and opportunity
to support IPV survivors and their children using healing-centered approaches.®”

INTIMATE PARTNER VIOLENCE IS ROOTED IN POWER AND CONTROL

Fundamentally, IPV is rooted in power and control, where an abusive partner uses
different behaviors and tactics to control, discredit, manipulate, or assert power over
their partner. Power and control behaviors may occur in a variety of ways including
through isolation, threats, physical or sexual violence, economic or financial coercion
(eg, ruining someone’s credit), spiritual abuse, immigration-related abuse, among
others.®~'° For example, during the COVID-19 pandemic, IPV survivors reported that
partners took their stimulus checks, tried to limit their health-care access, and would
turn off Wi-Fi and cellular technology thereby isolating them during shelter-in-place or-
ders."'"® Important to pediatrics is use of children (especially child custody) to manip-
ulate or control IPV survivors.'*'® [PV can also manifest within pediatric health-care
settings, by abusive partners controlling medical decision, manipulating appointment
times, or stalking through use of patient portals.'®

STRUCTURAL OPPRESSIONS INFLUENCING INTIMATE PARTNER VIOLENCE
SURVIVORS FROM MARGINALIZED COMMUNITIES

IPV affects all communities; however, survivors from marginalized communities,
including those identifying as people of color (Black, Indigenous, Latine [a gender-
neutral alternative to Latino/a or Hispanic], Asian, Pacific Islander, and Multiracial),
sexual and gender diverse, immigrants and refugees, non-English speaking, or survi-
vors living in poverty or with disabilities may be uniquely affected by IPV.'” The lived
experiences of IPV survivors from marginalized communities can be situated within
intersectionality theory, which describes that social category (ie, race, immigration
status, language, and socioeconomic status) intersect at the microlevel to affect indi-
vidual experiences (ie, IPV, help-seeking), which reflect multiple interlocking systems
of oppression and privilege at the macrolevel (ie, racism, xenophobia, ableism, and
classism).'”1°

Abusive partners may use structural-level oppressive policies and practices as a
way to control and cutoff survivors from resources. As an example, abusive partners
may threaten to reveal a survivor’s immigration status or refuse to sponsor permanent
residency, thereby using xenophobic policies and practices against an IPV survi-
vor.'”-20 Similarly, IPV survivors identifying as gender or sexual diverse may experi-
ence violence related to intersecting transphobia, genderism, and homophobia (eg,
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discrimination in health-care settings, partner threatening to “out” them),?'~2% which
may be particularly harmful in the context of an increase in anti-lesbian, gay, bisexual,
transgender, queer or questioning, intersex, asexual, and more (LGBTQIA) + laws
occurring at the state level. Past studies has also shown that Black survivors are
less likely to be believed and may not feel safe engaging law enforcement.?*2° Survi-
vors living in poverty are more likely to experience economic abuse and face housing
insecurity®® and experience abuse again after leaving a relationship.?” Fundamentally,
clinicians must work to disrupt the oppressive policies and practices that affect survi-
vors’ ability to access resources and thrive.

INTIMATE PARTNER VIOLENCE EXPOSURE INFLUENCES CHILD HEALTH

Decades of research have demonstrated that exposure to caregiver IPV influences
child health, development, and thriving. Historically, articles have used a deficits-
focused approach with long lists of negative child health outcomes; it is critical to shift
to strengths-based approaches recognizing that IPV survivors do a remarkable job
keeping their children safe and healthy. Further, children exposed to IPV are not
“destined” to experience lifelong health impacts when they and their families are pro-
vided compassionate support and resources. With this framing in mind, IPV exposure
has been associated with child mental health symptoms,?® development delay,?®
chronic health concerns such as asthma,®® and experiences of partner violence during
adolescent relationships.® IPV is also associated with child abuse and neglect.®':32
The impact of IPV on child and parent health further underscores the responsibility
and opportunity for pediatric clinicians and systems in supporting IPV survivors.

HEALING-CENTERED ENGAGEMENT: A STRENGTHS-BASED FRAMEWORK

When considering how best to support parents and caregivers experiencing IPV, we
recommend the use of a healing-centered engagement framework. Healing-
centered engagement is a strength-based, antiracist framework that prioritizes heal-
ing, connection to social supports, and referrals to victim services agencies.'"-33-35
Core to healing-centered engagement is the recognition that trauma and healing occur
at the individual and collective levels, and that trauma and healing may occur concur-
rently. Healing-centered engagement is strength-based —rather than asking survivors
to relive their trauma, it focuses on highlighting their strengths and understanding their
priorities. This may be particularly important when considering the intersectional expe-
riences of IPV survivors from marginalized communities, who understandably may not
trust health-care systems due to historical and current day discrimination and may not
feel comfortable sharing IPV experiences in health-care spaces. A healing-centered
approach can be used to both universally discuss IPV and support IPV survivors
who share their experiences during a clinical visit, as detailed below.

UNIVERSAL EDUCATION AND RESOURCE PROVISION

Universal education and resource provision is an alternative to IPV screening, where all
families are given brief education and resources around IPV rather than providing this
information only to those who screen positive.'"3%37 Such an approach shifts the
paradigm away from disclosure-based strategies toward recognition that health-
care settings must provide all families education and resources around this pervasive
trauma. Providing resources to everyone also allows caregivers to share information
with family and friends; even if they do not need resources, it is likely they will know
someone experiencing IPV.
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Fig. 1. CUES overview.

One universal education and resource provision framework is Confidentiality, Uni-
versity Education and Empowerment and Support (CUES)*%%” whose steps are shown
in Fig. 1 and include discussing confidentiality, providing a brief script around IPV and
resources to all families, and connecting families to more support if needed. CUES ed-
ucation scripts and resources can be IPV specific or part of a larger conversation
about social and structural influences of health. Sample scripts are provided in an
article by Ragavan and colleagues.’” CUES approaches have been tested through
cluster randomized clinical trials in other settings, including family planning clinics,®®
college health centers,®® and school-based health centers.® These studies showed
that the use of CUES is feasible and acceptable and increases self-efficacy to access
resources, knowledge about IPV prevention, and, for adolescents, decreased violence
victimization among those who reported IPV at baseline. Another similar universal ed-
ucation and resource provision approach is provide privacy, educate, ask, respect,
and respond.*' Passive materials such as handouts in bathrooms, posters on the
walls, and easy access to helpline numbers can also be helpful to share information
securely and privately around IPV.*? Universal education and resource provision
can be used in different pediatric health-care settings (eg, outpatient, inpatient, spe-
cialty, and emergency department) and during various types of health-care encoun-
ters. These approaches can also be used if the clinician has concern about IPV.
Importantly, universal education and resource provision has not yet been tested in pe-
diatric primary care clinics or with parent or caregiver IPV survivors, demonstrating an
important area for future research.
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Pediatric clinicians or settings may also choose a screening approach, where all
caregivers are asked about IPV at regular intervals through written or face-to-face in-
quiry. Limited evidence exists for how best to implement parental and caregiver IPV
screening in pediatric health-care settings although the United States Preventives Ser-
vices Task Force does recommend screening for reproductive age women in adult
settings.*® If screening is used, we recommend it is included as part of universal ed-
ucation and resources and several challenges must be considered, particularly in the
context of pediatric health-care settings.

e PV survivors may not feel safe disclosing, due to concern about escalating
abuse, child protective services (CPS) reporting, lack of trust in the health-care
systems due to structural racism and historical trauma, among others.** As an
example, in a study of more than 2000 IPV survivors, 35% said they did not
ask for help because they were concerned their information would be reported
to authority figures.*® This concern is similarly reflected in recent data on
screening in primary care settings more broadly, which showed only 8.5% of pa-
tients reported IPV and 65% of IPV screens resulted in patient refusal.*®

e Screening tools often focus on physical, sexual, and psychological IPV and may
not be inclusive toward survivors experiencing other types of controlling and
abusive behaviors.

e Screening may add data around trauma to the electronic medical record, which
may be unsafe particularly if the abusive partner is a coparent or caregiver and
has access to patient portals.

e Face-to-face inquiry around IPV must occur confidentially, without verbal chil-
dren (3 years or older) or other family members present.*” Screening through
telemedicine is not advised because privacy cannot be guaranteed.

e Screening without support is not sufficient; if screening is preferred, resources
must be available for survivors.

SUPPORTING INTIMATE PARTNER VIOLENCE SURVIVORS WHO DISCLOSE

In healing-centered engagement, disclosure is never the goal; however, when clini-
cians create healing spaces through universal education and resource provision, dis-
closures may happen. Disclosing IPV is a personal decision, and survivors may
choose to disclose depending on their safety, supports, challenges, trust of the clini-
cians, and so forth. As described earlier, it is critical to remain survivor-centered; forc-
ing a survivor to disclose may inadvertently perpetuate cycles of power and abuse.
Fig. 2 describes steps to support a survivor after they disclose (the “S” step in
CUES). After a survivor shares their experiences, the clinician should provide valida-
tion and empathy and then should listen to the survivor, collaborating with them to
share what feels most comfortable.*® Important for the pediatric setting is to never
discuss IPV in front of other family members, including a verbal child.*” We recom-
mend having another team member sit with the child or scheduling a follow-up call
with the survivor at a time, which is safe for them. We also recommend providing
connection to victim service agencies or other individuals with expertise in IPV.*°
Some survivors may prefer calling the victim service agency during the clinical visit
and others may prefer to take the information and call when they feel ready. Clinicians
can schedule follow-up appointments if this is helpful to the survivor and begin sup-
porting IPV survivors with safety planning in health-care settings, if it is safe and
feasible. Here, we offer words of caution particularly that safety planning and IPV ex-
periences should never be discussed in front of other family members or friends,
including verbal children. We highly recommended collaborating with a victim services
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Affirm and listen in a safe and
private location
"Thank you for trusting me

with your story."

"l am here for you."

Connect survivor to resources

"We have partners who can
support you. | would be happy to
connect you with them today or
can share their information with
you."

Follow up

"l am here for you anytime.
Would you like to schedule a
follow up appointment or
phone call?"

Fig. 2. Supporting a parent or caregiver who discloses IPV.

agency to provide safety planning, as described in subsequent sections. Table 1 in-
cludes a safety-planning template.

Mandated Reporting to Child Protective Services

An important consideration in supporting IPV survivors in pediatric settings is
mandated reporting to CPS. Clinicians must know their state laws because the
majority of states do not require mandated reporting for children whose parents or
caregivers are experiencing IPV, although some do, and laws are not static.° Inter-
estingly, there is little best practice consensus around this topic. In a Delphi study of
pediatric IPV experts (which did not include survivors themselves), consensus was
reached that reporters should not file with exposure to IPV alone but should file
with co-occurring child abuse and neglect.®' There are multiple concerns around
CPS reporting including escalation of abuse, further trauma for the family, and
CPS reporting not leading to increased support or resources. In a survey on
mandated reporting (including to CPS) of more than 2000 IPV survivors, 50% said
a mandated report made their situation much worse.* It is also critically important
for clinicians to understand how historical and current structural racism embedded
within CPS and health-care systems has led to racial disproportionality within the
CPS system, with children of color (particularly Black and Indigenous children) being
overrepresented.®?%® Clinicians should consider a transformative justice approach;

Descargado para Anonymous User (n/a) en National Library of Health and Social Security de
ClinicalKey.es por Elsevier en diciembre 07, 2023. Para uso personal exclusivamente. No se
permiten otros usos sin autorizacion. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.



Supporting Intimate Partner Violence Survivors

Table 1
Resources for pediatric clinicians

American Academy of Pediatrics
Intimate Partner Violence website

https://www.aap.org/en/patient-care/intimate-
partner-violence/

Futures Without Violence mandated
reporting guidelines

https://promising.futureswithoutviolence.org/
mandatory-reporting/

Futures Without Violence Issues Briefs

https://www.futureswithoutviolence.org/
AAPIssueBriefs

Children’s National Hospital Intimate
Partner Violence training videos

https://www.aapdc.org/domestic-violence/

National Domestic Violence Hotline

https://www.thehotline.org/

Futures Without Violence guidelines
for developing community-medical
partnership

https://ipvhealthpartners.org/

Children’s Hospital of Philadelphia
video training

https://injury.research.chop.edu/blog/posts/new-
resource-alert-addressing-domestic-violence-
healthcare-settings

Healthy Children.org resource for
parents

Stress and Violence at Home During Challenging
Times—HealthyChildren.org

how can we prevent harm and violence without causing more harm and violence,
and how do we hold the duality that we are mandated reporters but are reporting
to (and from) systems rooted in racism, xenophobia, and other forms of oppression.
Clinicians should review the work of Dorothy Roberts (and others; recent example is
the book Torn Apart)®>* who share how to disrupt racial disproportionality within the
CPS system and provide recommendations for grassroots, family-based, antiracist
alternatives.

As we work to transform systems, we also recognize that clinicians may need to file
CPS reports depending on state requirements and particularly in cases of co-
occurring child abuse and neglect. In the Delphi study described above, consensus
was reached around several best practices clinicians should consider when filing is
indicated.®"

e Survivors should be told why the report is needed.

e Survivors should be provided validation and affirmation that we are here to sup-
port them.

e Survivors be given the opportunity to file the report on their own (when possible,
to allow them to control the situation).

e Clinicians should connect IPV survivors with resources and supports to develop
safety plans.

Considered together, these recommendations underscore the importance of prior-
itizing supporting over simply reporting. Futures Without Violence has guidelines for
pediatric clinicians about how best to support families in the context of mandated
reporting (see Table 1).

Documentation of Intimate Partner Violence in the Electronic Medical Record

Documentation of parental or caregiver IPV in pediatric settings is unique because cli-
nicians are documenting caregivers’ experiences in the child’s medical chart. Clini-
cians must be aware of potential implications of documentation, particularly in the
context of the 21st Century Cures Act where patients have access to their and their
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children’s medical records.®>:°® Documentation should be brief, objective, and when-
ever possible use coded languages (eg, family described stress).®” Clinicians should
not share documentation with information around IPV; in fact, IPV is one of the reasons
where it is allowable to not share a note. It is our practice to document IPV in a sepa-
rate, unshared noted rather than not sharing the full note. We also recommend care-
fully reviewing the full electronic medical record to ensure information around IPV is
not inadvertently listed elsewhere (eg, problem list, social determinants of health
screening, address, safe phone number, and so forth). Clinicians should always ask
survivors how and where it is safe to document because they are the experts in their
own safety and should be able to control how this information is documented in their
child’s medical chart.

COLLABORATION WITH VICTIM SERVICES AGENCIES
Victim Services Agencies

Victim services agencies support IPV survivors and are critical partners in the pediatric
medical home and health-care infrastructure. Victim services agencies started as
grassroots networks in the 1970s; now there are more than 1800 agencies serving
77,000 survivors daily.>®5° Services exist at the national, state, and local levels. The
national domestic violence hotline (https://www.thehotline.org/) has a 24/7 phone,
text, and chat feature where survivors can connect with IPV advocates. Coalitions
exist at the state level to provide coordination and collaboration among victim services
providers. At the local level, most counties have at least one victim services agency,
which offer a wide range of services as shown in Fig. 3 (clinicians should check with
their local agencies as services differ). Victim services agencies are staffed by IPV ad-
vocates, who are trained professionals specializing in confidential, healing-centered
care and support survivors in various ways. As an example, they will often accompany
survivors and their families to court hearings and medical visits. Pediatric clinicians
should also be aware of culturally affirming agencies, defined as organizations
centering the cultural experiences of their clients, which serve as important supports
for IPV survivors with one or more marginalized identity.

Community-Medical Partnerships

Community-medical partnerships are bidirectional, reciprocal collaborations between
victim services agencies and health-care settings and are integral to addressing IPV in
health-care spaces. Community-medical partnerships facilitate survivor-centered
care and response, warm handoffs to trusted partners, streamlined resource provi-
sion, and established procedures for care coordination across systems. Principles un-
derlying the development of community-medical partnerships are synergistic with
community-based participatory research approaches and include creating relation-
ships rooted in transparency and trust, addressing individual and structural power

ir R B N B 2 L

Safety planning Legal services Transportation Emergency shelter Career services Helplines (phone, Economic justice
assistance text, chat)
d programs
D R & o
= o - O ol
] =
Counseling and Medical advocates Pet safety Transitional housing Children's programs Cell phone
support groups service/device

Fig. 3. Potential services available at victim services agencies.
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inequities, promoting shared ownership and dissemination, and supporting mutual
accountability and reciprocity.'”

Guidelines for developing community-medical partnerships are described below.

Please note that this is an iterative rather than linear process.

1.

Connect with a local IPV agency. We recommend taking time to explore the
agency’s website, learning about the agency’s history, services they provide,
and upcoming events. After learning more, connect directly with the agency to
meet and develop a blueprint for partnership development. Many agencies have
a community outreach director or medical advocate that can assist with making
these connections. Hosting bidirectional trainings with the IPV agency can facilitate
partnership formation.

. Create an IPV workgroup. Key to building community-medical partnerships is es-

tablishing an IPV work group. When developing this group, it is important to
consider size, leadership, and membership, aligned with partnership principles.
The optimal size for working groups can be tailored for the practice size; we recom-
mend 4 to 15 with at least one champion who can support the group’s growth.
Team members should be multidisciplinary and include nurses, physicians, social
workers, administrative personnel, and IPV advocates. Inclusion of IPV survivors is
also critical but it is important to ensure that IPV survivors’ voices are amplified and
not silenced in the space by applying a power and privilege analysis to the group.
We suggest that the group either be majority IPV survivors or have time set aside
where IPV survivors can meet together with a skilled facilitator in their own space.
When including IPV advocates and survivors, it is critical to compensate them for
their time, expertise, and trauma as a baseline measure of reciprocity. This group
will lead practice and policy decisions related to forming and sustaining the
community-medical partnerships.

. Develop strategies to connect families to victim services agencies using survivor-

centered approaches. The IPV workgroup should develop processes for how to con-
nect families to services, considering that survivors may wish to connect to re-
sources in different ways. Some survivors may prefer calling an agency
themselves; others may prefer calling the agency with the clinician in the room or
having an advocate speak with them in real time. Warm referral systems—processes
that directly connect the survivor to a point person at the victim services agency—
should be developed. Warm handoffs build a relationship between the IPV survivor
and advocate, which help with trust building, confidentiality, and safety.

. Consider creating a memorandum of understanding (MOU). As this relationship is

strengthened over time, explore models of partnership and consider creating an
MOU to define the partnership. Futures Without Violence provides an exemplar
MOU template (see Table 1), which can be revised to meet the partnership’s spe-
cific needs.

. Consider colocated services. As the community-medical partnership expands and

grows, you may consider having colocated services, where IPV advocates work

directly in clinical spaces. Examples of community-medical partnerships include

the following:

e Boston Children’s Hospital offers on-call social workers through the AWAKE
(Advocacy for Women and Kids Emergencies) program that provides free and
confidential services for patients, their caregivers, and employees.®°

e Children’s Mercy in Kansas City uses a multilevel approach to support IPV sur-
vivors that includes a hospital-based IPV advocacy program, a universal educa-
tion/screening intervention, and staff education.®’
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e Children’s Hospital of Philadelphia (CHOP) offers a multicomponent, collabora-
tive program called STOP IPV with a local victim services agency. Full-time
IPV specialists work on-site to offer direct services and provide trainings and
system level support.©?

TRAINING PEDIATRIC HEALTH-CARE PROVIDERS

Futures Without Violence, in collaboration with the American Academy of Pediatrics
and UPMC Children’s Hospital of Pittsburgh, published a recent brief prioritizing the
need for clinician training to best support IPV survivors during and after the COVID-
19 pandemic (see Table 1). Specifically, they recommend using a team-based
approach that provides ongoing training to all clinicians, learners, and staff. In the sub-
sequent sections, we review best practice recommendations for IPV training and stra-
tegies to incorporate IPV training into clinical practice.

Importance of Centering the Survivor's Voice

Core to this work is including IPV survivors because far too often “expert-developed”
training does not include the voices of those with lived experience. Nicolaidis and col-
leagues demonstrated the impact of the Voices of Survivors documentary, along with
a complementary workshop, which improved clinicians’ knowledge, attitudes,
empathy, and behaviors around IPV.%® More recently, CHOP in collaboration with
Temple University and Lutheran Settlement House, created a 4-part video series dur-
ing which 3 IPV survivors detail their stories with IPV disclosure and provide advice to
health-care providers (see Table 1). When centering survivor voices, it is critical to
compensate them, amplify their strengths, and be inclusive to survivors with one or
more marginalized identities.

Best Practices for Intimate Partner Violence Education in Clinical Settings

Despite recommendations around supporting IPV survivors in pediatric settings, there
are limited data around IPV training content, delivery, or outcomes specific for pediatric
settings. A scoping review of 56 published IPV curricula for medical trainees found that
IPV was taught in medical school and residency; however, only 5 curricula were spe-
cific to pediatrics.®* One example of a pediatric-based intervention for residents
included education, screening prompts on patient medical forms, and hiring an on-
site IPV counselor.®® After implementation, pediatric residents demonstrate improved
knowledge about IPV and how to access referral resources for survivors. In general,
most curricula involved formal lectures and/or standardized patients. The most robust
curriculum incorporated a didactic training during ethics class in first year, a small
group session during a clinical rotation, and a small group session during students’
outpatient clerkship. The review highlighted several commonly discussed topics
including risk factors associated with IPV, screening and identification, physical exam-
ination concerns, barriers to disclosure, and legal protection and community resources.
No study addressed universal education and/or the CUES intervention. Most studies
reported subjective findings associated with provider attitudes, beliefs, and knowl-
edge; few objectively measured clinical outcomes. The authors concluded that ideal
IPV curriculum would use a multifaceted approach that includes didactic lectures, stan-
dardized patient encounters, cased-based approaches, and group reflection.

Intimate Partner Violence Educational Resources

Both Futures Without Violence and the AAP have several practical tools for supporting
IPV survivors in pediatric health-care settings including sample scripts, patient
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Table 2

MedEdPortal intimate partner violence training curricula

Title

Author/Date Participants

Mode of Delivery

Type of Curriculum

Content of Curriculum

Talking to Patients
About Sensitive
Topics:
Communication and
Screening Techniques
for Increasing the
Reliability of Patient
Self-Report

McBride,®® 2012 First year medical

students

Multi-modal small and
large group sessions
that cover 3 sensitive
topics

90-min interactive
didactic session
followed by a 2-h
clinical skills practice
session using
standardized patients

Addresses physician
discomfort when
discussing sensitive
topics with patients
by providing
communication
techniques that can
decrease provider
anxiety, improve
reliability and
accuracy of patient
reports

Novice Health Care
Students Learn
Intimate Partner
Violence
Communication Skills
through
Standardized Patient
Encounters

Jung et al.,%° 2015 First-year and second-

year medical students

Multimodal education
as part of a 4-y
longitudinal IPV
curriculum

Year 1: 2 standardized
patients during
doctoring course

Year 2: didactics, visit
IPV shelter

IPV communication
skills, mandatory
reporting
requirements, how to
handle disclosure,
and/or when a
survivor is not ready
for help

Health Education for

Women and Children:

A Community-
Engaged Mutual
Learning Curriculum
for Health Trainees

Ragavan et al.,’° 2016  IPV survivors residing at
a translational
housing program and

health trainees

Large group workshops
facilitated by health
trainees (premedical
students)

Ten 90-min
workshops + 2
optional workshops,
include didactics,
group-based
activities, and open
discussion

Exercise, healthy
cooking, parenting,
managing stress, and
so forth. Two optional
workshops were on
sexual coercion and
health access

(continued on next page)
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Table 2

(continued)

Title Author/Date Participants Mode of Delivery Type of Curriculum Content of Curriculum

Addressing Clithero et al.,”" 2016  Family medicine Small and large group 2-h case review Examines a clinical
Interpersonal residents session led by encounter with a

Violence as a Health
Policy Question Using
Interprofessional
Community Educators

community
interprofessional
educator at a local
family advocacy
center

patient experiencing
IPV and homelessness
and the implications
of existing policy on
the delivery of health-
care services

Intimate Partner Schrier et al., 2017 Medical students
Violence Screening

and Counseling: An

Introductory Session

for Health Care

Professionals

Flipped classroom

model. Small groups
of 8 students paired
with one physician
and on social-
behavioral science
faculty member

Prereading material, 3-h

clinical skills course
including role-plays
and open discussion.
Standardized patient
1-y posteducation

IPV screening and

counseling using a
checklist companion
for tips on how to
navigate the
conversation, using a
motivational
interviewing
framework

A Novel Intimate Insetta et al.,”? 2020
Partner Violence

Curriculum for

Internal Medicine

Residents:

Development,

Implementation, and

Evaluation

First-year internal
medicine residents

Small and large group

sessions in classroom
setting led by several
interprofessional
educators

Part 1 (60 min): TEDtalk

or in-person
discussion with social
worker from IPV
shelter, didactics, and
case review

Part 2 (90 min):

didactics, role-play

Part 1 focused on

foundational
information about
IPV such as the
prevalence, red flags,
health consequences,
recommendations for
documenting,
reporting, and access
to local services. Part 2
focused on how to
apply this
information in clinical
settings

080l
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Supporting Intimate Partner Violence Survivors

Box 1
Recommendations for creating healing-centered systems

Prioritize development of comprehensive services and supports for IPV survivors (rather than
just screening)

Develop and sustain funded programs to colocate IPV advocates in pediatric health-care
settings to more easily facilitate warm handoffs

Partner with IPV survivors and advocates when developing service recommendations

Invest in community-medical partnerships and compensate victim services agencies who
support patients

Provide survivor-centered training to all clinicians and staff

Develop systems for clinicians to privately speak with IPV survivors in pediatric health-care
settings, without further traumatizing the child(ren). One potential option is a greater
investment in child life specialists who can support children while the clinician is speaking with
the parent or caregiver

Reimburse follow-up phone calls with IPV survivors so clinicians can further support them
Invest in healing for clinicians themselves, to address moral injury and vicarious trauma

Continue to interrogate institutional policies and practices to ensure they are strength-based,
healing-centered, and rooted in principles of disrupting structural oppressions and making
transformational change

vignettes, videos, and expert perspectives. Children’s National Medical Center has
developed online modules for pediatric clinicians that reviews specific cases of IPV,
describes how best to respond to such cases, and identifies resources available to
survivors in these situations (see Table 1). MedEdPortal, an open-access journal pub-
lished by the Association of American Medical Colleges has several peer-reviewed IPV
educational curricula available that one can implement within their pediatric clinical
setting (synthesized in Table 2).

Creating Healing-Centered Systems

Much of what is offered above focuses on healing-centered providers or clinics, which
are critically needed. However, to be truly transformative health-care systems also
need to become more healing-centered and prioritize funding and resources toward
supporting IPV survivors and their children.®® There is a current priority being placed
on systems-wide social determinants of health screening (which may include IPV) due
to regulations from the Joint Commission, Centers for Medicare and Medicaid, and US
News and World Reports.®® This work has focused on screening, although more
comprehensive systems-based programs to address SDOH are needed.®” Leveraging
this momentum, we now delineate several recommendations for health-care systems
in Text Box 1. Although not an exhaustive list, these recommendations demonstrate
the need to invest money, time, and resources in IPV prevention rather than shifting
the burden onto individual providers.

SUMMARY AND KEY TAKE HOME POINTS FOR PEDIATRIC CLINICIANS

Pediatric clinicians and health-care settings have an urgent responsibility to support
IPV survivors and their children. Key take home points are listed below.

1. IPVis pervasive and rooted in multilevel power and control, including through part-
ners using structural-level oppressive policies and practices.
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. As an alternative to screening, we recommend the use of universal education and

resource provision, with additional supports provided if a parent or caregiver dis-
closes experiencing IPV.

. Developing community-medical partnerships with victim services agencies can

offer real-time support for IPV survivors.

. Comprehensive, mandatory, yearly, strength-based, multidisciplinary, and inclu-

sive training around IPV for pediatric trainees, clinicians, and staff is needed to
ensure provision of healing-centered care within pediatric health-care settings.

. Use of healing-centered approaches both as a framework for clinician—patient

communication and to reimagine health systems more broadly is critical to amplify
survivor strengths and support families.
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