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"When I was pregnant my husband started smashing me in the face, throwing me against the walls, and kicking me," recalled Sara Buel, JD, cofounder of the National Training Center on Domestic and Sexual Violence, at the National Conference on Violence and Reproductive Health.

Buel attended a prenatal care clinic in the early 1970s, where the nurses never asked if she was being abused. "But they were so empathetic, so caring, and so sweet to me that I kept going back," she said. Now, said Buel (who is no longer married to her abuser), "health care professionals should screen all women for domestic violence because universal screening has become the standard of care."

Nevertheless, many physicians are still reluctant to screen for a condition they can't treat, said Anne Flitcraft, MD, of the University of Connecticut Health Center in Farmington. "As a practicing clinician," she said, "I believe that screening without clinical intervention is silly." Physicians want to see that screening will actually benefit their patients, explained Flitcraft. For example, in her hospital, "if a patient comes in with bacterial endocarditis, she immediately gets hooked up with a substance abuse counselor who is right there on the wards. Drug addiction is an important enough priority where I work that the hospital system provides the necessary resources."

Flitcraft said hospital systems should provide treatment services and case management as well as screening for domestic abuse: "If domestic violence is an important issue to medicine, then health care is going to have to invest in it."

Some health care systems, such as Group Health Cooperative of Puget Sound, in Washington, have taken the lead in treating domestic violence as a medical condition. However, physicians at Group Health were resistant to screening even though the health plan offered clinical support services for women identified as abused, said Nancy Sugg, MD, MPH, medical director of Pioneer Square Clinic in Seattle. "Our health care providers felt like they were being given far too many things to do in far too little time," she said, and they wanted to know why they should take the time to screen without scientific evidence that patients would benefit.

"We need longitudinal outcome data to help persuade physicians that universal screening actually does some good. It would break down a big barrier." However, the barrier of limited patient contact time would still remain, added Sugg, noting that effective time management is a larger systems issue for physician practices.

Linn Parsons, MD, of Bowman Gray School of Medicine, agreed that lack of clinical time and lack of evidence for the effectiveness of interventions are important barriers to universal screening for domestic violence. Lack of education about the prevalence and impact of domestic violence is also a barrier for physicians, but "traditional education programs alone do not change physician behavior," she said. Parsons cited evidence that some components of system change, such as screening protocols, questions about domestic violence on patient intake forms, victim advocates in clinical settings, and daily debriefings about patient encounters, may erode barriers to screening and referral. However, she concluded, the overall benefit of a comprehensive clinical system for screening and referral of abused women has yet to be shown.


 

SYSTEMS APPROACH TRIED
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Despite the lack of evidence for their effectiveness, systematic approaches to screening and referral of abused women have been instituted in many large medical practices. Managed care organizations have been particularly receptive to these approaches, said Patricia Salber, MD, president of Physicians for a Violence-Free Society and medical director, managed care, at General Motors. Managed care organizations are well suited to addressing domestic violence in a systematic way because they have financial incentives to prevent the physical and psychological sequelae of domestic violence, said Salber, and they already have coordinated team approaches to the care of patients. The inherent advantages of health plans for adopting systematic approaches to screening and referral are that they can influence large numbers of patients and physicians, measure and modify physician performance, and wield political influence to change public policy for the benefit of the communities they serve.
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The general approach in disease management is to train physicians to identify and refer patients who are at risk and then hold physicians accountable for adhering to clinical practice guidelines for that specific condition. Accountability for diseases such as asthma and diabetes can be measured by specific performance indicators, such as the number of patients on recommended therapy. However, said Salber, there is no consensus yet on appropriate performance indicators for the management of domestic violence.

Underlying all approaches to domestic violence screening and referral is the imperative to do no harm by threatening the safety of abused women. This imperative, said Salber, can complicate systems approaches. For example, if claims or other patient data indicate that a woman received domestic violence services, and these data were seen by the abusive partner, a woman could be put at risk for further abuse. "Once you are in the computer," said Salber," it can make you pretty nervous." Therefore systems have to be refined to ensure confidentiality and safety. Autonomy issues also have to be worked out, added Salber. It should be up to the patient, not the protocol, whether to end the abusive relationship.

According to Felicia Bloom, MHS, executive director of the National Association of Professionals in Women's Health, the American Association of Health Plans (AAHP) and the HealthPartners Research Foundation have identified exemplary domestic violence programs within managed care organizations. A key feature of these programs, said Bloom, is linkage with appropriate services at the health plan and within the community. The AAHP has promoted domestic violence screening and referral systems within its membership. Health plans have also promoted systematic approaches to the clinical management of domestic violence among their affiliates, said Marianne Balin, MPH, a public affairs specialist with Blue Shield of California. That plan's Domestic Violence Initiative has been studied by Blue Cross and Blue Shield health plans across the country, she said.


 

SHORT VISITS A PROBLEM
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However, noted Terry Pease, PhD, director of the Victim Services Program for the Partnership to Prevent Domestic Violence in New York City, it may be more difficult for health plans to get physicians to screen if they are not health plan employees. Physicians in small group practices, she said, can lose money if a patient visit takes longer than 15 minutes because the physician has asked about domestic violence "and now the woman is in tears."

Therefore, physicians who are compensated but not employed by health plans may choose to contract to community services vendors who can provide case management for abused women. Case management within the system may make sense for large staff-model managed care organizations, she said, but there should be another option for freestanding physician practices that don't have the resources to provide specialized services for this chronic medical condition.

However, the better option for patients and their physicians is to offer treatment services within the health care setting, said Flitcraft, who also directs the University of Connecticut's Domestic Violence Training Project. "The impact of saying 'just refer it to community services' keeps health care providers mystified about intervention," she explained. Moreover, community service agencies may be so swamped with cases that they are only able to assist women who are at greatest risk of further violence. "This is unfortunately what we did with child abuse, so that it's only on the child's third broken bone that he finally gets services. The same thing could happen to abused women if health care doesn't do more to help them."

 
 

