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Introduction 

This toolkit was created to provide a resource for community health centers and staff on addressing domestic abuse. By staff, we mean all personnel involved in the management and/or operation of a clinic including medical directors, physicians, nurses, medical assistants, etc. The goals of the toolkit are to help readers:

Understand the extent and health consequences of domestic abuse
Gain familiarity and confidence with established practices for domestic abuse screening, documentation, and management
Know where to access provider and patient resources

The toolkit can be used in many ways. It can act as a hub of information for frequent reference to support continuing education, or as a springboard for further evaluation and implementation of domestic abuse policies and procedures.  




What is Domestic Abuse?

We define domestic abuse as:

	
A pattern of assaultive and coercive behaviors by someone who wants to control their partner.




Another term you may see is intimate partner violence (IPV). This term for domestic abuse is used more commonly in academic settings. 

The figure below presents different manifestations of domestic abuse. It also is a reminder that stalking, sexual abuse, and physical abuse are often just the tip of the iceberg. 



Example of Forms of Domestic Abuse


	

Prevalence of Domestic Abuse

Domestic abuse is extremely common among both women and men. The data below show that its prevalence far exceeds that of common diseases such as diabetes.  

	
Lifetime rates of rape, severe physical violence, and/or stalking by an intimate partner

	
	
1 in 3
(>34 million)
	
	
1 in 4
(>32 million)



Estimates from the 2010 National Intimate Partner & Sexual Violence Survey   


Lifetime rates of diagnosed and undiagnosed diabetes

	
	
1 in 10
(13.4 million)
	
	
1 in 7
(15.5 million)



Estimates from the 2014 National Diabetes Statistics Report





Below are conservative estimates for the presence of abuse with various types of patients.

4% of women seen in outpatient clinics

Up to 30% of women seen in emergency department for acute injuries

4-8% of adult pregnant women 

Up to 25% of pregnant teens 


These statistics mean:

You DO and WILL see patients that are actively experiencing abuse.

Screening in primary care/outpatient community can help reduce emergency department visits, bring down costs, and improve the health and safety of patients and their children.



Vulnerable Populations

Everyone is at risk, but some individuals are more vulnerable than others. Below is a list of populations to be aware of:


Teens: 1 in 10 female high-school students report experiencing physical violence from a dating partner within the past year

Disabled Patients: Face high rates of abuse by their caregivers and barriers to support including not being able to find shelters that can support their needs

LGBT Patients: Experience abuse rates similar to heterosexual couples. Threats of “outing” can also become a mechanism of control for the abuser as well as a barrier to care for the victim

Children: In homes with domestic abuse, 30-60% of children eventually also become abused

Immigrants: Cultural differences and language barriers may prevent patients from understanding, acknowledging, and disclosing abuse

A Note on Cross-Cultural Health Care

Awareness and perceptions of domestic abuse vary widely, especially among immigrants and refugees. Clinicians need not be aware of all of the health-affecting beliefs and cultural practices of their patients; however they can still provide culturally appropriate care if they listen with sympathy, understand the patient’s perspective, explain their own perspective of the problem, acknowledge differences and similarities, and work with the patient on treatment approaches.

Immigration Protection for Undocumented Patients

Fear of deportation may prevent undocumented patients from reporting abuse or accepting services. Know that there are protections for such patients. These include:

U Visa: Offers immigration protection for victims who suffer substantial physical or mental abuse.
T Visa: Offers immigration protection for victims of trafficking who assist law enforcement in the investigation and prosecution of cases.
Violence Against Women Act: Allows children, parents, or current/former spouse of a U.S. citizen/permanent resident to apply for a green card without involvement of the abuser. 
For more information, visit www.uscis.gov/humanitarian

Health Consequences of Domestic Abuse

Domestic abuse creates a range of health consequences. The repetitive nature of abuse also increases the risk of cumulative damage, which can create chronic conditions over time. Below are brief summaries that provide a glimpse of these consequences.  

Acute Injury and Death

Head, neck, and facial injuries are common predictors of domestic abuse
Non-lethal strangulation to unconsciousness is found in over 50% of women in shelters. Although this may produce minor or no visible external injuries in the first 24 hours, victims may experience internal injuries and swelling that may even lead to death. In addition, lack of oxygen may cause minimal brain injury with documentable symptoms including memory loss, confusion, and difficulty making decisions.  
Abused women are 8x more likely to attempt suicide
Of all female homicides, 40% are by an intimate partner (3-4 deaths per day)

Physical Health Associations

Chronic pain syndromes (especially headaches)
Sleep disturbances
Appetite disorders & obesity
Cardiovascular disease
Arthritis
Gastrointestinal symptoms
STIs & increased risk of HIV
Sexual dysfunction 
Poor dental health despite access to care (See Health Behavior Changes page 8)

Mental Health Effects
Below is a list of possible mental health effects of domestic abuse. We cannot overlook the pervasiveness of these consequences. The table below shows that the prevalence of PTSD and depression among women in domestic abuse shelters and women with histories of abuse still living at home can be as much as 10x higher than in the general population.

	Anxiety
Depression
PTSD
Anger
Self-injury
Self-neglect
Suicidality
	
	
	General Population
	Women in Shelters
	Community Sample w/History of Abuse

	PTSD
	10%
	51-75%
	57.4%

	Depression
	7%
	35-80%
	56.4%


                                               Nathanson et al., Partner Abuse, 2012



Chronic Illness
Abusive partnerships exacerbate the risk of cumulative and progressively serious health consequences. Studies have shown that:

Adult emotional abuse alone from domestic violence increases risk of high blood pressure by 25%

A history of violence among patients with breast, ovarian, and endometrial cancer was extremely common and correlated with younger age and advanced stage at diagnosis

Chronic stress from abuse may accelerate aging at the cellular level

Traumatic brain injury is present in 30-74% of all victims who seek services in shelters or emergency departments. 


Health Behavior Changes 

	

	
Addictions (smoking, alcohol, drug use, eating)
High risk sexual behaviors

	

	
Preventive health (dental care, pap smears, household vaccination)





Domestic abuse can cause patients to adopt detrimental health behaviors. Why do these behaviors develop? Some patients turn to them as coping strategies. Abuse itself can create brain changes that increase susceptibility to addictions. Patients may also adopt behaviors to avoid events that may be triggering. For example, victims of forced oral sex may have poor dental health despite having access to care due to the fear or re-traumatization by medical exams or procedures.

Knowing why a patient adopts detrimental health behaviors is important. Consider alcohol dependence. In the context of domestic abuse, patients may continue to relapse despite twelve-step programs and medical interventions if the underlying memories of abuse are not recognized. Medical counseling for such behaviors will continue to fail unless the root cause of the problem is identified. Knowledge of such trauma histories must be incorporated into treatment approaches in order to make progress in care.


 





Domestic Abuse Screening 

Screening Protocol Decisions

California law (Health and Safety Code 1233.5 & 1259.5) states that hospitals and clinics must establish and adopt written policies to:

Identify patients using routine screening
Document related injuries and illnesses in the medical record
Provide up to date referral lists of community services
Educate appropriate staff on identifying and caring for patients
Designate staff to implement screening policies

In order to establish a beneficial screening policy, clinics need to make a few key decisions. These include:

Will a verbal, written, or computer questionnaire be used?
Will a validated screening instrument or single-question ask be used?
Are there existing forms/questionnaires that the clinic already uses that include screening questions (MediCal forms, WIC forms, etc.) 
Who is going to perform the screening? Intake personnel, medical assistant, or a clinician?

The information in this section can help your clinic make these key decisions.


General Principles of Screening

Screen routinely so patients do not feel singled out.

Screen without family members in the room. This includes children who are 3 years or older. Children can later be asked by the abuser to relay what was discussed at the visit.

Do not use family members as interpreters.

Discuss confidentiality and limits of confidentiality prior to asking screening questions.

Avoid the words “battered”, “abused”, or “domestic violence”. These can be stigmatizing.

Avoid the question “Do you feel safe at home?” This is a vague question with poor pick-up rates (6%).


Validated Screening Instruments

Several screening instruments have been developed and tested among varying patient populations. These include the:

HITS (Hurt Insulted Threatened or Screamed at)
4 items to assess frequency of abuse
Self report or clinician administered 
PVS (Partner Violence Screen)
3 items to assess physical abuse in the last year and current safety
Clinician administered 
WAST (Women Abuse Screening Tool)
7 items to assess physical and emotional abuse
Self-report

For a comprehensive list of screening instruments and usable forms, visit http://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf


Single-Question Ask

An alternative to using one of the instruments above is to perform a single-question ask. This involves having a staff member/provider perform the procedure below in person.

Introduce the question

	“Because difficult relationships can cause health problems, we ask all of our patients the following question.”



The introduction is important because it explains why we are asking and normalizes it by saying we ask this to all patients.

Ask the question

	“Does a partner or anyone at home hurt, hit, or threaten you?”



Important reminders when performing a single-question ask:
This is a legitimate medical question. The screener does not need to feel awkward or embarrassed about asking it.
Memorize the question. Do not read it off of a screen or document.
Maintain a calm manner and good eye contact.


Responding to Positive Screens

Response to a patient who has disclosed abuse is very important. Research has shown that patients are 3.9x more likely to accept an intervention if the screener uses supportive and non-judgmental words and body language. 

	Remember:
It is NOT your job to fix a patient’s life.
It is NOT your job to push them to leave the relationship.
It IS your job to listen, be supportive, mention safety concerns, and provide resources.



Immediate Response
Practice and use phrases that convey empathy and that are comfortable to you. Below are some examples:
“I’m very sorry to hear this is happening.”
“Thank you for telling me.”
“I believe you.” 
“There is help available to you.”
“I’m sorry you have been hurt.”
“No one deserves to be treated this way.”
“This is against the law.”
“You are not alone.”

Follow-Up Response
After conveying initial words of support, treat the problem like any other medical complaint.
Get the history
Refer
Provide community resource information and document that it was offered/given after asking patient if safe to bring home
Provide a warm hand-off for counseling and safety planning
Make sure they are not in danger going home that day: “Do you feel safe going home?”
Document the interaction

	Warm Hand-Off:
An approach where a clinician/staff member provides a face-to-face (voice-to-voice if using a hotline) introduction of a patient to a specialist for further support, such as a social worker or a community hotline.



The following handout provides more statements that clinicians can use during a conversation with a patient who discloses abuse. 



Other Ways of Assessing Patients

Patients who are experiencing abuse may not disclose it despite the use of questionnaires or a single-question ask. This is ok. It can many years before a patient feels comfortable enough to disclose this information to his/her provider. 

It is important to remain observant of findings and scenarios that may be suggestive of abuse. The list below provides some possible red flags.  

Red Flags: Patient Behaviors
Is afraid of partner
Is embarrassed, evasive
Is highly anxious
Is listless, passive, or overly compliant
Has an exaggerated startle response
Withdraws quickly to physical contact
Frequently cancels appointments or is a no-show

Red Flags: Patient Appearance
Has defensive injuries of the forearms (bruises, scratches, burns, cuts)
Wears well-covering attire even in hot weather (long sleeves, turtle neck, etc.)
Uses heavy makeup
Wears sunglasses inside
Has general lack of self-care/personal grooming

Red Flags: Partner Behaviors
Speaks for the patient
Is overly attentive
Won’t leave patient’s side
Shows anger or indifference toward the patient
Is intimidating to or bullies the staff

Red Flags: Injury History
Delay in seeking care
Injury inconsistent with history
History is vague or keeps changing
Multiple episodes of injury



How to Ask Patients Again 

If a patient denies abuse upon screening but signs or circumstances suggest otherwise, the clinicians can re-address the topic. Below are two approaches for doing so.

Indirect Approach

“How are things going at home?”
“All couples have disagreements once in a while. What happens when you disagree?”
“How about stress levels? At work? At home? With your partner?”
“Are you having any problems with your partner?

Direct Approach

 “Are you afraid of your partner? Do you feel you are in danger?”
“Does your partner ever try to control you by threatening to hurt you or your family?”
“Have you been hit or scared since the last time I saw you?”
“Has anyone at home hit you or tried to injure you in any way?”
“Sometimes when I see and injury like this it was caused by someone else. Did someone else do this to you?”


A Note on the Universal Education Model

The universal education model is a shift from the traditional model of routine screening described above. Rather than focusing on screening as the first element that leads to disclosure and intervention, this model focuses on educating all patients on domestic abuse as a first step. The goal of having informative and normalizing conversations with patients is to create context that gives affected patients a natural way to connect and disclose their own experiences to the information provided.  

Here is a quick example of utilizing this model (44 seconds):
https://www.youtube.com/watch?v=D6TIlcm81SY

The following link provides 28 educational videos that can be used by health care providers interested in using evidence-based practices for universal education with patients:

https://www.futureswithoutviolence.org/health-training-vignettes/
 

Domestic Abuse Reporting

California Mandated Reporter Law

	In California, a mandated reporter is any licensed health practitioner who provides medical services for a physical condition. Mandated reporters are obligated to report domestic abuse when they know or reasonably suspect that a wound or physical injury is the result of assaultive or abusive conduct (CA Penal Code Section 11160). 

By definition, social workers or psychiatric personnel are not mandated reporters due to the “physical condition” clause. 



The reporting protocol is:
Call law enforcement in the city where the incident occurred immediately or as soon as practically possible. 

Before calling, ask the patient if he/she needs to make arrangements for children who may be in the home when the police arrive

Send a written report within two working days to the same agency. The reporting form is attached on the next page and is also available online at http://www.publichealth.lacounty.gov/mch/cpsp/forms/Suspicious%20Injury%20Report%20&%20Instructions.pdf


NOTE: Federal regulations require you to notify the patient that you are filling out a report unless:

You believe such disclosure would place the patient at risk
You would be informing a personal representative who you believe may be responsible for the abuse or injury, and in the exercise of your professional judgment this would not be in the patient’s best interests (e.g. the patient is unconscious from a head injury and you would be informing his/her possibly abusive partner)



Documentation 

Documenting A Positive Screen

The following pages contain smart phrase note templates that can be used to document domestic abuse with and without injury. The templates can be adapted to fit your clinic’s medical record system. The example smart phrases used here are “.abusedvwithoutinjury” and “.abusedvwithinjury”.

NOTE: The clearer, more detailed, and more thorough your documentation, the less likely you will be further involved if there is a legal case. Good records will also greatly assist your patient in a successful outcome in his/her case and with possible custody/divorce issues. 

Documentation Tips
Use neutral language (“patient states” rather than “patient alleges”)
Use the patient’s own words in quotes


Documentation would ideally contain the following: 

Describe the situation in detail – who, what, when, where, how
Describe any threats, weapons or objects used, and witnesses
Describe other incidents/patterns of abuse and/or threats
Describe physical and mental health consequences
Giving a psychological diagnosis may be used in court against the patient in a custody battle. If a diagnosis is used, document the relationship of abuse to psychological symptoms and the efforts the patient has made to protect and care for self and children
Document any referrals (social services, hotlines, mental health, legal aid, police)
Document materials discussed such as safety plan (if conducted by a hotline, make note)



ABUSE NOTE TEMPLATE
DV without injury


Smart Phrase: .abusedvwithoutinjury 

History:
Today as part of domestic abuse assessment the patient reported: ***
Length of time this has been going on: ***
Description of the patient’s most serious episode: ***
I am concerned that the stress from this situation might be causing or aggravating the following health issues: *** 

Physical Exam:
No suspicious or disclosed injuries were observed.

Safety:
After discussion today, the patient states @he@ {SmartList: does/does not} feel safe going home. The patient was offered a community hotline referral and safety sheet and @he@ {SmartList: accepted/declined}. {Find Multilanguage hotline/safety sheets at http://domesticabuse.stanford.edu/quick.html.} Patient states the safest contact method is ***

Counseling:
A referral to Social Work/call to local hotline from our office was offered to the patient and @he@ {SmartList:accepted SW referral/accepted call to local hotline from our office/declined both}.

Reporting:
A domestic violence report was not performed as there was no injury noted. 


ABUSE NOTE TEMPLATE
DV with injury


Smart Phrase: .abusedvwithinjury 

History:
Today as part of domestic abuse assessment the patient reported: ***
Length of time this has been going on: ***
Description of the patient’s most serious episode: ***
I am concerned that the stress from this situation might be causing or aggravating the following health issues: *** 

Physical Exam:
The following suspicious or disclosed injuries were observed: ***

Safety:
After discussion today, the patient states @h2@ {smartlist:does/does not} feel safe going home. The patient was offered a community hotline referral and safety sheet and @he@ {smartlist:accepted/declined}.
Patient states the safest contact method is ***

Counseling:
A referral to Social Work/call to local hotline from our office was offered to the patient and @he@ {smartlist:accepted SW referral/accepted call to local hotline from our office/declined both}.

Reporting:
{Contact Police Department in city where injury occurred.
Find all reporting procedures, phone numbers, forms and patient materials at http://domesticabuse.stanford.edu/quick.html.}
DV reporting was performed by ***
Verbal report was called ASAP to {city where injury occurred} *** Police Department.
Written report was {smartlist:given to officer/faxed to Police Department}.
Police response and outcome: ***


Tips for Efficiency

Identifying and caring for victims of domestic abuse can be done effectively and efficiently. The video below shows that the entire intervention can take place in just 3 minutes. 

	Video: The “Abuse Visit” in 3 minutes:
http://domesticabuse.stanford.edu/screening/ (Clip courtesy of Futures Without Violence ©2003)





Below are a few additional tips on efficiency:

Determine the kind of screening strategy that works for your patient flow.

Establish a protocol and inform the entire clinic so everyone knows what to do.

Consider training a staff member to be the go-to person for this problem.

Have patient resources available in private areas (bathrooms).

Establish a protocol for performing a warm handoff (to a social worker or hotline) in the clinic. This saves time with patient counseling and safety planning.



Additional Resources 

National Domestic Violence Hotline
Call or chat online confidentially. Can refer to community resources and guide safety planning. 
1-800-799-SAFE (7233) or http://www.thehotline.org/

Stanford Domestic Abuse Website
Comprehensive website with practical clinician resources (reporting forms, phone numbers, patient handouts)
http://www.domesticabuse.stanford.edu/quick.html

Futures Without Violence
National domestic violence advocacy organization with extensive resources
https://www.futureswithoutviolence.org/health/national-health-resource-center-on-domestic-violence/

Look to End Abuse Permanently (LEAP)
Training resources for family medicine, adult, and pediatric providers
http://www.leapsf.org/html/index.shtml


Resources mentioned in prior sections of toolkit:

Comprehensive list of screening instruments
http://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf

Template for Responses to Positive Abuse Screens
http://domesticabuse.stanford.edu/documents/MD%20TEMPLATE%20FOR%20POSITIVE%20RESPONSE%20TO%20DOMESTIC%20ABUSE%20SCREEN.pdf

California Domestic Abuse Reporting Form
http://www.publichealth.lacounty.gov/mch/cpsp/forms/Suspicious%20Injury%20Report%20&%20Instructions.pdf

Domestic Abuse Note Templates
See Page***

Video Example: The “Abuse Visit” in 3 Minutes
http://domesticabuse.stanford.edu/screening/





Patient Hotline and Safety Sheets (English)

Consider leaving patient resource materials in areas where they can read and take them privately, such as bathrooms. This is an example for Santa Clara County. Clinics can create their own or use pre-made materials from community agencies. 






Patient Hotline and Safety Sheet (Spanish)


 [image: ]


The following handout can be found at http://domesticabuse.stanford.edu/quick.html
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The following handout can be found at http://domesticabuse.stanford.edu/quick.html








Futures Without Violence: Survivor Brochure

The following handout can be found at https://www.futureswithoutviolence.org/new-resource-survivor-brochure/

[image: ]



Futures Without Violence: Survivor Brochure
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Parent Handout

ABUSE OR VIOLENCE AT HOME

AFFECTS YOUR CHILDREN

‘When there is name-callng, yellng, threats,
hitting or other abuse in the home, it affects the
children. This i true even if your children are
asleep, not in the room when the fighting or
‘abuse happens, or are too young to talk. Even
very young children know when something s
‘wrong at home. The longer your children live in
this situation, the harder it may be for them,
‘especially i they are very young.

Each child in the family may react differentiy,
depending on their age and what s happening
athome. They may hide their feslings, or they
mayact up.

‘The following are some of the changes you

might see in your children:

« Feeling sad, afraid, confused, angry, guilty,
numb or ashamed

 Withdrawing from friends and activities

« Acting younger, such as clinging, bed-
wetting, or thumb-sucking.

* Physical symptoms like nauses,
stomachaches, headaches, or tiredness

« Sleeping problems, nightmares, or being.
afraid of the dark.

« Changes in appetite, or gaining or losing
weight

« Tryingto actlike a perfect child, or trying to
take care of everyone

« Adropin school grades, or difficulty
concentrating

 Gettinginto trouble with other children or
teachers at school —fightine, lying, stealing

 Using alcohol or drugs, taking dangerous
risks, or getting into trouble with the law

Too many children who grow up in a home with
violence grow up to hurt their own partners or
children, and pass on violence from one
generation to the next.

YOU CAN MAKE A BETTER FUTURE

‘We know that asking for help s difficult butitis
important for you and for your children that you
get support. We want to help you live a safe ife
with healthy relationships. You and your
children deserve this. We alldo.

Even fyou feel uncomfortable, embarrassed, or
don't know what to say, talking is the firststep
to healing. While chidren can bounce back,
they often need help.

THINGS PARENTS CAN SAY

TO HELP THEIR CHILDREN

« “Whats happening is not your fault.
This is between the grown-ups. It's not
yourjob to fxit”

+ “You can talk to me any time or ask me.
any questions about what is going on at
home. Can we talk about what
happened? How did you feel?”

 “Lets figure out what we can do to keep
‘you safe when things get scary for you.”

* “Iamsorry that you saw/heard that. It
is okay to feel upset/sad/angry when
you think about what happened. It
must be very hard for you to see what
happened "

* “What would make you feel better?
‘What can we do together to feel
better?”

 “Whats going on at homeis not okay.
You are right to feel that this should not
be happening. * (Do not make angry.
comments)

« “Other children and families have had
the same things happen. We are not
alone. There are people who can help.
us." (Explain who might help.)





image12.png
THINGS PARENTS CAN DO

TO HELP THEIR CHILDREN

« Letchildren know you are getting help to
stop the yelling, put-downs and fighting

« Listen and hear your child's story et them
knowit s okay for them to talk about what
happened - don't guess and think you know
‘what your child understands or feels

+ Be extra patient, and answer your children’s
questions calmly
‘Ask what they are most afraid of
Make a plan to help each child feel safe
For younger children, read storybooks about
“feelings”, write down their worries and talk
‘about them, or have them draw pictures
about how they feel

* Suggest that older children write their
thoughts and feelings in a journal

* Provide or encourage safe and fun actvities
inside and outside of the home

* Keepa regular, consistent schedule as much
as possible

« Have children spend more time with other
trusted adults

* Show heaithy ways to deal with anger and
being upset, such as counting to 10 or doing.
‘something physica ke walking or marching

* Ty not to make promises that you can't
keep

* Whena change is going to happen, let
children know ahead of time

« Consider counseling for your children

‘This information sheet is provided by the
santa Clara County Domestic Violence
Council. (2011)

Free download can be found at
http://dve.scegov.

‘SOME AVAILABLE RESOURCES FOR:

CHILDREN & TEENS.

Hotlines

« Childhelp National Child Abuse Hotline
1800422-4453

 National Teen Dating Abuse Helpiine:
1-866-331:9474 wu loveisrespectorg

Books

« ATerrible Thing
Happened (age 4-5)
by Margaret Holmes.
1SEN 1557987017

* Something is Wrong at
My House (age 3-12)
by Diane Davis
ISEN 0943990106

* AFamily that Fights
(age 4-12) by Sharon
Bernstein ISBN 0807522481

Hotlines
* Parental stress Hotline
650327-3333 4082798228
= National Domestic Violence (OV) Hotline:
(for men and women]
1-800-799-7233 www ndvh org
« Santa Clara County DV hotlines and
‘community shelters http://dve sccgov org
Books, Pamphlets and Websites
« Healing the Invisible Wounds: Children's
Exposure to Violence ~ A Guide for Families
free download at
http://safestartcenter org/pdf/caregiver pdf.
« Littl Eyes, Little Ears: How Violence Against
‘@ Mother Shapes Children as they Grow
free download at htp://uww Ifcc on ca/
lttle_eves little_cars odf
= When Dad Hurts Mom: Helping Your
Children Heal the Wounds of Witnessing
‘Abuse by Lundy Bancroft ISBN 0425200310
 Men Stopping Violence
bty menstoppingviolence or

* The content of i iformation shee i based o the.
{nformation that was avaiable st the tim the shest was
prepared, and was dapied with permission fom Kaser
permanente and otner materal. Athough we have

attempted o provide ccurate and usful information, lease

consulta professional counselo o adviser you
e counseling for yoursef o yourchidren, o 3 awyer
i you need lega advice.
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ASK SOMEONE TO COME WITH YOU

At times, it may be helpful to have a friend go with
you to your appointment.

You can ask someone to go with you if:

* You are having a hard time getting yourself to go
for medical exams.

* You are afraid you will not remember your
discussion with the doctor or nurse.

* Youneed a friend to sitin the exam room with
You for support.

You might ask your friend to:

* Hold your hand during painful procedures.

* Take notes so you can remember and re
details later.

« Remind you of any questions you had.

w the

Many health care providers will want to meet with
You alone during some part of the exam. At that
point, you can ask your friend or support to step
outside. But before you start, let the doctor or nurse
know that you would like your friend present during
most of the exam.

WHAT TO DO AFTER YOUR MEDICAL
APPOINTMENT

* Take some time after your appointment to reflect
on how it went.
* Write in a journal on your own or sit with your
friend and discuss your appointment.
* Think about how it felt and what you learned
« Did you feel comfortable with how they treated you
and how they did the exam?
« Do you understand any results, information, or
instructions?
+ Do you feel your doctor or nurse listened to you?
« Did they take the time to help you understand
your options?

This time and thought can help you relax, plan,
and stay on track when it comes to caring for
yourself.

THERE ARE FREE CONFIDENTIAL
HOTLINES AVAILABLE 24 HOURS A
DAY WITH LANGUAGE INTERPRETERS
IF NEEDED. SOME OF THE WEBSITES
OFFER HOSTED CHATS:

NATIONAL DOMESTIC VIOLENCE HOTLINE
1-800-799-SAFE (1-800-799-7233)
(TTY) 1-800-787-3224
www.thehotline.org

NATIONAL DATING ABUSE HELPLINE
866-331-9474; text “loveis” to 22522
www.loveisrespect.org

NATIONAL SEXUAL ASSAULT HELPLINE
800-656-HOPE (800-656-4673)
www.rainn.org

CHILDHELP NATIONAL CHILD ABUSE
HOTLINE
1-800-4-A-CHILD (1-800-422-4453)
www.childhelp.org

NATIONAL SUICIDE PREVENTION LIFELINE
1-800-273-TALK (1-800-273-8255); (TTY) 800-799-4889

wwwsuicidepreventionli

Center

Domestic Violence Trauma § Menta ealth

www.nationalcenterdvtraumamh.org

P

vt volevce §

wwwfutureswithoutviolence.org

s srochurs e funce by 3 gran rom the Family Vilencs revencion & Servies
Program. Family & Youth Seices Bureas, Adminiirason for Childen and Faes,
U3, Deparmentof Healih and Human Servces

A Health Care
Guide for Survivors

of Domestic &
Sexual Violence

The physical and emotional harm that comes from
being abused by a loved one can affect survivers,

even after the violence has stopped. Whether you
are now in an abusive relationship, or you experi-
enced domestic or sexual abuse in the past, some
everyday activities—like visiting the nurse or the

doctor—may be difficult for you.

Center

DomestcViolenc Traumas

vt vioLevce |





