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Chapter 1 Introduction
. Backgound

Domestic violence (DV is used hereafter) has been a central issue of UN General Assembly and
World Conference on Woman as a global concern.

In Japan, a study conducted by the Cabinet Office on intimate partner violence found that one in
three women has experienced emotional abuse and one in 20 women has expericed life threatening
physical abuse by their intimate partners such as husbands and lovers'. These findings lead to the
enactment of legislation “Law for the prevention of spousal violence and the protection of victims” in
October 2001. The law clearly states that DV is a violation of basic human rights of women and
defines responsibility of the state and local governments. The enactment of the law seemed to have
facilitated the public understanding of the issue, and detection and protection of victims. However,
there was not sufficient number of support centers and shelters available, or the law did not cover
violence from an intimate partner outside marriage. Identification of such new issues has led to
revision of the law in 2004. The latest report’” shows that 3.6% of women have received physical
abuse from their partner. This result is comparable to that of 1999, suggesting no reduction in the
proportion of victims.

DV has been reported to have serious impact not only on women’s physical health such as injury
from physical abuse, but alo on mental and emotional health such as depression, anxiety, and
posttraumatic stress disorder (PTSD).

Interviews with victims of DV conducted by Tokyo Metropolitan Government reports the cases in
which violence began or excalated during pregnancy.’ Violence during pregnancy impact maternal
and/or fetal health, and has been suggested to have, and its relationship with child abuse after birth
has been suggested. Supports are particularly necessary for women in pregnancy or in perinatal
period. Pregnancy is considered to present opportunities to detect and provide necessary supports
for victims as women in pregnancy often pay periodical visit to health care providers.

The law states roles of health practioners in reporting incidences of DV and in providing adequate
information to the victims. Nevertheless, guidelines that provide healthcare givers with concrete

information have not been published to date.

1. Objective

This guidline has been compiled aiming to improve the quality of care for victims of DV, by

' Gender Equality Bureau, Cabinet Office (1999). “Report on violence between genders (executive
summary)”, http://www.gender.go.jp.

2 (Ed.) Gender Equality Bereau, Cabinet Office (2003). “Report on violence from spouse”,
Tokyo, Cabinet Office.

* Bureau of Citizens and Cultural Affairs (1998). Research paper “Violence against women”.
Department of Policy Information, Tokyo Metropolitan Government.
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presenting clinical health practitioners including nurses, practical guidance on detecting victims and
providing adequate support for their recovery as well as ways to collaborating with other

organizations.

[Il. Fundamental Concept

Care of victims of DV in this guidline is based on the principle of Women-centered Care.*
Women-centered care places emphasis on significant social, cultural, or political influence of women
on health, and aims for general well-being of women. A women-centered approach ensures the right
of women to aspire well-being of their preference, and supports women to achieve their full potential.

When violence takes plalce in a housedold, women feel deprived of power, control and self-esteem
as a result of a man wielding power and control. For women to regain her power and to recuperate
her mental physical, psychological and/or social health, it is important to provide healthcare and
welfare in accordance with the principle of women-centered care.

The element of the fumdamental concept of women-centered care includes ‘respect’ ‘security’ ‘free
will” and ‘empowerment’.  First of all, it is important to respect and treat women as equal. Respect
allows women to have free-will and facilitates their decision making, which in turn leads to
empowerment and thus autonomy of women.

Basic attitudes caregivers should take in providing women-centered care are to treat women with
respect and dignity as individuals, provide care so as not to threat them, and work in collaboration as
equal partners. Based on the principle of placing priority on women’s preference over caregivers’,
caregivers should consider that care which is good for victims of DV being deprived of power is care

good for everyone.

IV. Target of this guideline

This guideline was developed to give care and support for women particularly those in perinatal
period such as in pregnancy, childbirth and rearing, who are victims of DV at present and past, as well
as for women who are not yet aware of being victims of DV and therefore latent. Hence this
guideline covers the process from detecting victims of DV in perinatal period by caregivers to
providing adequate resource but does not cover therapeutic interventiaon such as counseling of the

victims.

V. Users of this guideline

Prospective users of this guideline are healthcare practitioners who are engaged in perinatal care of

* Hills, M., & Mullett, J.(2002). Women-centred care: working collaboratively to develop gender
inclusive health policy. Health Care Women Int, 23(1), 84-97.

> Tinkler, A., & Quinney, D. (1998). Team midwifery: the influence of the midwife-woman
relationship on women’s experiences and perceptions of maternity care. J Adv Nurs, 28(1), 30-35.
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women, including midwives, nurses, publichealth nurses, and doctors alike.

VI. Notes for the use of this guideline

This guideline is meant to be used as a guide only and does not force any particular way of giving
care. Care needs to be planned according to the capacity and resources of a healthcare center, and
accommodate individuality of each woman.

Users of this guideline are responsible for consequences of care which they provide. The working
committee for this guideline does not take any responsibility for inappropriate use of this guideline,

or its consequences.

VII. Method of the guideline development

This guideline has been developed based on “Process of guideline development for healthcare ver.
4.3,2001.11.7” and “Healthcare guideline based on EBM a guideline for its development and use, ver.
4.3,2001.11.7” ®of EBM Joint Research Group, and in accordance with basic practice of EBM and
EBN.

Working committee of this guidline includes a main working committee which consists of five
members, and a second working committee which consists of seven members. The main working
committee cocnducted comprehensive literature survey and review, and identified evidence of
adequate support system for DV victims, their effective detection, protection and safety planning.

This guideline presents care practice expected to be most effective at present.

1. Members of the working committee

Main working committee:

Shigeko Horiuchi, RN, PhD Professor,
St. Luke’s College of Nursing
Hiromi Eto, RN, PhD Lecturer,
St. Luke’s College of Nursing
Yaeko Kataoka, RN, PhD Lecturer,
St. Luke’s College of Nursing
Yukari Yaju, BSc, RN, PhD candidate (Social Health Medicine),

Kyoto University School of Medicine,
Research fellow,
St. Luke’s College of Nursing 21* Century
COE Program

Naoko Matsumoto Librarian,
St. Luke’s College of Nursing

% Tateo Nakayama (2004). “Healthcare guideline based on EBM a guideline for its development and
use”, Kaneara Publishing, Tokyo.
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Second working committee:

SeonAe Yeo, RN, PhD Associate Professor,

University of Michigan
Akiko Mori, RN, PhD Associate Professor,

St. Luke’s College of Nursing
Naoko Arimori, RN, MN Lecturer,

St. Luke’s College of Nursing
Masako Momoi, RN, PhD Lecturer,

St. Luke’s College of Nursing
Madoka Tsuchiya Teaching Assisstant,

St. Luke’s College of Nursing
Miki Koyo Teaching Assisstant,

St. Luke’s College of Nursing
Masumi Katagiri Lecturer,

Kanagawa University of Human Services

2. Method of literature survey
1) Database

To find existing clinical guidelines, crossectional search was conducted on databases of ‘National
Guideline Clearing House’, ‘Centers for Disease Control & Prevention Guidelines’ and PubMed
(MEDLINE) using a system, HSTAT. Similarly, a search was conducted on lists in ‘Primary Care —
Clinical Practice Guidelines’ hosted by UCSF Department of Medicine. Similarly, contents and
references of Clinical Evidence and Up To Date were investigated. Furtheremore, database of
Joanna Briggs Institute and CINAHL were investigated respectively for the information relevant to
nursing. Joanna Briggs Institute is a network which primarily consists of universities and hospitals
in Australia, and collects develops and presents nursing guidelines. ‘CINAHL’ is a database created
by CINAHL Informatio Systems, and contains British and American literatures in nursing science and
public health. A search was conducted in ‘CINAHL’ using WebSpirs of Silver Platter (Ovid Inc.).
For literatures in Japanese, a survey was conducted of Clinical Guideline List of Toho University
Media Center®,  and Scientific Research Database Ministry of Health Labor and Welfare’.

The Cochrane Library and ACP Jounal Club were used for searching systematic reviews.

PubMed (MEDLINE), CINHAL, Ichu-Shi Web, and Saishinn-kanngo sakuinn were searched to
collect past research outcomes. Ichu-Shi Web is the largest database of medical journals in Japan
presented by Japana Centra Revuo Medicina. Saishinn-Kanngo-Sakuinn is an index of journals in
nursing science and relatied fields, which are held in the library of Nursing Ecucation and Research

Center of Japanese Nursing Association. This index is not digitized at present. Thus the search

7 http://www.mnc.toho-u.ac.jp/mmec/guideline/index.htm[2004-05-05]
¥ http://www.mnc.toho-u.ac.jp/mmc/guideline/index.htm[2004-05-05]
’ http://webabst.niph.go.jp/[2004-05-05]
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was conducted manually using keywords that were determined in advance.

The oldest year of journal publication held in four databases was different between all four
databases with stated years of journal holdings (Table 1). Saishinn-Kanngo-Sakuinn could be
searched for journals between 1987 and 2000 becausee of two-year time lag. Issue 2 2004 of the
Cachrane Linrary and 1991-Sep/Oct, 2001 of ACP Journal Club were, respectively used for search.
The data covered contained in Database of Scientific Research Ministry of Health Labor and Welfare

covered the year between 1997 and 2000.

Table 1 The year of oldest journal holding

PubMed CINAHL Ichu-shi Web Saishinn-kanngo-Sakukinn

1966 1982 1983 1987

2) Procedure of literature survey

In order to define the structure of the guideline, a pilot literature survey was conducted using the
following key words: “Domestic Violence”, “domestic-violence”, or “domesticviolence”.

First, CINHAL was searched in August 2001 to overview the research trend in nursing science. A
search was conducted for articles containing ‘domestic violence’ in the title or the major subject
headings. A couple of search was conducted in PubMed. The first search was conducted in
December 2001 using ‘domestic violence’ with no restriction in the fields. The search result was
further restricted by confining the publication type within ‘randomized controlled trial’, “clinical
trial”, and “meta-analysis”. The second search was conducted in Feburuary 2002.  In this search
the result from using ‘domestic violence’ with no restriction in the fields was restricted using

‘diagnosis’ and ‘Etiology’ in the Clinical Queries using ‘specificity’ as a filter.

To search for clinical guidelines, EBM Reviews was surveyed in January 2002 for systematic
reviews also using ‘domestic violence’ as key word. During the same period of time, the following
databases were searched as well: HSTAT (National Guideline Clearing House, Centers for Disease
Control & Prevention Guidelines, PubMed (cross sectional search), list of Primary Care - Clinical
Practice Guidelines, UpToDate, database of Joanna Briggs Institute, CINAHL. Clinical Guideline
List of Toho University Media Center, and Scientific Research Database Ministry of Health Labor
and Welfare.

In February 2003 after the focus and the structure of this guideline were defined, CINAHL,
PubMed, Ichu-shi Web and Saishinn-kanngo-sakuin were searched again. To conduct a search in
CINAHL and PubMed, a search formula (Table 2) was constructed using ‘domestic violence’,

‘spouse abuse’, ‘partner abuse’, and ‘battered women’ as key words after the subject headings
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(thesaurus) of the articles found with the first search were examined. ‘Elder* abuse’ (* indicate
‘prefix search’) and ‘child abuse’ are not in the focus of this guideline, and therefore excluded from
the formula. Field of search was confounded within ‘title’ or ‘major subject headings’ in CINAHL
and within ‘major subject headings’ in PubMed, based on the tendency in the subject headings
adopted for the identified articles. To further refine the search in PubMed, additional keywords
were chosen in accordance with the content of this guideline and following the style of the effective
search filter of McMaster University Library. On the otherhand, ‘document type’ was set to
‘research’ and ‘review’ in CINAHL to ensure that a result will widely cover research outcomes in

nursing science including those of qualitative research.

In addition to ‘domestic’ ‘violence’ and ‘spouse abuse’ following key words were
combined with ‘violence’ to construct a search formula in Ichu-shi Web: ‘spouse’, ‘wife’,
‘women’, ‘partner’ and ‘lover’ (Table 2). Similarly, Saishinn-kanngo-sakuin was

searched manually using the above keywords.

Table 2 Search formulae (February 13™, 2003)

CINAHL
#1 domestic violence in ti,mj 1168
#2 child abuse in ti,mj 2307
#3 elder* abuse in ti,mj 617
#4 spouse abuse in ti,mj 493
#5 partner abuse in ti,mj 266
#6 battered women in ti,mj 460
#7 #1 not (#2 or #3) 1105
#8 #7 or #4 or #5 or #6 1857
MEDLINE
#1 Search "domestic violence"NOT "Child Abuse" NOT "Elder Abuse" OR "Spouse Abuse" OR
"Battered Women" Field: MeSH Major Topic 3145
#2 Search clinical trial OR randomized controlled trial OR multicenter study OR meta-analysis
Field: Publication Type 367625
#3 Search meta-analysis OR comparative study OR clinical trials
Field: MeSH Terms 1122534
#4 Search "Epidemiologic Studies" OR "Prognosis" OR "Morbidity"
Field: MeSH Terms 977597

#5 Search Health Status Indicators OR Mass Screening OR Medical History Taking OR Medical
Records OR Nursing Assessment OR Personality Inventory OR Psychiatric Status Rating Scales
OR Risk Assessment OR Questionnaires OR Sensitivity and Specificity
Field: MeSH Terms 434699

#6 Search "spouse abuse/diagnosis"

Field: MeSH Major Topic 208
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#7 Search #1 AND #2 4967
#8 Search #1 AND #3 194
#9 Search #1 AND #4 645
#10 Search #1 AND #5 791
#11 Search #6 OR #7 OR #8 OR #9 OR #10 1369
#12 #10 or #11 limit: (87-03) 387
EfEE (Ichu-shi) Web
#1 FART49D (domesitic)/AL and
NAA LY A(violence)/AL limit: (87-03) 62
#2 ( &1 (violence)/TH or
£ A1(violence)/AL ) limit: (87-03) 1185
#3 ( Bif@¥& (spouse)/TH or
£ (wife)/AL ) limit: (87-03) 5689
#4 ( Z% (women)/TH or
ZtE (women)/AL ) limit: (87-03) 41281
#5 DV/AL limit: (87-03) 1564
#6 #3 or #4 or #5 limit: (87-03) 48294
#7 1N\—PFF— (partner)/AL limit: (87-03) 2470
#8 ZRA (lover)/AL limit: (87-03) 29
#9 #6 or #7 or #8 limit: (87-03) 50697
#10 #2 and #9 limit: (87-03) 221
#11 #2 limit: CK=2 (women) (87-03) 293
#13 ( EL{B&EEFF (spouseabuse)/TH or
BL{BE FE#F (spouse abuse)/AL ) limit: (87-03) 15
#14 #1 or #12 or #13 limit: (87-03) 407

NB: Words in italics in brackets are Japanese translation of the keywords and not parts of the search

formula.

3. Critical appraisal of the literature

As a first procedure, one person was chosen to read the title and abstract of the literatue obtained
through the survey. As a result, following types of literature were excluded from further analysis: 1)
ones that do not comply with the scope of this guideline, 2) ones that focused on the perpetrator of
DYV, children, or elders, and 3) ones with qualitative research. Qualitative researches were exclueded

because there seems to be no standardized criteria for critical appraisal of qualitative research.

As a second procedure, two reviewers were nominated to conduct critical appraisal of the literatures
selected through the first procedure. To evaluate the quality of each article, two kinds of evaluation

sheets were prepared. One kind was developed to evaluate those literature with clear research
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design, based on “JAMA: User’s Guides to the Medical Literature <the Evidence-Based Medicine
Working Group” and worksheets of CASP JAPAN. Five evaluation sheets were developed
respective to focus area of the literature: diagnosis, prognosis, therapy/prevention, etiology/harm, and
overview. The other type was developed by the main working group to evaluate the literature
without clear research design. One work sheet was developed using criteria which can evaluate
internal validity of the researches irrespective of their research design (Appendix 3, 4, 5). Evidence
level of the literature was determined from the results of critical appraisal and based on the criteria of
evidence level presented by Oxford Centre for Evidence-based Madicine (2001). Incorporation of a
research into this guideline was determined by the quality and evidence level of each research.
Similalry, decision of the incorporation was determined by discussion of more than two members,

when the two reviewers had different opinions of a research.

4. Construction of an evidence table
The literature was categorized according to research questions derived from a flowchart of support
(pp. 41), after literature to be utilized was decided. Evidence table was then constructed according

to each research design.

5. Recommendations grades

Evidence level was categoraized according to the reseach questions. Those of the hihest evidence
level were utilized for the development of recommendations grades. The standard or
recommendation grades were developed based on the standard IDSA evidence-grading system
presented in the table 2, Kish (2001)1° and consensus of the memers of main working group of the
guideline (Table 3).

Grade of recommendation was determined according to this standard. When the
evidence was unclear, grade of recommendation was determined according to Decision
Making When Evidence 1s Unclear presented by the Canadian Task Force on Preventive
Health Care (Table 4).

Table 3 Standard of recommendations grades

Recommendations Grades
A. Strongly recommended:
Good evidence to recommend the clinical preventive action.
B. Recommended:
Fair evidence to recommend the clinical preventive action.
C. May be recommended depending on circumstances:

Equivocal evidence to or not to recommend the clnical preventive action. Harm is no

greater than desired effect of the clinical preventive action.
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Table 4 Decision Making When Evidence is Unclear: Canadian Task Force on Preventive Health Care

(2003)"!

L 4

L 4

L 4

Guiding Factors for Decision-Making:

increase patient involvement in decision-making
minimize harm

advocate major change only on strong proof of need
avoid unnecessary labelling

avoid expensive manoeuvres of unclear benefit
focus on conditions with a high burden of illness

be attentive to special needs of high risk groups

6 Development of this guideline

This guideline was developed based on the outcome of the selected literature. The guideline

presents care guideline and the justification following the format of a flowchart of support (pp. 41).

This guideline is intended for immediate clinical use by caregivers.

7 Third-party evaluation of the guideline

This guideline was evaluated by clinical epidemiologists, representatives of femisit groups,

" http://www.ctfphe.org/ctfphc&methods.htm#Decision[2004-05-05]
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survivors, therapists, DV consultants, physicians, midwives, nurses, public health nurses, lawers and
the like. Each of the evaluators was asked to provide opinions and/or comments on each

topic, or give an evaluation using AGREE Instrument.12

The guideline was then modified based on the feedback from the evaluators. The names of the

evaluators were enlisted here with their consent.

8 Completion of the first version of the guideline

The palnned date of completion is July 2004 after the third-party evaluation.

VIII Revision
As social situation changes, circumstances and supports required by women chage. Accordingly,
this guidline needs to be revised periodically. This guideline is planned to be revised every three

years by the working group, and evaluated by third parties.

This guideline will be made available to the public to facilitate the understanding of the issues of

domestic violence. Dissemination of the guideline will be achieved through the following channels:

® posting on the website of St. Luke’s College of Nursing 21% Century COE Program
“People-Centered Initiatives in Health Care and Health Promotion”,

®  distribution to hospitals, clinics, and birth centers
submission to Ministry of Health Labour and welfare, Ministry of Education Culture Science
and Technology, and academic groups

® presentation at relevant conferences (Japan Academy of Midwifery, Japan Academy of Nursing

Science, St. Luke’s Society of Nursing Research)

NPO Center of the Education and Suppor for Health and Security of Women

distribution to femisit and/or consumer groups

distribution to Japanese Midwive’s Association, Japanese Nursing Association

distribution to newspapers and medicine and nursing related publishers

After the guideline was publisized through as above channels, opinions will be called for from the
public as well as healthcare practitioners involved with perinatal care. Similarly the guideline will
be tested for its efficacy at model institutions.

The first revision is planned to be completed by December 2007.

2 AGREE Collboration (2001). AGREE Tool: Appraisal of guidelines for research & evaluation.
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Chapter 2 Definition
| Domestic Violence (DV)

DV refers to a pattern of violence by an intimate partner to a woman. Initimate partner includes
men in relationship with women at present or in the past such as boyfriend, ex-boyfriend, husband
and separated husband. The pattern of DV can include physical abuse, psychological abuse, and
sxual abuse. DV is considered to be a course of actions that threatens safety and dignity of women.

Here, DV, violence and abuse are used interchangeably.

1. Physical Abuse
Physical abuse occurs when physical power which may injure women, is used to control women.
It can inlude actions such as scratching, pushing, hitting, flinging, grappling, biting, pulling hair,

slapping, panching, and burning.

2. Psychological Abuse
Psychological abuse includes a range of actions that cause or potentially cause emotional harm or

pain in women such as verbal insult, control of behavior, isolation, neglect and threat.

3. Sexual Abuse
Sexual abuse occurs when women are deprived of their choice about sexual behavior, for instance:
being forced to have unwanted sex, to see porns, or to have an unwanted abortion. It can also

include refusal of using contraception despite their request.

[l DV Victims
Victim of DV refers to all women (excluding children) who are receiving violence from their
intimate partners. Victims are not necessarily aware that they are abused. Battered women and
survivors will also be used interchangeably.
DV prevention act “Law for the prevention of spousal violence and the protection of victims”
defines ‘violence’ as ‘physical abuse’. Nevertheless, psychological abuse is also defined as
violence in this law when the abuse leads to PTSD as defined in the criminal law. Similarly,

‘Spousal violence counseling and support center’ deals with both physical and sychological abuse.
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Chapter 3 Data collection of the literature
| Result of existing guideline search

Among the clinical guidelines ane relevant literature gathered through prodedures
describe above (V-II), 20 articles were selected and examined in January 2002. Two of
them are developed based on Evidence-based medicine (EBM) (Item 10 and 11, Table 5).

Table 5 Clinical guidelines and relevant literature selected and examined in January 2002.

Authors Year Title Source

Santa Clara County

Domestic Violence

Council, Santa Clara Domestic violence orotocol http://[www.growing.com/non

1 | County Board of 1997 e p violent/protocol/sccdvphp.ht

. for health providers

Supervisors, Santa m

Clara Valley Medical

Center

The International

9 Federation of 1998 Violence against women http://www.figo.org/default.as
Gynecology and resolution p?1d=/00000087.htm
Obstetrics (FIGO)

3 U.S. Army Family 1996 | Spouse abuse manual http-//chlld.'cornell.edu/arrny/
Advocacy Program spam/spamindex.htm
Alameda-Contra
Costa Medical
Association, Hospital
Council of Northern . http://www.accma.org/pdf/Do
and Central Domestic violence resource o

4 . . N/A X mestic-Violence-Resource-Gu
California, Contra guide ide.pdf
Costa Health P
Services, Public
Health Department
of Alameda

RGO T D 75 <In Japanese>
[:ff&w_ﬁ%J_ o RELA 2000 Grant-in-Aid for scientific
DRI ~DX I~ =27 v . .
Family Violence Improving the health care research (Children and Fe_lmlly
5 p tion Fund 2000 P g . Integarated Research Project),
revention fun response to domestic Assigned Research Project
violence: a resource 'manual Report: Study of violence against
for health care providers women and health.
Institute for Clinical ..
6 | Systems 2001 Health care guideline: http://www.ICSl.org/
I domestic violence
mprovement
. Guillines for the care of Home Healtcare nurse,
7 | Sillman, J W. 1994 abused wome Vol.12, No.4
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Authors Year Title Source
Flitcraft, A H.
Hadley, S M. American medical association
Hendricks-Matthews, diagnostic and treatment
8 | M K. McLeer, SV. 1992 1810 . Arch Fam Med, Vol 1
Warshaw. C guidelines on domestic
. violence
Powsner, R M.
Salber, P. Starr, D A.
Guidelines for managing
Ferric, L E. Norton, P domestic abuse when male JAMA, September 10,
9| G. Dunn, E V. Gort, E | 1997 | ande female partners are 1997-Vol 278. No. 10
H. Degani, N. patients of the same e
physician
United States Screening for family and http://www.ahra.gov/news/pu
10 | Preventive Services 2004 | intimate partner violence: vp: -anrq.g b
: bsix.htm
Task Force recommendation statement
. Prevention and treatment of
11 (()jri1 Ill)igilfrllgszl}{Feglig}el 2001 violence against women http://www.ctfphc.org/
Care systematic review and P -ctiphc.ors
recommendations
American Medical Published paper only. No . i
12| Association N/A original guideline available. http:/fwww.ama-assn.org/
American College of
13 | Obstetrics and 1995 | Domestic violence http://www.acog.org/
Gynecologists
* Violence against women: An
international and
interdisciplinary journal
+ Intimate partner violence
surveillance
Centres for Disease + Full report of the
14 | Control and N/A prevalence, incidence, and | http://www.cdc.gov/
Prevention consequence of violence
against women: research
report
+ Cost of intimate partner
violence against women in
the United States
American College of Assessment for Intimate o
15 | Nurse-midwives 2002 | partner violence in clinical http://www.midwife.org/
practice
Royal College of Domestic violence: the .
16 | General Practitioners N/A general practitioner’s role http:/fwww.regp.org.uk/
Royal College of Domestic violence, Guidance .
17 Nursing 2000 | ¢ nurses http://www.rcn.org.uk/
Royal College of . . .
18 | Midwives 1999 | Domestic abuse in pregnancy | http://www.rcm.org.uk/
19 A]i]élst;(s:i};tl:\i/{ghcal 1998 CDa(;,Iélils;lfe\?’mlence' a health http://www.bma.org.uk/
Royal College of
20 | Obstetric Gynecology | 1997 | Violence against women http://www.rcog.org.uk/

Press
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[l Results of secondary literature search
1. Clinical Evidence

Three articles were considered to be relevant to this guideline in the reference of “Domestic
violence towards women” in Clinical Evidence Issue 10 (December 2003). They were added to the
list of the literature for critical appraisal.
2. UpToDate

Nine articles were considered to be relevant to this guideline in the reference of “Diagnosing,
screening, and counseling for domestic violence” in UpToDate (online ver. 12.1). They were
added to the list of the literature for critical appraisal.
3. Cochrane Library

There were 55 articles found by a search using the following search formula in the Cochrane
Library, issue 2 (2004). Of these articles, five articles were considered to be relevant to this
guideline based on their title or abstract (one article turned out to be one of the articles identified from
the reference in Clinical Evidence). These articles were then added to the list of literature for critical
appraisal.

These articles included a Cochrane systematic review, a systematic review and a

related article, and a couple of comapative studies.

Search formula used in the Cochrane Library, issue 2 (2004)

#1 SPOUSE ABUSE explode all trees (MeSH) 24
#2 (domestic next violence) 67
#3 (woman or women) 32097
#4 (#2 and #3) 35

45 (#1 or #4) 55
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Il Results of primary literature search
Following results were obtained from the pilot search using ‘domestic violence’ or

‘domestic/violence (domesticviolence)’ as key words.

%  CINAHL (1999-2001/8) 826
*  PubMed
(1966-2001/12/7Current)
Publication Type: Randomized Controlled Trial 9
Publication Type: Clinical Trial 13
Publication Type: Clinical Trial 4
(1966-2002/2/4Current)
- Clinical Queries(specifity): Diagnosis 135
- Clinical Queries(specifity): Etiology 285

The structure of this guideline was formulated based on systematic reviews and
clinical guidelines obtained from the pilot search. At this stage, 253 articles had been
selected.

Another search was conducted in CINAHL, PubMed, Ichu-shi Web, and
Saishinn-kanngo-sakuinn in February 2003, when the focus and the structure of this
guideline were finalized (Table 2). The net number of literature obtained was 2392.
Articles relevant to this guidline were selected from the obtained literature. In total,
the net number of articles was 655 including those obtained from the pilot search.

Based on these articles, the scope of critical appraisal was determined. As a result, articles on
violence against children elderlies or men along with qualitative research were excluded from the
critical appraisal. The final number of articles chosen for critical appraisal was narrowed down to

544.
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Figure 1 The selection process of articles for developing this guideline

Literature obtained from a
pilot search including
clinical guidelines and
systematic reviews and
their references: 253
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Examination and determination
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Chapter 4 Current status of domestic violence
Focus of literature on current status of domestic violence can be categorised as: 1
domestic violence during perinatal period, II domestic violence against women in

general, and III status of suppor for the victims.

| Prevalence of abuse during perinatal period

There were 22 articles which investigated status of domestic violence during perinatal period
(women in pregnancy or in childbed). The literature consisted of one systematic review, five
prospective cohort study, one case control study, 13 cross sectional studies, and two case collection
studies.

Articles were chosen primarily based on the clarity of the method in detection of DV.

Nevertheless, diversity of countries where studies were conducted was also taken into consideration.

Summary

e  Proportion of women who were abused during pregnancy in developed countries varied between
1% and 30%.

e  QGreater proportion of women was abused both the year before and during pregnancy, than
otherwise.

e  Prevalence of violence declined after childbirth slightly. However, 40% to 70% of women were
severely abused both during pregnancy and after childbirth.

o Following impacts indicated abuse of women in pregnancy: teenage, rapid repeat pregnancy,
unwanted/unplanned pregnancy, elective abortion, STD (sexually transmitted disease), and
vaginal bleeding.

Results of 13 systematic reviews selected from the literature published in the U.S. between 1963
and 1995 show that rate of women who are abused during pregnancy varied from 0.9% to 20.1%.
The variation can be attributed to differences in the method of DV identification as well as target
groups (Gazmararin et al., 1996; 3a).

The greatest number of studies was conducted in the U.S. The proportion of women
who were abused during pregnancy varied as follows: 26% (Parker et al., 1993; 3b) .
16% (McFarlane et al., 1995; 3b, McFarlane et al., 1996; 3b) . 8% (Helton et al., 1987; 4),
and 8.8% (Goodwin et al., 2000; 4) .

A study which investigated changes in the prevalence of abuse before during and after
pregnancy showed that the prevalence after childbirth was 3.2% and was relatively
smaller than 6.9% before pregnancy, and 6.1% during pregnancy (Martin et al., 2001;
3b) .

In a study of abused women, 30.2% of the women were abused the year before pregnancy but not

during pregnancy, 18.1% were abused during pregnancy but not the year before, and 63% were
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abused both the year before and during pregnancy. The severity of abuse was the heaviest for the
last group of victims (McFarlane et al., 1999; 3b).

With regard to abuse after childbirth for women at puberty, the greatest proportion (21%) of the
women was abused within three months of childbirth, while the lowest proportion (13%) was abused
after 24months. However, 75% of the women who were abused during pregnancy were abused after

childbirth (Harrykissoon €t al., 2002; 3b).

Followings are reported from countries other than the U.S.

A study conducted in Switzerland which investigated status of abuse before and during pregnancy
reported that in total 18% (95% CIL: 13, 23) of the women were abused emotionally, physically or
sexually. Abuse was started during pregnancy for 7% (95%CI: 3, 10) of the women, while 18% of
the women were abused both before and during pregnancy. Husband or someone beknown was
responsible for 84% of the case (Irion et al., 2000; 3b).

A study in Canada reported that 6.6% of the women were abused during pregnancy. Abuse
escalated in 63.9% of the cases (Stewart et al., 1993; 4).

A Swedish study reported that 1.3% of the women were abused during pregnancy and 19.4% had
been abused at one stage of their life (Stenson et al., 2001; 4). Furthermore a study on pregnant
women in Sweden reported that 27.5% of the women had been abused in the past, while 24.5% was
abused the year before (Hedin et al., 1999; 4).

In an Australian study, 29.7% of the women in pregnancy had experienced abuse, and 5.9% of
those were abused during pregnancy (Webster et al., 1994; 4).

A study conducted in Hongkong reported that 15.7% of the women in pregnancy being abused and
mostly by husband (Leung et al., 1999; 3).

In a study which investigated pnysical abuse during pregnancy and its impact on health on 7105
pregnant women in Saudi Arabia between 1996 and 1999, 21% of the women were abused during
pregnancy. Comparison between 1463 women who were physically abused and 5537 women who
were not abused showed following results: hospitalization during pregnancy was OR 1.5 (95% CIL:
1.1, 2.0), bruises from battery on lower abdomen OR 24.6 (95% CI: 1.9, 220), kidney infection OR
2.3 (95% CI: 1.3, 2.5) (Rachana et al., 2002; 3b), CS (caesarian section) OR 3.0 (95%CI: 1.1, 3.0),
and fetal distress OR 2.2 (95%CI: 1.0, 3.3).

In a study conducted in Tokyo for 328 pregnant women, 24% was abused (Kataoka, 2004; 4).

<Teenage Women>
Rate of abuse was higher among teenagers (36.1% of 215 women) than among adults (23.6% of
479 women) based on a study conducted on 691 women in pregnancy to investigate rate of abuse

according to different age classes using Abuse Assessment Screen (AAS) and Index of Spouse Abuse
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(ISA) (Parker et al., 1993; 3b).

<Rapid repeat pregnancy and unwanted pregnancy>

A study examined 100 low-income adolescents in the U.S. reported relationship between rapid
repeat pregnancy and the experience of interpersonal violence and abuse (Jacoby et al., 1999; 4). In
this population, 43.6% was pregnant within 12 months and 63.2% was pregnant within 18 months.
A comparison of pregnancy rate of the adolescents with and without the experience of any form of
physical or sexual violence in the study interval showed that those with the experience within 12

months and 18 months had OR 3.46 and OR 4.29, respectively.

In the U.S., 8.8% of 34,835 pregnant women in 14 states were abused (95% CI: 8.3, 9.3). Of the
abused women, 15.3% reported unwanted pregnancies (95% CI: 13.4, 17.2). Level of abuse was RR
2.5 (95%CI: 2.2, 2.8) for the women with unintended pregnancies compared with those with intended
pregnancies, suggesting that women with unintended pregnancies had 2.5 times the risk of
experiencing physical abuse compared with those who had intended pregnancies (Goodwin et al.,
2000; level 4) .

Similarly, a study conducted in HongKong comparing unintended pregnancy and intented
pregnancy as a risk factor reported significantly higher risk of experiencing abuse for those women

who had unwanted pregnancies (Leung et al., 1999; level 3b).

The above results lead to a conclusion that rapid repeat pregnancy and unwanted pregnancy were

indicative of abuse from male partners.

<STD/Vaginal Bleeding/Elective Abortion>

In a case-control study conducted against 744 pregnant women with low income in the U.S., those
women who had experienced any type of abuse had OR 1.69 (95% CI: 1.12, 2.5). The women with
a history of only sexual abuse had OR 2.14 (95% CI: 1.1, 4.03), while those with a history of both
physical and sexual abuse had OR 2.97 (95% CI: 1.49, 5.78). The results showed that abused
women were at significantly higher risk of having a history of STD or current STD infection,
compared with nonabused women (Johnson & Hellerstedt, 2002; level 3b).

Similarly, a study reported that 33.7% of 261 pregnant women seen for vaginal bleeding in private
and public emergency departments in a metropolitan area (Greenberg €t al., 1997; level 4).

Furthermore, among those women who had elective abortion, 39.5% reported experience of abuse.
Significantly greater number of abused women reported relationship issues as a reason for abortion

compared with nonabused women (Glander et al. 1998; level 3b).
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<Femicide>

A ten-city case-control study reported that abuse during pregnancy was found in 25.8% of the
attempted femicides. Furthermore, the risk of becoming an attempted/completed femicide victim
was three-fold higher for those women who had experienced abuse during pregnancy than otherwise
(McFarlane et al., 2002a; level 4).

A study conducted by the same authors in 1995 also reported the risk of becoming femicide victim

(McFarlane et al., 1995; level 3b).
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1. Prevalence of abuse in general
The number of articles used for the systematic review with regard to the prevalence of abuse in
women in general was 25. They included one systematic review, one prospective cohort study, one

case control study, 20 cross sectional studies, and two descriptive and correlational studies.

Summary

e  Prevalence of abuse of women within 12 months varied between 4% and 22.7%.

e  Prevalence of women who had experienced abuse in their lifetime was greater than 35% to 60%,
and was higher than those with experience of abuse in the last 12montsh.

e  Great proportion of women suffered PTSD after abuse, while the severity of PTSD varied
depending on length, severity and type of abuse which women had experienced.

e  Women with experience of abuse by their intimate partners are twice as likely to abuse their child
as those without experience of abuse.

e  Abused women have a tendency to frequent a doctor resulting in higher annual medical billing.

<Prevalence>

A study in the U.S. reported that prevalence of abuse in women in general within 12 months of the
investigation varied between 4% to 22.7% (Lemon et al., 2002; level 3b, Weinbaum et al., 2001; level
3b, Hathaway et al., 2000; level 3b, Bullock et al., 1989; level 3b, Jones et al., 1999; level 3b, Schafer
et al., 1998; level 3b, Hamberger et al., 1992; level 3b, Abbott et al., 1995; level 3b).

Proportion of women who had experienced abuse throughout their lifetime was greater compared
with that of women who experienced abuse within 12 months of the investigation. Studies report
prevalence of abuse in women varying between 39.6% (Jones et al., 1999; level 3b), or 38.8%
(Hamberger et al, 1992; level 3b) and sometimes more than 50%, for instance, 53.6% (Coker €t al.,
2000; level 4), 54.2% (Abotte et al., 199 5; levl 3b).

Prevalence of abuse varies greately outside of the U.S. with the lower spectrum reported as 1.1% in
Greece (Petridou et al., 2002; level 3b), 9% in Mexico (Diaz-Olabarriet €t al., 2002; level 3b), and
12.1% in Italy (Romito et al., 2002; level 3b). On the other hand, high prevanlence was reported
from Japan. For instance, Yoshihama et al. (1994; level 3b) reported 58.7% of physical abuse and
65.7% of psychological abuse, while Weingourt et al. (2001; level 4) reported 65% of abuse in
general, 32% of physical abuse and 60% of psychological abuse. More than one type of abuse was

recognized.

<Cultural Background>

A study on coping strategy of abused Japanese female migrants in the U.S. showed that those who
were born in Japan had stronger tendency to consider passive coping strategy more effective than
those born in the U.S. (Yoshihama et al., 2002; level 4). This study suggests that coping

strategy for DV should take cultural background into consideration.
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<PTSD>

PTSD can be indicative of severe health impact of DV. A systematic research synthesis on studies
on PTSD and domestic violence in the last ten years found that: 31-84% of women who had more
than one episode of DV exhibited PTSD symptoms. The study suggested that severity of PTSD was
related to severity, length and type of DV (Jones et al., 2001; level 3a).

Similarly, symptoms of PTSD were reported to be correlated with severity of abuse. Paticularly,
flashback was found to be strongly correlated with PTSD (r=0.35-0.57) (Silva et al., 1997; level 3b).

<Clinical Symptom>
The most commom clinical symptoms reported were bruises and facial injury of African-American
women aged between 26 and 35 (Berrios et al., 1991; level 3b). Furhtemore, 67% of victims

showed subsequent complications caused by brain damage (Corrigan €t al., 2001; level 4).

<Reports on Risk Factors of Suicide Attempt>
A study conducted on DV victims reported depression, despair, substance abuse, and child neglect

as risk factors of suicide attempt (Kaslow et al., 2002; level 3b).

<DV experience and HIV infection>
Past experience of DV was found in 67% of women who were HIV positive or potentially infected

with HIV (Cohen et al., 1999; level 3).

<Resultant Child Abuse>

A study which investigated occurrence of child abuse among abused women reported that abused
women are twice as likely to abuse their child as those who were not abused (Rumn et al., 2000; level
2b).

Similarly, abuse against women as a risk factor of child abuse is RR 1.69, and episode of abuse was

found to increase the likelihood of child abuse by 70% (Tajima et al., 2000; level 4).

<Medical Bill>
Annual medical bill spent by DV victims was high, concentrating particularly on emergency

medicine, psychiatric outpatient, and private medical care (Winser et al., 1999; level 4).
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[ll. Support environment
Seven studies on support for abused women have been adopted in this guideline including: one

intervention study without control, five cross-sectional studies, and one case collection.

Summary

e  Studies suggest the lack of adequate support for abused women such as: “low national awarness
of wife rape”, “little awareness among health practitioners”, “little reflection of status of abuse in

medical records”, “inefficient provision of social services”, “refusal to transport”, and “the
desirability of specific physician behavior”.

<Inadequacy in Support Available for Abused Women>

A study which investigated national attitudes toward wife rape suggested the discrepancies
between people’s perception and status of DV (Basile, 2002; level 3b).

A study investigated attitudes and beliefs of primary care providers toward DV also reported
similar results. Prevalence of DV in their practice was believed to be less than 1% by 70% of the
nurses/assisstants and 50% of the clinicians. Furthermore, all of the 206 respondents to the
questionnaire were much less confident in asking about DV than about smoking or alcohol
consumption (Sugg et al., 1999; level 4).

Victims of DV presented to emergency room were concentrated between 9 AM and 5PM, while
only 11% of the hospitals provided necessary social services as a resource during this time of the day
(Birnbaum et al., 1996; level 4).

In family practice clinics examined in a study, only 14.6% of women screened as currently
experiencing intimate partner violence were documented, while 85.4% were not documented (Coker

etal., 2002: level 4).

The rate of refusal to transport to the hospital from the emergency department was 23.4% for DV
victims while it was 7.1% among for the entire study population (Husni et al., 2000; level 4).

There was also a study investigated specific physician behavior which abused women perceived
desirable or undesirable given the inadequacy of available support (Hamberger et al., 1998; level 3b).
Futheremore, a study was found that investigated potential of new support and follow-up practices of

abused women by specialists (Krasnoff et al., 2002; level 3b).
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Chapter 5 Flowchart of DV Support

Flowchart of Support

~
[ I. Organizing support
[ Women presenting to healthcare
~
Il. DV screening
1) Self-administered questionaire
2) Identifying the risk factors
3) Examination for clinical symptoms
W,
\ 4
[ lll. Risk Assessment of DV ]
|
I |
~
DV positive suggested DV negative suggested by
either by questionaire, risk questionaire, risk factors, IX. DV education
factors, or clinical symptom and clinical symptom
( \ 4 . NO

IV. Does the woman consent to assistance?

YES

A 4

-

V. Safety assessment ]

\

A 4

s N

VI. Safety planning

\

A 4

-

[ IX. DV education

VII. Providing information on useful social resources I

.

VIII. Follow-up and documentation J-

\

-

;
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Chapter 6 Guideline excerpt

Excerpts of this DV support guideline is listed below according to each clinical question.

Evidence and justification for each recommendation are presented in Chapter 7.

| Organizing support

1 Healthcare provider as support

CQ (Clinical Question) 1: Is educational intervention necessary for healthcare providers?

Educational intervention about DV is necessary for healthcare providers (“A” recommendation).

2 Support in healthcare system

CQ2: Should support in healthcare system be accessible for DV victims?

Support in healthcare system should be made visible and accessible to DV victims (“C”

recommendation).

[I. DV screening

1. Asking about DV experience: DV screening

CQ3: Is DV screening necessary at perinatal care?

DV screening should be implemented at perinatal care (“B” recommendation).

CQ4: Should the target for screening be focused on women with particular signs of

DV?

DV screening should not focus only on women with particular risk factors, signs, or

symptoms (“D” recommendation).

CQS5: What are the appropriate settings for DV screening?



FEEH D DV HAIESAY

DV screening should be done in a place where privacy of the woman is secured, and without the

presence of her family, husband or intimate partners (“A” recommendation).

CQ6: What kind of attitudes should healthcare providers take towards DV victims?

Healthcare providers should respect the women and always be empathic and supportive (“A”

recommendation).

CQ7: What are the DV screening tools known to be effective?

‘Abuse Assessment Screen’ (AAS), ‘Partner Violence Screen’ (PVS), and ‘Violence Against

Women Screen’ (VAWS) are known to be effective. Any one of these tools should be used for

screening (“B” recommendation).

CQ8: How should DV screeing be conducted?

DV screening should be conducted with self-administered questionnaires (“B” recommendation).

CQ9: What is the appropriate timing and frequency for DV

screening?

DV screening should be done more than once (“C” recommendation).
DV screening should take place during pregnancy but may also be considered after childbirth

(“C” recommendation).

2. ldentifying the risk factors

CQ10: What are the appropriate indice as the risk factors?

Alcohol abuse, drug abuse, unemployment of the partner as well as experience of childbirth may

be indicative of DV risk (“C” recommendation).

3. Identifying the clinical symptoms

CQ11: Should miscarriage and elective abortion be considered as clinical symptoms of DV?
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Miscarriage and elective abortion of DV and the women experienced either of them

more than once must be paid special attention (“A” recommendation).

CQI12: What kind of physical injuries are to be considered as clinical symptoms of DV?

Physical injuries on head, neck and face should be taken special notice when

1dentifying clinical symptoms of DV.

CQI13: What conditional changes in pregnant women need special attention?

Anomally in weight changes of pregnant women (i.e. excessive weight gain or loss)

may need special attention (“C” recommendation).

CQ14: What psychological conditions of pregnant women require attention?

PTSD and depression may be indicative of DV and need special attention (“B”

recommendation). Similarly, fear of sexual intercourse and decreased sexual desire

may require special attention (“C” recommendation).

CQ15: Should delayed presentation to prenantal care be considered as a clinical symptom of
DV?

Special attention should be paid, when women in pregnancy seek delayed prenatal

care (“B” recommendation).

CQ16: Can past DV experience be considered as a clinical symptom of DV?

Past DV experience may be consieread as a clinical symptom of DV.

CQ17: Can newborn with low birth weight be a clinical symptom of DV?

Newborn with low birthweight can be an important clinical symptom of DV (“A”

recommendation).

CQ18: Should fetal distress and death be considered as clinical symptoms of DV?
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Fetal distress and death must be paid special attention as important clinical

symptoms of DV (“A” recommendation).

IV. Does the woman consent to assistance?

CQI19: Is consent of the woman required before discussing DV with her?

Consent of the woman must be obtained before discussing her DV experience (“A”

recommendation).

CQ20: Should decision of the woman be confirmed before support is offered?

The woman must be asked if she is willing to seek support (“A” recommendation).

V. Safety assessment

CQ21: Should safety of the women and children be assessed?

Safety of the women and children (including the fetus) should be assessed (“B”

recommendation).

CQ22: What is a scale to be used for the risk assessment?

For assessment of the risk of DV, ‘Danger Assessment Scale’ (DAS) should be used (“B”

recommendation).

VI. Safety planning

CQ23: Should referrals be made to police or DV support centers?

If the woman and children are at high risk of their life, they should be referred to police or DV

support centers with her consent (“A” recommendation).

CQ24: Is safety planning necessary to ensure the safety of the woman?
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Safety planning must is necessary for ensuring the safety of the woman, and support for the

planning must be offered (“A” recommendation).

VII. Providing information on useful social resources

CQ25: Is it necessary to provide the women with information on social resources and with

support for utilizing them?

Support including the information must be given for women to make effective use of the

available social resources (“A” recommendation).

CQ26: What kind of discretion must be used when providing information for the women?

Information must be provided for the woman while ensuring her safety, e.g. in a

manner the abuser would not notice (“A” recommendation).

VIIl. Follow up and documentation

CQ27: How long should the woman be followed up?

Long term follow up of the woman may be necessary through the perinatal period

and postpartum (“B” recommendation).

CQ28: What cautions should be taken with the documentation of DV?

Words and quotes of the woman should be recoreded only with her consent. The
information must be stored with care and under no circumstance be disclosed to
anyone but the woman. Healthcare providers should be aware of necessary

cautions for handling the information (“A” recommendation).
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Chapter 7 Recommended support process
| Preparation of support

This section was prepared based on the results of: one systematic review, two RCT studies, one
comparative study, one retrospective cohort study, six studies with no control, 7 cross sectional

studies, three case collection studies, and one narrative review.

1. Necessary considerations to to be taken by healthcare providers
1) Barriers within healthcare providers

A study conducted in Europe reported that there are considerable barriers among healthcare
providers (e.g. midwives, doctos, and nurses). A litelature review (Ronnberg et al., 2000; level 5)
reported the following as potential barriers within healthcare providers to support DV patients: lack of
education focusing on sexualized violence, time constraints, stereotype of a “typical abused women”,
too close identification with the victim or abuser, fear of offending the victim or abuser, feelings of
hopelessness and non-responsibility, absence of routine screening, and lack of professionalism as

healthcare provider.

2) Values and attitudes of healthcare providers and status of practice
Values and attitudes of healthcare providers toward DV have impacted the current status of

practice.

@ Attitudes of physicians toward DV

No difference was detected in the attitude of physicians toward abuse from intimate partner
between large cities and rural areas in Canada (Ferris, 1994; level 3b). However, 98.7% of the
physicians overlooked physical abuse. Similarly, 55.3% of the physicians believe that 30% or more
cases of phycial abuse have been overlooked. Furthermore, 68% did not have DV screening
protocol, while those with the screening protocol had increased chances of detecting DV (t=1.131,
p=0.0007). With regard to detection of DV, 30.6% answered that they could indentify physicl abuse,
while 25.2% answered that they could identify psychological abuse.

In a study on physicians’ belief about DV and screening practice (Chamberlain et al., 2002;
level 3b), those physicians estimated that the prevalence of abuse was 10% or more of their female
patients were 8 times as likely to conduct screening at patients’ initial visits as those estimated that
the prevalence was 5% or less (OR8.08, 95%CI: 3.47, 18.82). Furthermore, the physicians who
believed that they have a responsibility to deal with abuse were three times as likely to conduct
screening at annual exams as those who believed otherwise.

Rate of screening practice varied ranging from 6% to 85.7% (Elliott et al., 2002; level 3b).

Physicians often or always screened when women presented with an injury (Chamberlain et al.,
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2002; level 3b).

In a study which investigated screening rate in four specialties (i.e. internal medicine, family
physician, obstetrician-gynecology, and emergency medicine), higher screening rates were associated
with obstetrics-gynecology specialty (OR0.49, 95%CIL: 0.31, 0.78), while the lower rate was
associated with emergency medicine (OR 1.72, 95%CI: 1.13, 2.63) (Elliott et al., 2002; level 3b).

The screening rates reported by a study comparing DV, smokinig, alcohl addiction, and HIT/STD
risk at initial visits of female patients were 19%, 98%, 90%, and 47%, respectively. The screening
rate of DV was significantly lower than that of others (P<0.001). Similarly, the screening rate at
visits of female patiens other than their initial visits was 13% for DV, 82% for smoking, 61% for
alcohl addiction, and 27% for HIV/STD risk. The screening rate of DV was significantly lower
indicating rarity of screening practice (p<0.001).

Above results revealed that screening was seldom conducted by physicians leading to missed
opportunities of detecting victims of abuse. They also revealed the association between the beliefs

and awareness of DV and the screening rate.

@ Attitudes of mid-wives and nurses toward DV

No routine was reported from mid-wives about DV (Edin et al., 2002; level 5). Similarly, the
study reported that no midwife asked every pregnant woman registered at the antenatal clinic about
abuse.

Regarding the screening rate, the public health nurse had stronger tendency of conducting
screening than hospital nurses (screening rate: public health nurse 70.1%, nurses at private clinics

18.3%, hospital nurses 43.5%; ¢ =59.77, p=0.001) (Moore et al., 1998; level 4).

@ Retraumatization

Victims of abuse could be retraumatized by approaches of healthcare providers when the
providers: force assistance without consent, are being judgemental, or are being insensitive (Yomiuri,
2003). To avoid retraumatization, it is important for healthcare providers to be sensitive and

understanding when dealing with victims of abuse.

3) Efficacy of intervention

Trainings have been provided for healthcare providers to educate and improve their attitudes, to get
rid of the barriers and to offer adequate medicine and care for victims of abuse. Various ecucational
or traning programs have been developed and evaluated at different institutions.

Multidisciplinary training project lasting for 3 to 6 hours lead to improvement of healthcare

providers’ knowledge and thus increased their comfort level (Harwell et al., 1998; level 4).
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Roberts et al. (1997, level 4) studied the impact of an educational intervention program about DV
on knowledge, attitude, and practice of nurses and doctors. The program had a positive impact on
their knowledge increasing correct answers from 61.6% ro 71.5% in nurses (t=6.36, df=45, p=0.0001),
and from 63.4% to 72.4% in doctors (t=2.66, df=19, p=0.0015). Attitude of female nurses was also
improved (t=-2.96, df=39, p=0.0005). Similarly the program positively affected knowledge on
community resource and legal aspects of DV (correct answers 14.6—47.6%. McNemar's test
p=0.0009) (t=4.48, df=65, p<.0001).

The impact of educational program also manifested as differences in practice with routine
assessment for DV carried out by nurses who received the intervention (34% vs 49%, y* =25.12,p =
0.035) (Moore et al., 1998; level 4).

Rate of screening conducted by doctors was higer for those doctors with training in DV than those
without (Elliott et al., 2002; level 3b). The doctors who received the training more than 12 months
before the study showed OR 0.54 (95% CI: 0.34, 0.85), while those received the training withing the
previous 12 months showed OR 0.46 (95% CI: 0.29, 0.74). Furthermore, the doctors who had
received training in intimate partner violence in the preveious two years tended to exercise screening
at annual examination (p = 0.002), and particularly when the patients were physically injured
(p<0.01) (Chanberlaing et al., 2002; level 3b).

Coonrod et al. (2000; level 2b) conducted a 20-minute-long educational intervention program for
the residents. Their knowledge significantly improved after the initervention (before intervention:
57% — after intervention 73%, control 56%, p=0.002). There was no significant difference in the
screening rate between those residents with the intervention and the control group. Nevertheless, the
residents with the intervention exhibited higher screening rates than the control (71% vs 52%,
RR1.35, 95% CI: 0.96, 1.90, p=0.07). Other studies also reported increase in the screening rate
after the educational intervention program on DV (Harwell et al., 1998; level 4) (Knight et al., 2000;
level 4) (Janssen et al., 2002; level 4).

Similarly, Wiist & McFarlane (1999; level 2¢) evaluated impact of a 90-minute-long session on DV
assessment protocol. At the clinics where the protocol was incorporated into the mandane, DV
assessment increased from 0 to 88% within 15months, while it remained 0% at the control clinics (p
=0.001).

Campbell et al. (2001; level 1b) reported that knowledge and attitude of emergency department
teams (physician, nurse, social worker) that received a two-day didactic information and team
planning intervention was significantly higher than those of the control (F = 5.57, p < 0.019).
Simiarly, the emergency department teams with the intervention exhibited significantly higher
screening rate than the control teams (F = 5.72, p < 0.04). The screening rate of the teams with the

traning aiming for system change was maintained for two years, and patient satisfaction significantly
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increased (F = 15.43, p < 0.001). However, no significant differencewas detected in the
identification rates of abused women (F = 0.411, p = 0.52) in the medical records of the experimental
and control hospitals. Romsay et al. (2002, level 1a) also reported similar results with regard to the
identification rates.

Positive outcomes of the educational intervention programs were also reported, however they were
also reported to be impersistent (Harwell et al., 1998; level 4). By contrast, a study reported positive
effects of an administrative intervention with healthcare provider on compliance with domestic

violence screening protocols (Larkin et al., 2000; level 4).

The results suggest effectiveness of traning or intervention program and system change for
healthcare providers on improving their knowledge and attitude that facilitates practice of the
required care including the screening. Neveretheless, effectiveness of such training or intervention

program on the identification rate of DV patients remain unclear.

Ecucational intervention programs improve knowledge and attitude about DV and increase the

screening rate (“A” Recommendation).

[An example of system-change model training (Campbell, 2001) ]
sookskokokkokokkokokkkokkokokskskokkskok ok sk ook sk skeokok ek ook ek ek ook kokokk ok
* A two-day didactic information and team planning intervention from the Family Violence
Prevention Fund (FVPF) and the Pennsylvania Coalition Against Domestic Violence
(PCADV)
* Contents
Day one : half-day- - - didactic instruction
Background of intimate partner violence (IPV), assessment of emergency
department (ED), appropriate response including preparation of necessary
documents and referral
half-day- - - Roleplaying assessment and intervention, liability, commencement of a
plan by a team
Day two : action plan for system change (planning appropriate protocol of the situation,
strategy of organizing protocol adoption, ED stuff training, ensuring public support)
* Adequate consideration was made for cultural sensitivity and cultural tolerance throughout the

period.

sk sk sk sk sk sk sk sk sk sk ok sk ok sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk skeosk sk sk sk sk sk sk sk sk sk ok sk sk sk sk stk sk sk stk skoskosk skoskosk sk sk ok



FEEH D DV HAIESAY

2. Clinical settings

Women encounter various possible barriers in healthcare system (Ronnberg et al., 2000; level 5).
Possible barriers include negative interactions with the healthcare system (such as refusal,
abondonement, insult, isolation, lack of understanding), structural constraints within the system (lack
of economic support), fear of retaliation from the abusive partner, and the psychological effects of the
normalization process.

In addition to the psychological factors, physical settings of healthcare system can create barriers
for women to communicate. In their study, Jansen et al. (2002; level 4) posted “Let’s Talk” posters
on obvious places in waiting rooms, prepared pocked guide (explaining assessment process, questions
of screening, appropriate care, safety plan, ferrel procedure), making “women resource card”
available in private places such as bathroom cubicles to get rid of such physical barrier. In addition,
they improved the clinical setting based on women-centered perspective, by providing language

service for those who do not speak Enlish and translating screening tools in their native language.

Clinical settings should be prepared in a way so DV victims would find it easy and comfortableto

help in current healthcare system (“C” Recommendation).

seek
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[I. DV screening
1. Asking about DV experience : DV screening
1) DV screening at prenatal health exam

Making decision about introducing screening at prenatal health exam, following factors need to be
considered: impact of event and illness, availability of good screening tool, and availability of
effective treatment and/or intervention (Fretcher et al, 1996). As has been discussed, violence
against women in pregnancy, childbirth, or childrearing from their intimate parters are not necessarily
rare, and is known to have severe impact on health of women as well as fetuses. Provided the
current availability of good screening tools, DV screening should be conducted on every pregnant and
parturient woman.

There is not enough evidence to support positive impact of DV interventions on mid to long term
outcomes such as improved QOL of the victims, enhanced health or termination of violence (Ramsay
et al.,, 2002; level 1a). Nevertheless, detection of DV victims by healthcare system should be
encouraged, as support system for DV victims at community level has started to develop after the
enactment of “Law for the prevention of spousal violence and the protection of victims” in 2001. In
an Australian study investigated response of 1313 pregnant women to DV screening, 98% of the
women responded positively (Webstere et al., 2001; level 4), while approximate 80% of the women
did not feel uncomfortable for actual screening (Stenson et al., 2001; level 4, Bradley et al., 2002;
level 4, Webster et al., 2001; level 4).

No study has investigated negative impacts of screening (e.g. escalation of violence from intimate
partners, and retaumatization by healthcare providers) within healthcare system, and thus further

investigation is warranted (Ramsay et al., 2002; level 1a).

Implementing DV screening for preganant women and parturient women is recommended at perinatal

care providers (“B” Recommendatio).

2) Explaining screening
Because DV screening is often newly incorporated into usual examination or department, reasons

for DV screening must be given to patients prior to screening. For expamle:

+ Lately, we have started to understand that relationship with intimate partners, particularly abuse
from husband can have significan impact on pregnancy. Thus, we ask all our patients about

their relationship.
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3) Screening target

A study reported that use of a structured screen to all pregnant women improved the detection rates
of DV victims (Norton ei al., 1995; level 4).

The study also reported that targeting only those women with risk factors, sings or symptoms of
DV for screening would lead to increased failure of DV detection. Therefore, use of risk factors,

sings and symptoms only is not appropriate for detection of DV victims.

It is recommended not to focus only on women with risk factors, sings and symptroms of DV when

screening (“D” Recommendation).

4) Place of DV screening

DV screening must be done in a place where privacy can be secured. Absence of intimate
partners or other family members is an important condition. A study reported that what women
discussed during screening at her hasbund’s presence could lead to escalated violence at home (Ferris
etal., 1997; level 5). It is also essential to do screening with a patient alone to ensure safety of both
the patient and children. It is not considered appropriate to allow children over two years to be
present at screening as they potentially tell others what their mothers wrote or talked (Zink 2000;

level 5).

DV screening must be done in privacy without the presence of abuser or other family members (“A”

Recommendation).

5) Attitudes at screening
It is important for healthcare providers always to understand a patient’s perspective, and never to take
side with abuser when screening for DV. Criticizing or berating women will lead to distrust and can

retranumatize them. It is crucial to listen, be understanding and be supportive with empathy.

Healthcare providers should understand and respect what a patient wants and always be supportive

(“A” Recommendation).

6) DV screening tool

DV screening tool has been developed to identify abused women with accuracy and efficency in
healthcare system. Its accuracy and precision are under examination.

DV screening tool is designed for simple and quick application in busy healthcare practice.
Existing scales of the severity of DV (i.e. kinds of violence and their frequency) including Conflict

Tactics Scale (CTS) (Straus, 1978) and Index of Spouse Abuse (ISA) (Hudson et al, 1981) are used as
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the goldstandard of the screening tool.

As presented in Appendix 6, three screening tools are recommended according to the quality
assessment: Abuse Assessment Screen (AAS) (McFarlane et al. 1992; level 2b), Partner Violence
Screen (PVS) (Feldhaus et al., 1997; level 2b), and Violence Against Women Screen (VAWS)
(Kataoka, 2004; level 2b).

Any of ‘Abuse Assessment Screen’, ‘Partner Violence Screen’ and ‘Violence Against Women Screen’

is recommended for use as the screening tool (“B” Recommendation).

@® Abuse Assessment Screen (Appendix 6-1)

Abuse Assesssment Screen is a screening tool which assesses physical and sxual abuse of pregnant
women. It consists of five questions with ‘yes’ or ‘no” answers. AAS adopts CTS and ISA as the
goldstandard. The accuracy and positive predictive values for AAS were 59% ad 33% when
compared to ISA (Weiss et al., 2003). AAS is often used for the screening for women in perinatal
period as well as for other patient groups. Furthermore, AAS adopts a format which allows to assess

the severity of abuse after the screening.

@ Partner Violence Screen (Appendix 6-2)

Partner Violence Screen has been developed originally for the application in emergency department.
Nevertheless, this screening tool is also applicaple in perinatal period. It consists of three questions
about past physical abuse and perceived personal safety. CTS and ISA were used as the optimal

standard of this screen.

The accuracy and positive predictive values for Partner Violence Screen were reported compared to
CTS and ISA as the goldstandard. The goldstandard and PVS were tested independently and also
the procedure was blided. The accuracy was 64.5% and the positive predictive value was 80.3%
when compared to ISA (Feldhaus et al., 1997; level 2b).  On the other hand, the accuracy was 71.4%
and the positive predictive value was 84.4% when compared to CTS in a study which screened 491

patients presented to the emergency department.

® Violence Against Women Screen (Appendix 6-3)
Violence Against Women Screen is the only DV screening tool developed in Japan. It consists of
seven questions with a three point Likert scale. The concurrent validity between the construct

validity, GHQ (General Healthcare Question), and self-esteem scale was examined using factor
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analysis at the development of the screening tool (Kataoka, 2004; level 2b). Cronbach o, a measure
of reliability, was 0.70. The accuracy and positive predictive values of VAWS were 86.7% and

80.2% when compared to ISA Japanese version in this study that investigated 328 pregnant women.

7) DV screening practice

A number of studies have investigated how best to conduct DV screening to improve the detection
rate. Gerbert et al. (1999; level 2b) used RCT to investigate the detection rate of five screening
methods: written-based, audio-based, face-to-face, computer-based, or video-based. There was no
significant difference in the detection rate between the methods. In contrast, McFarlane et al. (1992;
level 2¢) reported that the detection rate of interview by the nurses was 4.13 times higher than that of
self-administered questionnaire.

The seemingly contradicting results possibly reflect differences in the screening practice,
particularly in the interviews. In the study of Gerbert et al. (1999) interviews were carried out by
research assistants, while in that of McFarlane et al. (1992) study interviews were carried out by
trained nurses with supportive and understanding attitudes. In addition, possible selection bias may
have been present in McFarlane et al.’s study because they did not use RCT.

By contrast RCT conducted for pregnant women in Japan reported higher detection rate for
self-administered questionnaire filled in a place with privacy than interviews conducted by the nurses

(Kataoka 2004; level 1b).

DV screening should be done in a place where privacy is secured usgin self-adminitered

questionnaire (“B”” Recommendation).

8) Timing and frequency of DV screening

DV screening should be conducted in initial phase of pregnancy. Particularly, DV screening
should be added as a routine at initial visit. A study reported that the DV detection rate was 1.8
times higher for the questionnaire at initial visits with a question about DV than that without (Olson
et al., 1996; level 4).

Similarly, use of structured screen such as AAS was reported to be more effective in detecting DV
than merely adding a question about DV in the questionnaire (OR 30.0, 95% CI: 2.2, 14.5) (Norton et
al., 1995; level 4).

Furthermore, Covington et al. (1997; level 4) conducted the screening of pregnant women three

times using a consistent method, and reported significant improvement in the DV detection rate.

DV screening should be done more than once (“C” Recommendation).
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Screening can be done during postpartum in hospitals and the likes when it is difficult to provide
appropriate settings for the screening, for instance: no place with privacy can be secured in outpatient
settings of hospitals or clcinics at prenatal health exams, or no healthcare providers are available for

the screening (Harrykissoon et al., 2002; leve 2b).

DV screening may be conducted during postpartum period when it is difficult to be done in prenatal

period (“C” Recommendation).
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2. ldentifying risk factors

To identify risk factors of DV, following studies were investigated: one systematic review, five case
control studies, 7 cross sectional studies, two case collection studies, one descriptive correlational
study and one RCT study on a method of DV screening at prenatal health exam.

Four of the case control studies were conducted in the U.S., and one in Australia. Four of the
cross sectional studies were from the U.S., one from the U.K., one from Canada, and one from
Sweden. The case collection studies and the descriptive correlational study were all conducted in
the U.S. Those studies conducted for pregnant women include one cross sectional study, one case
collection study and the RCT study conducted in Japan. Six studies involved women presenting
emergency department, and was the greatest in number. Other studies involved clinics for substance

abuse, general hospitals or general public.

Risk factors in male partners
@ Drug abuse

A crossectional studies in the U.S. conducted for 275 pregnant women reported OR of 25 for DV
experience in the past six months between those women with partners with drug abuse and otherwise.
The result suggests drug abuse of the partners as a potential cause of DV. However the result must
be interpreted with caution, because 92% of the subjects were African American with low income.

Thus the sample was biased (Gielen et al., 194; level 4).

@ Alcohol abuse

Alcohol abuse was suggested to be a potential cause of DV by a cross sectional study conducted
for 728 pregnant women at prenatal exam in Canada (Muhajarine, 1999; level 4).

A case control study conducted in the U.S. for 138 women (Kyriacou et al., 1998; level 4)
similarly suggested alcohol abuse as a potential cause of DV. This study reported the OR of the
male partner with a history of alcohol abuse to be 12.9 for those women with abuse experience
compared with that for the women without abuse. Nevertheless the realiability of the data is not
very stong in this study for the following reasons. First, the DV victims were identified based on
report from the women themselves. Second, those women without physical injuries were not
identified as victims even though DV was suspected.

In a case control study, telephone interviews were conducted in 10 U.S. cities. In this study, 384
women had a history of abuse and 376 women were never abused. In total 60 of these women were
reanalyzed. According to the result, the risk of abuse was 8 times higher for the women whose
partner had alcohl abuse than those whose partner did not have alcohol abuse (Sharps et al., 2001;
level 4).
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® Unemployment

A case control study conducted for 912 women at university-affliated emergency departments
reported the following risk factors of DV to have the OR significantly greater than 1 when the women
with a history of DV was compared to those without: recent unemployment (2.7), alcohol abuse (3.6),
and drug abuse (3.5). In this study, case of DV was identified with a standardized questionnaire
filled with the presence of trained interviewer, and those women with physical injuries inflicted

within two weeks were classified as the victims (Kyriacou et al. , 1999; level 4).

2) Risk factors in women

A randomized control study was conducted by Kataoka (2004) to examine effectiveness of a DV
screening method. This study reported the OR of the history of DV for the women who had
previous experience of childbirth to be 2.28 (95% CI: 1.28, 4.06) compared with those who are
pregnant for the first time based on the factor analysis of the women with a history of DV and those
without. The result suggested that the women who had previously given birth to be at higher risk of
abuse compared with those who had never given birth (Kataoka 2004; level 4).

3) Stereotype of abused women

Abused women are sometimes typified in various ways such as: to have low self-esteem, be
incapable making decisions, or very dependent (Rohnnberg et al., 2000; level 5). However, the
above studies revealed that most of the factors indentified as potential cause of DV were to do with
male partners. In contrast, no study has revealed potential causal factors of DV in women. Hence

it is not appropriate to associate characteristics of abused women with their experience of abuse.

‘Alcohol abuse’, ‘drug abuse’ and ‘umemployment’ of male partners appear to be effective in

identifying risk of DV (“C” Recommendation).
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3. Identifying clinical symptoms
1) Women in general or in pregnancy
@ Miscarriage and elective abortion

A case control study in Hong Kong investigated 501 pregnant women reported that the prevalence
of DV was greater for the women who had elective abortion in the past (27.3%) than those who never
had an elective abortion (Leung, 2002; level 2b). Similarly, a study investigated 1014 pregnant
women in Australia reported that the greater proportion of the women with DV experience were
found to have experience of miscarriage or elective abortion more than equal to twice that of the

women without DV experience (Webster, 1996; level 4).

Particular attention needs to be paid for women who have several experiences of miscarriage or

elective abortion when screening for DV (“A” Recommendation).

@ Physical injuries

A study investigated 100 women presenting to emergency department reported that the women
with injuries on head, neck or face had relative abuse risk of 7.5 compared with injuries on other parts
of the body. The result suggested women who had injuries on head, neck or face were more likely
to be abused (Perciaccante, 1999; level 4). Similarly, in a study investigated 153 women in shelter,
there was a tendency for the women to have injuries on head, neck and face rather than other parts of
the body (Attala, 2000; level 4). This study indicated that injuries on head, neck and face could be

characteristic to DV experience.

Physical injuries on head, neck and face can be effective clinical indicators of DV (“C”

Recommendation).

® General health impacts

A study in the U.S. investigated 578 women visited perinatal care in outpatient setting. This study
reported that those pregnant women who were abused tended to show inadequate weight gain (OR
3.1), or to show excessive weight gain (OR 2.4). Furhtermore, the women who were sexually

abused tended to show inadequate weight gain (OR 3.01) (Johnson, 2002; level 4).

Anomaly in weight change during pregnancy can be considered as an important clinical symptom

(“C” Recommendation).
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@ Psychological impacts

A systematic review on DV reported that PTSD was recognized in 31-84% of DV victims, and that
the length and severity of abuse was related to severity of PTSD, particularly depression (Jones,
2001; level 3a). In Canada, 548 pregnant women were investigated (Stewart, 1993; level 3b). This
study reported that DV victims exhibited stronger tendency of emotional suppression than non
victims.

A case control study which investigated rape victims, DV victims, and women otherwise receiving
obstetric care reports that the proportion of women who feared sexual intercourse or sexual
dysfunction was significantly greater among the victims than among women otherwise (Chapman

1989; level 4).

Attention should be paid to PTSD and emotional suppression as clinical index to identify DV
victims (“B” Recommendaion).
Similarly, fear of sexual intercourse or sexual dysfunction can be effective clinical

index of DV (“C” Recommendation).

® Prenatal care

In the U.S., a cohort study analysed data from the Pregnancy Risk Assessment Monitoring
System across 9 states that included 27,836 women who delivered live infants in the sample. This
study reported that the women who experienced physical abuse were more likely to delay prenatal

care to confirm their conception than those who did not experience abuse (OR 1.8, 95% CI: 1.5, 2.1).

Special care should be taken when there is delayed entry in prenatal care (“B” Recommendation).

® Recurrent abuse

A study conducted for 1,401 eligible women in the U.S. reported OR 1.6 (95% CI: 1.2, 2.0) of the
past DV experience for the women with current DV experience compared with those without current
DV experience. The results suggested that the women with past DV experience were 1.6 times more

likely to experience DV than those without the past experience (Coker, 2000; level 4).

Past experience of DV can be an important clinical index for screening DV (“C” Recommendation).
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2) Fetus/New borns
@ Low birth weight

Association between physical, psychological or sexual abuse and low birth weight was investigated
by a meta-analysis of pregnant women about DV (Murphy, 2001; level 1a). This study reported that
the pregnant women who experienced physical abuse was at risk of bearing a child with low birth
weight 1.3 times (OR 1.36, 95% CI: 1.06, 1.75) higher than those who did not experience physical
abuse. Similarly, a cohort study of 1,203 pregnant women in the U.S. reported that the relative risk
of bearing a child with low birth weight was 1.5 times higher for those pregnant women with DV
experience (95% CI: 1.1, 2.2) than those without the experience (McFarlane, 1996; level 1b).

In a cohort study conducted in Norway, 180 women were randomly sampled from the emergency
department in a university affiliated hospital, a shelter for women, and residents of a community
(Schei 1991; level 2b). In this study, the average weight of new borns from the women who had
experienced DV was lighter than that from those who had no experience of DV. The study also
reports that the proportion of the women whose new borns were lighter than 2,500g was significantly
greater among the women with DV experience than those without the experience.

Further more, the weight of new borns was reported to be inversely associated with the severity of
abuse (McFarlane, 1996; level 2b).

Also in a cross sectional study conducted on 589 puerperant women in the U.S., 6.6% of the
women who had no experience of abuse during pregnancy had new born with low birth weight, while
12.5% which is signigicantl higher proportion, of the women with experience of abuse had new born

with low birth weitht (Bullock, 1989, level 4).

Women with newborn with low birth weight must be paid special attention for identifying DV (“A”

Recommendation).

@ Fetal distress or fetal death

In a cohort study of pregnancy among low-income women, the women who were abused during
pregnancy were more likely to suffer fetal distress or fetal death [Odds Ratio (OR) 3.68; 95% CI:
1.36, 9.94], even after adjusting for maternal age and smoking status (Dye, 1995; level1b).

Fetal distress or fetal death must be considered as clinical index of DV for identifying the victims

(“A” Recommendation).
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I1l. Assessment for DV

If DV is suggested either by questionnaire, risk factor, or clinical symptom, proceed to section IV
according to the flowchart depicted in Chapter 6. If DV was not suggested by any of the above,
proceed to IX.



FEEH D DV HAIESAY

IV. Does a patient consent to assistance?
1. Respect decisions of women about disclosing their relationship with intimate partners

When DV is detected after the screening, healthcare providers must make sure whether or not
women wants to disclose or confirm that she is being abused. As manifested in the elusiveness of
DV, women find it difficult to disclose that she is abused because of embarrassment, negative attitude
of healthcare providers, and fear of their partners (Ronnberg et al., 2000). Similarly, women are
deprived of sense of self-control and safety which they originally had, because of violence.
Therefore, healthcare providers should not force women to disclose of DV, their values or opnions, or
be judgemental. Otherwise, healthcare providers will not be able to build trust in them. Also there
is a potential for creating a relationship which mirrors abusive relationship between women and their
partners by coercing them. Decisions of women need to be carefully observed according to the
guiding factors for ‘Decision-making when evidence is unclear’ by Canadian Task Force on Preventive
Health Care (2003) (Chapter 1 Table 4), which aims to accommodate special needs of such high risk
group. One of the goals of support is to empower women and to secure their safety. Healthcare

provider must present choices of each care and respecte the decisions of women.

Examples of appropriate questions:

@ “Thank you for telling me about your relationship with your partner. Would you like to tell me
a little more about your situation?”

@ “Relationships with partners can affect the preganancy, childbirth and rearing. Would you like

to tell me how you are getting along with your partner?”

Women'’s decisions about DV disclosure must be respected (“A” recommendation).

2. Ask if women seek assistance

DV has been recognized as “fight” and, thus there is still little awareness in Japanese society to
regard it as violence with possible penalty (Cabinet Office, 2003). Hence, it is possible that women
are not necessarily aware that they are abused. Therefore, it is important to ask women about the
status of their relationship and if they need help.

If they seek help, refer to the section V ‘Safety assessment’ on the flowchart depicted in Chapter 6.
If they do not seek help, refer to the section IX ‘DV education’ on the flowchart.

Women’s consent to seek help must be confirmed (“A” Recommendation).
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V. Safety assessment
1 Why safety assessment is necessary

According to a study of the national police agency in 2002, 120 cases of femicide and 1,197 cases
of attempted femicide by the husband are reported every year. Also, incidence of DV was reported
to be associated with the risk of child abuse (Rumm et al., 2000; level 2b).

These reports warrant assessment of risks to life of both women and their children (including the
fetus). How healthcare providers should care for women after the screening varies, depending on
the severity of DV and risks to life. However, safety assessment would prove particularly important

to detect women with elevated risk to life.

Risk to life of women and children (including fetus), needs to be assessed (“B” Recommendation).

3. Scale of risk assessment

Danger Assessment Scale (DAS) is a scale to assess risk to life of women from violence. As
presented in Appendix 6-4, the scale is an index to measure the risk of femicide by DV. DAS is
correlated with Conflict Tactics Scale (r = 0.43, confidence coefficient = 0.71 (Campbell, 1986; level
4). This scale has been used in the studies of pregnant women or DV victims including: McFarlane
et al., 1995; level 3b, McFarlane et al., 2002; level 4, Edythe et al., 1997; level 4). Affirmative
answer to any of the questions is indicative of high risk to life. Nonetheless, the scale would require

further improvement as its validity and cut-off-point need to be refined.

Danger Assessment Scale (DAS) can be used for risk assessment (“B” recommendation).

VI Safety Planning
1 Women and children at high risk
Following measures may be necessary when women and children (including fetus) are at high risk

or are under house arrest according to DAS.

1) Notifying police or Spousal Violence Counseling and Support Center

When a woman seeks help, healthcare providers can notify police or Spousal Violence Counseling
and Support Center (Chapter 3 Article 6-2, ‘Law for the prevention of spousal violence and the
protection of victims’). The wish of the woman must be respected at any time. In general, help of

police is sought for urgent intervention.
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2) Secure safety of women

Spousal Violence Couseling and Support Center is a major organization in Japan which supports
abused women. The center provides women with information about the shelter thus the center can
refer women to shelters for their short-term protection.

When a woman decides to leave, the woman can choose to stay in a hospital, hotel or shelther. It
is best to ask for advice of consultants in the center or a person in charge of the organization such as a
head nurse. Coordination among relevant organization and expertise is important in providing
support for abused women (Appendix 8-1, List of private shelters and the consultant bodies).

It is important not to disclose information of the woman’s whereabouts to her family let alone her

intimate partners.

3) When women chose to return to their partners
When women chose to return to her partner, safety plan as described in the following section must

be developed. The women must be followed up at subsequent visits.

When women and children are at high risk of life threats, Spousal Violence Counseling and

Support Center or police should be notified with the consent of the women (“A”

Recommendation).

2 Developing a Safety Plan

When the danger level assessment is completed, a safety plan needs to be developed in
consultation with women independent of their perception of own safety. Such safety planning
prepares women immediately to leave their partner whenever necessary.

Safety planning has been reported to be effective in preparing women to leave their partner for
their safety and prevent further violence. Parker et al. (1999; level 2c) studied the effect of
providing abused women in perinatal period with consultation, suggestions of courses of actions to
take, and safety planning, on abuse and implementation of the safety plan. They reported that
severity of violence after 6 months and 12 months of intervention was significantly lower for the
women with the invervention than those without (p = 0.007). Similarly, a randomized controlled
study reported that those women who had developed a safety plan with healthcare providers over the
phone took action for securing their safety significantly more than those without such intervention
(McFarlane, 2002; level 1b). Furthermore, McFarlane et al. (1998; level 4) reported that
safety-seeking behavior of abused women increased significantly during pregnancy and after birth as
a result of receiving educational program (on education, protection and coordination) promoting

safety-seeking among pregnant women.
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Example of a safety plan:

1. Have everything necessary for leaving a house packed in one.
2. Hide any potential weapons in the household.

3. Plan escape routs in case of imminent danger.
4

Secure a place for shelter (a hospital may be an option).

A safety plan must be developed to secure safety of women (“A” Recommendation).

VII Providing information and Referrals
1 Significance of providing information

Information on social services and support available for women is one of the most important cares
that healthcare providers can offer.

As stated earlier, isolation and barriers to support are problems characteristic to DV.  Awareness
of the available support and services give women wider variety of choices, which in turn leads to their
improved health and prevention of further violence.

A randomized controlled study compared effect of ‘resource card’, ‘counseling’, and ‘counseling
and support of pregnant women provided by counselor’ on reducing physical abuse and threats to the
women by her partner (McFarlane et al., 2000; level 2b). The study reported that the severity of
physical abuse was significantly reduced with every intervention. However, no siginificant
difference was detected between the three inverventions when the severity of physical abuse was
compared after 6, 12, 18 months after the intervention.

One-to-one support program for abused women allows them to use the social resources and is
known to be effective in improving their health and in prevention of violence. Effect of a
community-based support program was investigated in a RCT study focused on the women after they
left the shelter. In this study, the women received the invervention experienced significantly less
violence compared to those received no intervention (p = 0.03), over two years from the intervention.
The study also reported that significantly less number of the women with the intervention suffered
from depression than those without the intervention. ~Similarly, significant improvement in QOL and
the use of social resources among the women with the intervention was reported in the study
(Sullivan et al. 1999; level 1b). A study which used a before-after trial design at an emergency
department reported that support program for abused women significantly improved the used of

shelters and shelter-based counseling (Muelleman & Feighny, 1999; level 4).

Relevant information and support for women to utilize social resources must be provided (“A”

Recommendation).

*The information and referrals are presented in Appendix 8.
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2 Considerations for providing information

Brochures and materials providing information on DV need to be inconspicuous to abusers. For
instance, telephone numbers of local referrals can be written on cards in the size of a name card, or in
a size small enough to hide among sanitary items. Similarly, those materials with information need
to be given to women suitable for securing her safety.

Such measures are necessary because any indication of disclosure about abuse may escalate the
violence as abusers are unwilling to expose the abusive relationship to others and abusers tend to

closely follow woman’s behavior and to search through her belongings.

Some considerations to be made when giving the woman information:
+ s it safe to take brochures home considering the possibility of the abuser to find them?
+ Isis possible to hide the brochures away from the abuser?

+ Do you have a secure place to hide the brocures?

Discretion must be used when providing the woman with information lest the abuser find the

information and the violence escalates (“A” Recommendation).

VIl Following-up and documentation
1 Following-up

Women detected of abuse in the screening should be followed-up independent of their request for
immediate help so that the woman can access help whenever necessary. It is important not to
pressure women to change the situation (e.g. leaving the house) when planning follow-up.
Healthcare providers should always keep in mind that they are advocates of abused women and that
they must respect the women and ensure their safety.

According to a study of 90 abused women, the average numbe of attempts made before they left
the abusive partner was 4.5, and 33% of the women made more than 5 attemps before they finally left
the relationship (Griffing, 2002; level 4). Repeated danger assessment is necessary for pregnant
women at health exam to identify possible escalation of violence and/or safety of the women and
children. Long-term follow-up is also necessary as abuse in perinatal period can last for prolonged
period of time well into childbirth and rearing (MacFarlene et al, 1999; level 3b, Harrykissoon
et al, 2002; level 3b, Martin et al, 2001; level 3b).

Follow-up of the women may be necessary for long term through pregnancy and childbirth (“B”

Recommendation).
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2 Documentation

Documenting information relevant to abuse in medical or care records is useful when the woman is
to take legal action against the abuser. The screening sheet should be contained in the record.
Words and/or quotes of the woman about abuse should be recorded only with her informed consent.
The recorded information must be dealt with care. The information must not be disclosed
particularly to her family and abuser without informed consent of hers. Healthcare providers must
be fully aware of the cares and cautions necessary when documenting abuse. Following is an
example of abuse documentation according to SOAP (i.e., Subjective data, Objective data,

Assessment, and Plan) of Problem Oriented System (POS):

S: “On December 23", my husband got upset because the dinner was not ready when he came home
around 19:00, and hit my head and kicked my abdomen. I want to go home as I have an elder
child at home.”

O: 32 weeks into pregnancy, a bruise S5cm X 5Scm in size on the right arm, vaginal bleeding, no
abdominal strain.

A: The woman was kicked in abdomen again. No sings of threatened premature delivery. High
risk of another physical abuse.

P: Safety planning. Gave a resource card to the woman. Told her to come to the hospital as soon as

she felt endangered.

Abuse must be documented with consent of the woman. Confidentiality must be ensured. The

information must not be disclosed to her family or abuser without her informed consent.

Healthcare providers must be fully aware of the necessary cautions (“A” recommendation).

[X DV Education
Healthcare providers should give information on issues of DV when women with possible abuse do
not seek help while taking her perception of the situation into consideration. Most importantly

women should be made aware that she can always access support whenever necessary.

<Example of issues crucial to decision making>

¢ DV s a crime that violates her basic human rights.

+  Abused women can always receive support from the advocates.
+  Itis the abuser who is to be blamed and not the woman.

¢ No one deserved to be abused.




THEXEERODIN-THRE~T+0—T7 v JetEERE TETVR-T—JIL

FEEE®D DV HARSAY

L w |2
£ 7 s it AN e A R Y M
A
VATRITAVY - LEa—
MacMillan | 2001 | Canada | [ # fiti | DV &> T\ | N/A F— =] e8| - 11 M S 7= F— [ SR [ 1a | -2001 4F 3
et al. B3 L LEHESH Z (Medline, | D7 KRB ¥ | M AEZFHML TNDHONE HETOXL
7=t PsycINFO, | —Hh ot U v | ENTWEH, 3ODNAD Rz - T
CINAHL, 7 AEPEZOWTHRFI ST, £ Wb, €D
HealthStar, | . g ketb~0 | © 9 b, v V¥ —EFEOT ANE
Sociological | 5y v vy v 7 | FEBY—HT LR VI D nezes
Abstracts ) | o 5 N, ME—HELE T X B4y A ¥ AZOW
EWI . gnrTrTs | ns s, T &
%QE3H 72 O A PEHIC T
=T BB E v
Vs
Ramsay et | 2002 | UK = 9% ffi | DV I2dH > T | N/A F = R | e L | - 6 kA S =AY, %4 | SR la | +2001 4 3
al. # L EHEER Z (Medline, | 729t A (788, | O ARLT U b7 AR FTR - RPN IS
T ek Embase, ODHERY, BEW) | TEY —HLEMAERRSG LN [INESiScNe
CINAHL) % | «#fiffs {E@aRlt, | 7o o/od | MR OMAIIAT AN
M. 2001 | SR DR DL | TR,
F1IAHET | K A== TTHRAIN

BE LMK T D EEIC BT
HNMANOEFEDEICET I
TR, BT TH D,

* QOL CHEHHy 72 R & o
TEERT N LAEREL
72 RCT " A& LTz,

<A LRI, P ADE
WHOWTHIEL TS HDiE
ol




FEEE®D DV HARSAY

S5 VA Lb LB i ER

McFarlane | 2002 | USA Ir i I | BOEFRF LM 150 | AAS BN | A ZRITENC | MARED TN 3 5 A%, 6 3 | RCT | 1b | - E/EA1L
et al. FHK | 4 K B42% 6 BOE | #% L& bEEICHT TOITEN DIFENF
D F | I ARETS 4 Ik | AEICZSBERHEATWE #HEnTw

W 2 ) | XTHREE 75 4 g (p=0.007), 720N
DHEFH - ITT f##T
T wn
(W% =2 1%

2%)
TN
A, BN
DT T
AN o
ITENDELAR
LT3
- BEfbo
ESE R/AA
AL
DK} ERE%
BWLW T

AN
McFarlane | 2000 | USA A G B | AT HR ) O B E | AAS BENEM | AL R | - TRTOMNAILBNT, £ | RCT | 2b | - BEAL
et al. £ Fplo Mt 329 4 IS AN Y —=2h— | ORETFELAEIZHD LT D FIENFL
(Fizce &3 RERUT7 Ly | We (p=0.001) . T

= 7 eht) k DFEHE) < PETR 2 HOERETIZ, M A
MMAN1:944 MAN2: BTt | 3BINA2 LR BIORE « ITT fighfr
MAN2: 734 V7 (DV HEM | RAEIE»>72 (p=0.05) , ESEERAAA
MAN3:924 YT =T | - ER 6, 12, 18 » H DFREA GEBRRIX
(F_THM X220 | THE 3ODNAICLDREID 79%. Bi¥%
IRF Dt 5250 ) FREEICEIT R o T, FRA XD
MANB: Ik EhTkb

Vo 74+ A2k 7))




FEEE®D DV HARSAY

— (DV B h - BT
Al N EAWNDFS
Ry A - QAN
+HEBMATE L - BRRfbo
TORENL D R AAVANA
P 1)
Sullivan et | 1999 | USA 23 2| v X—3iE | NA BB | AR T RARD | - MAERBICBWT, MAREL | RCT | 1b | - ITT fi##r
al. =74 | itk O ME278 L —Ir AN (10 @ | LERE L D B R RN EIED ASHER/AA
£ BlichblzoTHi | bl BER DR (p GEBR=RIZX
I ARE 143 4 AN E | =0.03) . O IEIRAD 2L (p 95%)
P EREE 135 44 JRZEH T& % [=0.02) . QOL (p=0.01) H K& - Bk
rolcbhr—= |V =y LI R —F1EL B9 % Fofk
v T R T 2 | (p =0.01), HA IR B o IR 2L
MOBEHER N 1| K272 (p=0.001) ,
® 1 THER—F | - MA2ELIZBNTE, MA
T 5 REITEEERE L 0 AR
KTHREE mE OY | BN D72 < (p=0.05) | L2
R—h BRI O R M DMK s - T2
(p=0.001) ,
Al & 22— b
Rumn et al. | 2000 | USA & B % | 21,643 O E ik BLRE O OERH Y OFE | 81 7 | 2b | Rumn et
# FRF M 1. RWERIZE ST, OR2.0 | & = al.
(95%CI: 1.9, 2.1) DFEH~ | & —
DERFNEZ > TN 5, 1\
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Oxford Centre for Evidence-based Medicine Levels of Evidence (May 2001)

Level :&&E - Fh, Fik A0 R EREAER 7% - RETOH
mRSE (symptom prevalence)
R

la |SUSALERES afR— FAEDOSRT (LA 1 OZEMATAE giREahR— FAED LAV OREHAED S
BOVRATITA RTAVY " LEA—[DVRTFITAVY » |VRTFITAVILERTITA4vY - LEa

wy-LEa—# (MEMHY) BYE LEL—E9EMH 21— EEMEHY) —(EMEHY)
BHitxHY) DERGLHEFATRZEN V) BROELRLIER

DAL S N F-ERERIRET MR TH ZhbhbhizL
Bl (Clinical Decision|X)L1bEAEZEHIZLT-
Rule:CDR) t S PR R T A T

b {E2OZ U4 LE[BHREE 80%& Y REL @A T T +SBREE BLDEHALRIATL BRMICERIRO S
EEERERER (IE3ER A& DBALA (FT-IE5  (reference standards) Z#kxkpiiaZ a7k— b f 5 (sensible) 2 X k

M+ OPFENHD) IF) aR— R FRW-ZLMHEREE R F-FaX FOREE
(inception cohort  BUMDIRIEAG+k7R— R AR NO)
study) GRiE REDHME . HBHWNET1TDDE (alternatives) [C&D
HERFS CIRE St B T A DN TzER W=SHT; TETUR
FEFEEH L TF%& FRRETA T+ DIVRTITAVY - L
EHBHMR. KEDF Ea—ThY ; ETRE
E£H SRR - THE 534 (mul ti-way
RITHAAN OGNS & sensitivity analyses)
BEORENEILLT #LTWLWSED
%) HH5VEODEH
TEAEMMNRIESNT

R R R TR T

lc  CAEBUNEZEN MELEN/EFLTL EXNEHEETRE MREENEFL TL Xt better-value 23
L2 TW515 %0, HAWIEEN BHEDEEZEAMEE Sh, HEWIEEENTEHEIFETH
&, FRIFAEEETCLTVWAKLSGIE TESHD (SpPins) LTS & S4fER worse-value 24t + +

DEENEFLT HIKHE 1©, ERRGRETR £F t
WA5E§ BIZED EEZHMN S
Rt cEHLD

(SnNouts) T T

2a AR —FRAEDOY EBAEEIR—FAR LAV 2D ELY, LY LARL2DELT, &Y LARJL2b FE=IF 20 DIF
ATITAVY - RTUTLLLERR Bz 2b OZWHMHAR Bz 20 OMRDO X FRED LR TIT 1
LEa— (B DFEEEBFICETEY OVATITAYY « [ TIYTA4v7-LEa—|yy - LE2—(9&
HY) RFITA4vY - LE|LEa—(EM*H (HEHEHY) HY)
a— (BEMEHY) Y)

2b  {E4@QaR— b EAIEAETIR— MR EYE T T TSREE RAME, TRILBHICBRERMICERNRD 5
REDENS Y HHWNEF o F L ERVEERIT R BESHSIKR— M b (sensible) 2R +

A LELEREE BKAROEAEEIZE — MR IRERA R E-IFaRX FOKER
ST BDEBE T5EBH 0 HRER |SEAN-ERERRE ZEHDHEHED
H 80% K i) N SEANTZERERRET Bl, HEWIKIFEES (alternatives) [Z&D
Bl, HBWIIFEEs (88, ELLLIET—4 W= T REMLET
§ §DHTEYUMINR R—RDH TR UMM EFVADOLEa—#
SEEhi=£D BEINEED BNFEMOMET; &
TREMTELTWLS
£30))

2c 7Y NALBE [T NALHR BB (Audit) HBHLMET
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J-LEa—19E TITAVY - LEa TITA4 VY LE2—FTITa4vY - LEa—
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HEETRTICETh FEATEIHbh AbE TRESNET
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“IRE” ( “first ROER RDER NER
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DCEMRDER

1998 &£ 11 AIZ Bob Phillips, ChrisBall, Dave Sackett, DougBadenoch, Sharon Straus,
Brian Haynes, Martin Dawes IZ&k > T#IRMAMERLSh, REICES,

ER

LT DORND LAV EREE TE WS, AR -" 2 LT~ L 2R 2 8N TE D,

s BFZERE RN 1 D L7 < IR 27~ 356 (%ﬁ@i Bl Z1X, 7 ¥ AMbiig
BRI F 1T Dt U 2 7 38 (ARR) ITHEFH AR B TIXAR WA, £ OfFEKHEITERR
HNZ BB A RPERFE O W et 2 BRI TE 720)

s HLWE, FEERDIRIC (BIOAEID) REEPRESVIRICBIT 2V AT T 4 v
7« LB a—
ZOX DT BT ATIIMEENR RITEE T HEREL D7 L7rD,

" & (homogeneity) &lE. YATIT4a4 vy - LEa—IZEWT, AXOHEMDER
DAEAECEREDIEEICEEZEZSEL2E (EEMY) ARV EE2ELT 5, HEtEM
ICAELEEUAHINDELNLST, ETOVARATITA VY - LEA—%BIRT HZNE
EG<., FEARBITREEEULNIT R THIAFENICEETHDS LIRS EL, EFEDELS
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ZTORBENENOERICIXBEZBEENET LA, EOBRENMTONESELSICHE-TER
TEHEENHTELEEL, TOBRENEN ORKICEITREBEL VA, TORBRELNT
OISO TRET HEENES G5,

BOEWIR— MR EIL, LLEBEOERNPETLEL., hO/ FE. BEELETV LA
LDAEMNREH L IFBREHE TR LEEMNAET (BELLEFERELT) Thhih
23D . MO/ FRIE BAMOREEFOREH S WL EULZRAENTEENL 2D,
MO/ FE, BEEZTHRERICEMLEN LGN 22D E LS, BDELVERF X
MEElE. LBEBEOESMABEETHL., MO Fld. BELETY FHLORAIENIRE B
CEBEHBTREOESEMNAET (BELLEFERILELT) Thhfihof=3D. HhD
S EF, BAMOXBEFORED S WNIBEYLABRNTELN 22D EF NS,

T EIC K DT YMMEE (Split-sample validation) [&. HAEHDIEHEL TUNEL
LT, NAMICHZRBS2EZRER BRIINKRBLUNOE) LRGGRIINRE (HE1K
SRIREEZ T B=OICREMISERIRINEE) (CHEIL, TORIRINERERBRIINEET
BRIETHILDTHD,

Absolute SpPin [, ZEZDHEEN T+ L EBRENBHEDGEICKEHY LHETE,
Absolute SnNout [&. ZEHEZDREN+ LS REINEEDIGEEICKEL LEFIETE S,

Good, Better, Bad, Worse [&. BREREIGEIMEL VRV DBRE L DBEEEDLLETH S,

NEYG ) SREEL (T, BIRMRE LERE (HFHRER) E[FHIT, HOERM - F
BHUICEEZAICERASINDSGLOTHS, FEYG] SRELLF, BRISERASAT
WL (B8 - BEENICERSNATOEL) A IERNRELERELFHILLOT
HH. WITLHRWSREE (LUZREZETOHMESRELEDFTMAERICRBNICILEZSD
BANH oY, LHREEOHER ESRELEDOHERNLUSFARMELAH D LI BER) &
AULWTLRIEE. ZEOHRIFLRILETHS.

FUMEDNF VAR EF. AOANICKYRMETHY GALRIVAER. H5HWVIFFME-(IE
AR MZHIBLEREIZETS, FYRWAEDZETHD. KYMBEDELERE (.
RUWNDKYBMELZER., HHVEFFMEFIYSHTHY EALIYELHEEREZTT .

BREEAMTIZE (validating study) &IX., T CICRYMAIBA SN -RERZHEICLTH
EDZHEDEEZRNITHEDTH D, FRHUHE (exploratory study) &I&. FH%E
IREL., EFORFMN TFE] THHAINERDTS=H. WAERRIMHEERALT) T
— B EIESELGAENGEASETHIDTH S,

BOEWFERIAKR—FAREF. HREGDIT I FALAT TIZHEALTWSEEIZE
YTV TNRATABNEETHEDO. 7Y A LOFHENHRMRD 80%KiED 1
D, TIEHALNERIEENT, FEBRULGHETREEINTVDSLD. HDHVEXRKE
FOREAGENTVEVLDEET,

EAZHICET AMETORVGEE X, BHEA8MIYS . REBOZHAHA LM
BEDITHRGHMZEBLEZLDOTHS BIAEARKETHNIEL 1~6 v A, BIEE
BTHNIE1~0F) ,
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[HhF (Extrapolations) | &3, BFFEN M S L7 R0 & BRIRIIC BB 208 W DNMF(ET 5 /]
REVED & HEIC, TOMIERMRZER T 25621 ),
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D EROEROHICER#E2 & HDDIE, AEIOR TITEREKEZHTbOEEILND, 72

B 1999 FTITER#L~3 23DV . LIFO XL SRS T,

#1. 216D L iE NHS R&D Centre for Evidence-Based Medicine(Chris Ball,
Dave Sackett, Robert Phillips, Brian Haynes and Sharon Straus)?® A »/3— 73
DIRLFRELICRETH D,

#2. ZOT 7 a—FIHS  HELERL L N7 ) (average) BRETEICEA T2 O TH D |
2 DBEZIZONTIE, ZOBEANOEWIRE() 27 | RGBT E) TR OV %
ERLTHEIET DMEND D,

#3. LT ORDDHEERRE ZICES> THRWEES, FIAEIE “—7 2 LT~V aR
TIENTED,
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HC BE A M E O A REEZ BRI T X 721

LWL, MEERDIFEEBIORFRIDREENREVIFEICE T 2V AT T+

v s bEa—

ZOXR e T U RATIEMEN TH D7D, HREIX D7 LD,
[EBM Z AW TZR2 T A BT A > AERR - TEAATA 1 (i, 2004) X0 —#fekZE
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RCT: Randomised Controlled Trial

RIS 7 DRIRN & 2 DI E MR T DT20IT, KRS ARE L BRI
TUHBCESIT T, 2 BEOT U M LELET D, IRGURRED 72D DHFJE,
F U LEUNTITE Y, ST ADFEEINOFKMAED CRAD LD L EDT) 2 I
MITH L 2o etk bm< 2, Lizhi> T 2 FEOHE ATREMEARIES
N5,

2R — MR
Cohort Study

B o5 (ak—N) OFT, HIHRNF~DOEBOFBEFE LT, HFEO
HOBEE RN E TN TIEL, DT UV NI LAREOFEEHZRD H D, %
BOFEDHERDIEMIEZ 2 Fr— L TE DD, #R~DIHER T D BN
TRTV, K E R D8 LR E LTOA Ny MEAEORMBINEREAEA & H
THDHOT, JEFIIRBFZE L 0 XK RGO i35,

Bgn (F&him) = — MAFSE
Inception Cohort Study

WEERDEFLEFCA T ) —=0 2 - TARTHBE L - ADEEZR L, K
BOYMEPEIC B D R EM & B L TPk &A% a8k — MM

SiE (5115t HRAIFSE
Case-control Study

BHDLT U NI LEFEORE BTERVWEICBWT, £OT U M AORK L HEE
SNDBRF~DBEDORFERNZ TR TS 2052, FAERFSTIIRER~D
BBLRERLLTOT T M ALETTICBI S TWADT, 8 ENENHEE
TERW, £72, R ~ORBRNOMREZBEOTEICL 5720, RIEHIC
RV EDREND D,

HE BRI T2

Case Series

O AR RS RE, ETHDLIT T MU LEFELZHBIIONT,
BEIER 2 E LD THRET DL DARHAREDE > NT LRV LA LH D,

VAV BN
Outcomes Research

bORBOBED B L LT, MERZT TR TIT L DHRNT
U b B LEBEET DI TH D, RCT O X 9 ITHFTERE RH & BR B CORR
BESEHTT 52 LIXTE R0, RCT OFERN O Tl S D8RR NR, #
MRBEARBG CED LS IRshdme v e g6 0

B RO —BALZ TR & LTIT 9 W98 (research) & %720, & HHEEDHRK &
Audit BHNZRB W TZ IO/ LN X157 — % Ot @z it s o
AERESEHIITE HHEMITBNT, FEORELHERIZOWVTENENMEALER 21TV,

Ecological Studies

FHORBBEROFRMEZHET 260

VATRT AT s LEa—
Systematic Review

HBHT—==IZONWT, WBEOHREE L AT~T 4 v 712, WBEIIEL, T
NENERHSR L, IRBRERAT 2 b0, MetFNFEL LT,
INAE U7 ZE D EME 23 L 72 9 2 CHRER BRI A X T F IV A28 2
9o RCT DI AT =T 4wV « LEa— (AZTFIVIR) BETHHA, Bl
BHRDYAT~T 47 « LEa— (AZTFUTR) LD,

Jer

First Principles

AR RIS S W CERIRER AT 5 2 & Th D, 7o & ZIXKERAREED
BE CImMEEEEZ T 52, ZHRIEZ T COAHEZ D SEhIERE)
WRAREEER DO U 27 NMET 5 TH A 9 &0 9 IRIEAEBZERICE SV T
5o JRIEABSEHGHNE SR EAZEL 2 b HD L) 1HIIE, CAST #FZE
TRENTZ, LFFEERICREIRSEZ D2 E13ELHY, ToTNTHLET
5B\, FRIERABEEG T, PIABIREO T SC X 0 REJRRE A
DS D EHCRERLIR T HIBW RWE PRI, £ 2 T CAST #f%t
TIILAEEZOAREAREEZ 7 LA = REZZm v A = NEGREE TS
TR B GBI E L RIS T 7o & 2 A, PIARIEIREIGIRIEDIE 5 AL RN
MoT-DTH D,

ZILRE ST

Multi-way Sensitivity Analysis

UREENHT 2 EERHIC W TRE IR D ?)

FETHE IR
Bench Research

IR D FR e L, FEEE (Bench) TR IRbhd &5 e JLEwT

%t




FEEH D DV HAIESAY

BEH3 FIRLIHR-P—F
DV A KZ A > - Abstract Sheet
F A B
ELE.
XERES :
=54
B4R
it
2 5 B F .
= :
H2E B 89— Question:

HiEDEH —Design, Setting, Patients, Intervention or Assessment of Prognostic factors, Main outcome measures, et
al...:

2 —Main Results :

#& 3% — Conclusion :

METHA1Y .
O —RHR O ZRHR
NAE BRME 1. HARSA>
1. BT EREER <BRIIHE> <tHEAME > 2. VRATITAVY-LE
1)/850L L 1. HEEREAZR 1. FCuh+EER a—
(1)ZU5 Lt 1)3/R—MRZE 2. Fill 3. AN
(2)FES5 Lt (1) pTRZE 3. ETILTRE 4. BEDH - RETDHT
2)FER (2)&RZE 5 SFT747-LEa—
(1) BCXiEE 2)r—2avkO—)LEF | <EBRFZE> 6. Mt
(2)7ARF—/\— = 1. &k ( )
3) S ER xR 2. HEHWE 2. HEGERaR
2. WELZLOWHE 3. EBIERE O BHHMR
4. JEBIERE

O IETUARLANLDEE :
I AE-FH-RA-E P.F % D. %2 W DD #AZE-HHRE C BERASH-HIEOH
la 1 1c 2a 2b 2c 3a 3b 4 5

O HARSAUDEDFEETHEATESMN?
@DV kHEXIETHEE ODV XM HINIERKESR QDY OURYITFIA— @DV OERKIEZEE
1K)
BDV ORYI)—=24  OREDREKREDTERAAVNEATT4TSY DFBTRELRYY—ZADEST @7+
o—7v7
© 8 % @DV I E ¥ % #H & # @ bv & 8 IR @ % o
( )

O HREFHE  HIRT~ANEM? A ES
EH:




FEEH D DV HAIESAY

B4 /IR — b Form A

1. Ba®%
F A =|
TSR

ARICETS7 OV —h

XERES

HBRIFEETELD

MERNREEOETHERICKBMIN TSN
TABA=T VTP ORBEEIER L DR D

=ADETDEFFFESN TL S H (Intention to treat analysis)

MR BETBBRBEOSBEICIUA LICEELIDBEYFITOATSD

BEEM. ARESVTILBEDOBRARZERLIA TV SH (BiR1L)

MEDZADBEEFERITAMBTRCH, (FHh. 45, BREFLREEFIVY)

FRAR AR OAREAE CRLH CAROBEL®. FFRIEDHR. OARORE LREENS
$18 5 3)

BREEDIIGLDH

BREENFEEREGLONCNIFT. HRDEZRSD)

BEMILDFRIFENFEEENCIIE, EEREOREERD)

HBREIEID. ZLTHSDEEDRICIOH

HREENGRT. COBRIIBASTDEZICHTIEIDALETEIN (B DEZBFIRRBEICEFTFNEID)

ETHEEREBNRIAINTOEN (BEIZEST. RIEIZEST, Hit=I2EST, HEIZEST)

ZDREICESEIT, FVPIRMIE S22 DD




FEEH D DV HAIESAY

2. M
F B B
HLE

ZEcBEd 57— —h

XERES

HBRIFEETELD

B ERR LGS METEE T 51O DIFEMLEHRE (gold standard) EFIRIZ, LALEELDFEREMOE
NGVEFEREFSATLS D

BRESN-BERI, ERICZOREBOMRELGDEEDNIEERTHO-H

MERZRDOREFBRICEHLLT . 26| ITBRENGRENMTEHOA TS

BREARIIRITARGLSCHAEICREHE SN TLDH,

BREEDIIGLDH

BRE.BEE.AELREESH

HEIEID. ZLTHSDEERRIZI DA

BREX. BH DR KRTITRN3H5H0H

RREIEDOEZFITHTIFIN(BNDEEEIHRBEHICEENEIA)

TOREL. BODERTAEEASDLDHN

FTOREIZKH>TEEIZHRELHZH




FEEH D DV HAIESAY

3. &

ELE:
mEBEMERICETST7—0 —b

XERES

HBRIFEETELD

HEBL-EERT. ZORIMER (HAHVITERE) DREEEZONHERLUSNMIU T,

RE-REFOFEKICIE, BERICEALTH, &R FRICEALTERCKS ITRET SN A

EBHF+A R DRERICTEOAENEDREEDEBESEICRBOHSH)

R AT R B RIEELLD (REROFNZRELNH5HY)

ERGERIGYEON (RENKEVEERRILREND)

BREEDLILGED A

BEREHEREDBITEVEENH DA AR ERE LAY ILOKESER D)

EREFXENFEERICTFREININ(ZEDEDEBEREDKREERSD)

HBREIEID. ZLTHSDBEEDREICIOH

MEORREEZTEHIDEEHICLUTLSS

BRIFEDEREDLDMN (BETELRZVITERENDY)

ZTOEREHRLESETHRED (MICHKBEXF GV, HRIIEZ M)




FEEH D DV HAIESAY

4. mER/EIER

ELE:
mEBEMERICETST7—0 —b

XERES

HBRIFEETELD

HEBL-EERT. ZORIMER (HAHVITERE) DREEEZONHERLUSNMIU T,

RE-REFOFEKICIE, BERICEALTH, &R FRICEALTERCKS ITRET SN A

EBHF+A R DRERICTEOAENEDREEDEBESEICRBOHSH)

R AT R B RIEELLD (REROFNZRELNH5HY)

ERGERIGYEON (RENKEVEERRILREND)

BREEDLILGED A

BEREHEREDBITEVEENH DA AR ERE LAY ILOKESER D)

EREFXENFEERICTFREININ(ZEDEDEBEREDKREERSD)

HBREIEID. ZLTHSDBEEDREICIOH

MEORREEZTEHIDEEHICLUTLSS

BRIFEDEREDLDMN (BETELRZVITERENDY)

ZTOEREHRLESETHRED (MICHKBEXF GV, HRIIEZ M)




FEEH D DV HAIESAY

F B H
HLE

e (S RTITA4vILEA—) ST 5700 —F

XERES

HBRIFEETELD

ZFOLEL—DBRBIIEREZRKSI=EDTH =M

LE1—DHRET DEmXDEREE (LBEE

BEELGHAEARRSNTOLENESICBRBSNTVNEINT—ER—RIE? SEDFIRIZ ? /HXDSE ML ?
MEE~ADEWEDHEX?)

WREGOIMIX TN TN DEBEICE T A HFIMS RN ITEDI TS A

INTIOHROBERIEI—BLTLSA (RESN-HARTHRE—EHARTHEH)

INTIOHRROBERIAEFEN (HARBERDOEBERMESEELZ>TLSAY)

BREEDLILGED A

LEA—D2AOHER AN (EELESN TOSEELIBIRZRIELELD)

ZTORBRIEENIFEEHEEZONSN(REFFSATONIE, ZDEBREEZR DT L)

HEIEID. ZLTHSDEERRICI DM

TORBREIENDEBIZHTIIFINBLDBEHIHREFITEENDD)

FTRTOEELERAEZRBINTLAIN (BEHICEST, RIEIZEST., Hf=ITE-T HEITEST)

ZDHEIFT, FEPIRMIRESFLDOH




FEEH D DV HAIESAY

BHRS5 XK — bk Form B
DV A4 K74 +« Form B

A B
) ELE:
O HFREFm
25 B AKX BARED 2
MEEM
BYLAERTHAUERELTLNSEMN?
METHIY
FRIFELGEIEIN TSN ?
SR DETE
YT IS A X LETH ?
INJ—

Outcome $8#Z(XIEELLVA?

Outcome $51&

AERABRDEEMEZLHIEASNTNEGMN?

BIEAE
DA ERILET 2

N\ 3

AFIE | gemmsg -
NI L HEIZHEESA TSN ? NATRAOIVMA—LABTHhATNSA?

MEZ Lt
HRIX, —fRibTESEM?
— AR

BM—AE—HBR-BREIT-EREHLIN?




FEEH D DV HAIESAY

BHe DVRYY—=VIRE
1. KEDEF7ERA A FRE: Abuse Assessment Screen (AAS)
1. BEI1FEICBVWT, HEEIE. EOAY, EFRITESAY, (FohizY, ZOMIZE (I (RYAY-4
KB DTont=-CEEHYFETM?
HELho=6. TNIEENILSTTM?
AEKSNHYELT-HN?

2. IRLTHS. HiEfzE. oz EFITESNY. (TonizY. ZDOH/ICEEK
BIZIEDFonf=-CLFxHYET M ? EYA AYAY-4
HLLHo=o. FREEANSTIM?
fAEKsLHYELI=M?

3. BE1FEICBVT, HETF. BHGITAEZBRESNCEEHYFTN? (L ATV
LLBHof=b. TNEFENANLTTMN?
faIEIKBLHYFELF=M?

2. IN— M F—DRADEFRE : Partner Violence Screen (PVS)

1. BEI1EICBVT, B BOniY., Foht=Y, RoFEnfY, Fnhic [FLy AYAY-
BRI o2 EEHYET M ?

Llpof=b. TNEEANSTT M ?

2. HEEE.BEDQ/NR—,F—LOBEFREOF T, RIDBFLNATLETM? [0y AYAY-
3. HHERETEHBWERLSEE5EHLBHEIIVETM? [EqA ARV

Feldhaus &Y 5|

3. THEIZRTBHRNAY ) —=2" RE : Violence Against Women Screen (VAWS)

No EH F<HB =FI2HD  Fol={HEW

BligfzbN\—bF—DRETEH T EMNRBIofEE, FEL
BEWTHRRTHIDIXHLLNTT M ?

HIET=IF IN—bF—DPOJHIENLESIEE MmN ERL
BHTEFHYFETM?

HEI=DIN—bF—IE, KUZALBENENH D EHKT=
ERELGFTRIE2IYTHIENHYET AN ?

BI=EDIN—rF—IE, RICALHBWNIELH B EE ST
BEZ 1=\ =Y BERF YT BHIENBYFET N ?
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HETIE [IBEFLEVDIT/—hF—D B HHGITA
ZRLLNEIENHYFT M ?

BEF=DIN—F—IX, HhEf=Z=1={, &B<ET . Bize<
W2 b 0iRADEERBI[CSHDEIZEAHYET M ?

HRBI=DIN—bF—IF, HET=ZRKD. [TALGEDRNE
RAHICENHYFET M ?

4. fEfRMHIFERE : Danger Assessment Scale(DAS)

1. ®E1FERT, FEPREDOBEEIZIZL D ELEN? Yes No
2. WE1EMT, FEMBRENOREIZOELS RV ELEN?2 71T, K Yes No
o720, WERTEEINDZZENHD 302

3. HRIIE, A= F—bBERDONIEZZ LIEH Y T2 Yes No
4, HRTEOFIC. BIEHYETNO Yes  No
5. Bt h—it. BTN E A NDIC T AR RET S - L s Yes  No
D ETH? Yes No
6. HRT=D/NR—F—iX, EY (RT7v7) ZfESTHETN? Yes No
7. BT/ — R =X, HRTEERTELERELZY, BERICHRT-2%Z
FELEZ LD ETN? Yes No
8. BTz /= b —i%, 1 ZIEHEHEBA TR > TWOETN? Yes No

9. HRT-O/N— b F—iF, SRT-OHFEEEOTXTEa hr—/L LTV
FIN2HI L., H7eleORKAN, BV THESTRWnEe, HEES Z L

B L CIHFALETH S, Yes No
10. BRTPIEIRL TS E X, BTS2 ENHD 31 ° Yes No
11. HRT=D/8— b F—i, FEFITHERENTT 2 Yes No

12. Hld, HELEW, SREABLEI L LEZER3H D 9002 Yes  No
13. B0/ — b F—iE, BETS, FHEFAKRLELI ELEZEBHY

LR Yes No
14. BTz — =%, BREOFEBICENERDNETN? Yes No
15. HREOA— N F—E, BEATHRANERDZEBHYETN?  voo No
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