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Domestic Violence: Screening 

Intervention, Referral & Resources



Context

CDC’s National Intimate Partner and Sexual Violence Survey (NISVS)

Vermont Department of Health

The public health burden of 

sexual violence, stalking, and 

intimate partner violence is 

significant. 

IPV contributes to injuries, 

chronic health issues, and high 

risk health behaviors.

https://www.cdc.gov/violenceprevention/nisvs/summaryreports.html


Vermont Data

 7% of students have ever been physically forced to have sexual intercourse

 9% of students who dated were physically hurt by someone they were dating in 

the past year (Vermont YRBS)

 Women are five times as likely as men to report someone has ever had sex with 

them without their consent (11% vs. 2%) (Vermont BRFSS, 2015)

 19% of Vermont adults have experienced any type of Intimate Partner Violence 

(IPV) in their lifetime

 13% of Vermont adults have been physically harmed or a partner had tried to 

control their daily activities (Vermont BRFSS, 2014)

 72% of women experienced at least one major life stressor during the year before 

giving birth

 29% experienced partner-related stress

 4% were physically abused by a spouse or partner (VT PRAMS)

Vermont Department of Health

https://www.cdc.gov/teenpregnancy/about/social-determinants-disparities-teen-pregnancy.htm
http://www.healthvermont.gov/sites/default/files/documents/2016/12/summary_brfss_2015.pdf
http://www.healthvermont.gov/sites/default/files/documents/2016/12/brfss_data_brief_201601_ipv.pdf
http://www.healthvermont.gov/sites/default/files/documents/pdf/PRAMS_Overview_2015_Revised.pdf


Why? The Role of the Health Care Provider

Important to remember….

Survivors of domestic violence are 4 times more 

likely to use an intervention after talking with a 

health care professional about abuse.

Vermont Department of Health



Definitions

Intimate Partner Violence (IPV)

 One person in a relationship uses a pattern of methods 

and tactics to gain and maintain power and control 

over the other person.  These behaviors may include: 

inflicting physical injury, psychological abuse, sexual 

assault, isolation, stalking, deprivation, intimidation and 

threats. Perpetrators of IPV may use jealousy, social 

status, mental health, money and other tactics to be 

abusive and controlling, not just physical violence.

Vermont Department of Health



Definitions

Reproductive and Sexual Coercion 

 Involves behaviors that a partner uses to maintain power and 

control in a relationship that are related to reproductive health: 

 Explicit attempts to impregnate a partner against her wishes 

 Controlling outcomes of a pregnancy 

 Coercing a partner to have unprotected sex 

 Interfering with birth control methods and birth control sabotage 

 Pressuring a partner to get pregnant when they do not want to 

 Repeatedly pressuring a partner to have sex when they do not want to

Vermont Department of Health



Health Impacts of Domestic Violence

 Immediate physical injury and death, as well as :

 Increased risk of unintended pregnancy

 Higher rates of rapid repeat pregnancies

 Higher rates of STIs

 Trauma, depression, substance use, suicide attempts

 Higher rates of gastrointestinal conditions, hypertension, 

diabetes, asthma

 Long term impacts on children who experience and/or 

witness abuse

Vermont Department of Health



Pregnancy and Postpartum

 Women who experience abuse around the time of 

pregnancy are more likely to:

 Smoke tobacco

 Drink during pregnancy

 Misuse substances

 Experience depression

 Experience pregnancy complications 

 Women with a controlling or threatening partner are 5 times more 

likely to experience symptoms of maternal depression (Blabey et al, 

2009)

Vermont Department of Health

https://www.ncbi.nlm.nih.gov/pubmed/19539890


Getting Started

 Connect with partners

Connect with your local DV agency (for health care 

providers)

With hospital, health care provider, health center (for 

advocates)

 Promote shared knowledge between staff

 Develop clear referral process between advocacy 

agency and health care provider

 Consider developing an MOU

Vermont Department of Health



Safety Card: Is Your Relationship Affecting Your 

Health?

 Connects IPV to self, health and 

parenting

 Focuses on universal education to 

overcome barriers to screening

 Normalizes conversation and 

opens up space to discuss IPV and 

unhealthy behaviors in relationships

 Build bridges to community 

resources and supports warm 

referrals

Vermont Department of Health



Safety Cards

Vermont Department of Health



Approaches to Screening for IPV

 Scripts are sample language for you to work with when getting 

comfortable when asking sensitive questions about domestic 

violence. 

 Framing Statements and questions create a safe and 

nonjudgmental space for asking about sensitive issues. They are 

essential components to universal education and creating an 

environment that is safe for disclosure. 

 Screening Questions are direct and indirect questions that 

provide information and insight into clients’ experiences in 

relationships. This information is critical for you to be able to 

make the most appropriate and supported referral possible. 

Vermont Department of Health



What should providers ask?

 Ask about patients’ current and lifetime exposure to IPV, including 

direct questions about physical, emotional and sexual abuse.

 Framing language: 

 Because violence is so common in many people’s lives, I've begun to ask all my patients about 

this….

 We’re talking to all of our patients about the health of their relationships... 

 Direct Questions:

 Are you in a relationship with a person who physically hurts or threatens you? 

 Has your partner or ex-‐partner ever hit you or physically hurt you?

 Have you ever felt controlled or isolated by your partner? 

 Has your partner ever forced you to have sex when you didn’t want to?

 Has your partner ever refused to practice safe sex? 

 Has your partner ever messed with your birth control or tried to get you pregnant when you 

didn’t want to be?

Vermont Department of Health



How to Respond

 Use scripts:

I am sorry this is happening. It is not okay, but it is common. You are not 

alone.

What you’re telling me makes me worried abut your safety and health.

Would you like me to explain your options and resources available to you?

 Warm referral as a key component:
 Increases likelihood of a successful referral

 Opportunity for immediate in person or phone safety planning

 Coordinated care

If you are comfortable with this, I would like to call my colleague (name 

of advocate), she has helped many people who have been in similar 

situations…

Vermont Department of Health



Make Referrals~ Vermont Network

*Safely make supported warm referrals

Vermont Department of Healthhttps://vtnetwork.org/get-help/

https://vtnetwork.org/get-help/


Important Considerations

 Inform clients of limits to confidentiality and see 

patient alone

 Use scripts and tools to offer information and screen 

clients for IPV (Safety Cards) 

 Document your work with patient and ensure follow up

 Trauma and trauma informed approaches

 Safety and safety planning

Vermont Department of Health



Important Considerations

 Provide a supported referral to your local domestic 

and/or sexual violence program

 DV advocates have specialized training

 Provide confidential, free services

 Are connected to other support services

 Special populations

 Adolescents

 LGBTQ

 Vulnerable adults

 New Americans
Vermont Department of Health



Recommendations

 Clinical Preventive Services for Women: Closing the Gaps~ The IOM recommends 

that women’s preventive services include…screening and counseling for all women 

and adolescent girls for interpersonal and domestic violence in a culturally sensitive 

and supportive manner.

 USPSTF~ Recommends that clinicians screen women of childbearing age for intimate 

partner violence (IPV), such as domestic violence, and provide or refer women who 

screen positive to intervention services. Grade: B Recommendation.

 ACOG Committee Opinion~ Based on the prevalence and health burden of IPV 

among women, education about IPV; screening at periodic intervals, including during 

obstetric visits; and ongoing clinical care can improve the lives of women who 

experience IPV. Preventing the lifelong consequences associated with IPV can have a 

positive effect on the reproductive, perinatal, and overall health of all women.

 AAP Intimate Partner Violence: The Role of the Pediatrician~ Pediatricians are in a 

unique position to identify abused caregivers in pediatric settings and to evaluate 

and treat children raised in homes in which IPV may occur.

Vermont Department of Health

http://nationalacademies.org/hmd/Reports/2011/Clinical-Preventive-Services-for-Women-Closing-the-Gaps.aspx
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Health-Care-for-Underserved-Women/Intimate-Partner-Violence
http://pediatrics.aappublications.org/content/125/5/1094


Screening Tools

Vermont Department of Health

https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvsc

reening.pdf

https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf


Resources

Vermont Department of Health

http://www.healthvermont.gov/family/relationships

http://www.healthvermont.gov/family/relationships


Additional Resources

 Vermont Network Against Domestic and Sexual Violence

 Vermont Home Visitation Guide on Screening, Assessment & 

Response to Domestic Violence 

 Futures Without Violence

 Order materials~ From Futures Without Violence

 LGBTQ IPV

 Adolescent Relationship Abuse

 Addressing Intimate Partner Violence, Reproductive and Sexual 

Coercion: A Guide for Obstetric, Gynecologic and Reproductive 

Health Care Settings

 Webinars 

 Educational training videos

https://vtnetwork.org/
http://dcf.vermont.gov/sites/dcf/files/DCF/docs/HV-DV-VT-Guide.pdf
https://www.futureswithoutviolence.org/
https://secure3.convio.net/fvpf/site/Ecommerce/15587835?FOLDER=0&store_id=1241
https://www.futureswithoutviolence.org/health/lgbtq-ipv/
https://www.futureswithoutviolence.org/hanging-out-or-hooking-up-2/
https://www.futureswithoutviolence.org/addressing-intimate-partner-violence/
https://www.futureswithoutviolence.org/resources-events/webinars/
http://www.futureswithoutviolence.org/health-training-vignettes/


IPV Health~ Health care provider toolkit

Vermont Department of Health

http://ipvhealth.org/


Please Be in Touch

Kim Swartz, MHSc

kimberly.swartz@vermont.gov

Check us out online: http://healthvermont.gov/family

Vermont Department of Health

mailto:kimberly.swartz@vermont.gov
http://healthvermont.gov/family
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Recommendations:
Low-dose Aspirin for Preeclampsia Prevention

USPSTF, September 2014
(now endorsed by ACOG)

“ACOG supports the recommendation to consider the use 
of low-dose aspirin (81 mg/day), initiated between 12 and 
28 weeks of gestation, for the prevention of preeclampsia, 
in women with high-risk factors.”



Prior Recommendations

USPSTF, 1996: Insufficient evidence to recommend for or against the 

routine use of aspirin for the prevention of either preeclampsia or IUGR

National Institute for Health and Clinical Excellence (NICE), 2009: Women 

at high risk of developing preeclampsia take 75 mg of ASA daily from 12 

weeks until delivery

WHO, 2011: Low-dose ASA (75 mg/day) for women deemed high-risk for 

developing preeclampsia, initiation < 20 weeks or as early as 12 weeks. 

ACOG Hypertension in Pregnancy Task Force Recommendation, 2013: 

“For women with a medical history of early-onset 

preeclampsia and preterm delivery at less than 34 weeks of 

gestation OR preeclampsia in more than one prior 

pregnancy, initiating the administration of daily low-dose 

aspirin beginning in the late first trimester is suggested.”

Quality of evidence: Moderate,

Strength of recommendation: Qualified 



Preeclampsia

New-onset hypertension and proteinuria 
in the second half of pregnancy

Complicates 2-8% of pregnancies

Leading cause of maternal and perinatal 
morbidity and mortality worldwide

• 12.3% of pregnancy-related deaths in 
the US, 1998-20051

• 1 in 7 preterm births in the US2

• Marker for future cardiovascular 
disease in women 

1. Berg CJ, Callaghan WM, Syverson C, Henderson Z. Pregnancy-related mortality in the 
United States, 1998 to 2005. Obstetrics and gynecology 2010;116:1302-9.

2. Creanga AA, Berg CJ, Syverson C, Seed K, Bruce FC, Callaghan WM. Pregnancy-related 
mortality in the United States, 2006-2010. Obstetrics and gynecology 2015;125:5-12.



Preeclampsia
25% increase in the US over the past 3 decades

2010: preeclampsia affected 3.8% of deliveries in the US

Wallis AB, Saftlas AF, Hsia J, Atrash HK. Secular trends in the rates of preeclampsia, eclampsia, and 
gestational hypertension, United States, 1987-2004. American journal of hypertension 2008;21:521-6.



What about Vermont?

Review of OBNet data, 2006-2015:

• 7.8% of pregnant women had one or more high risk factors for preeclampsia

• 21.3% of pregnant women ≥ 2 moderate risk factors, 5.1% had ≥ 3 moderate 
risk factors 



Two-Stage Model of Preeclampsia

Stage 1
Reduced placental perfusion 

secondary to abnormal placentation 

Interacts with maternal factors 
(genetic, behavioral, environmental)

Stage 2
Maternal syndrome of preeclampsia



How Does Aspirin Prevent 
Preeclampsia?

Preeclampsia is associated with increased thromboxane : prostacyclin ratio

Low doses of aspirin (60-150 mg/day) preferentially inhibit thromboxane 
production without significantly affecting prostacyclin production

In one study, thromboxane to prostacyclin ratio decreased 35% after 3 
weeks of LDA therapy, and increased 51% over the same period in the 
control group (Schiff et al. NEJM 1989)

X Low-dose aspirin



1978:

Case 
Report, 
Lancet

1994: 

CLASP 
(Collaborative 

Low-dose 
Aspirin Study 
in Pregnancy), 

Lancet

1998: 

MFMU 
Trial, 
NEJM

2007: 

PARIS 
Collaborative 

Group,           
Meta-analysis of 

individual patient 
data

2007:

Cochrane 
Review

2014: 

Systematic 
Evidence 

Review for the 
USPSTF



Study Selection: Comprehensive search of RCTs that used a risk selection 

approach aimed at achieving a sample of women at high risk for 

preeclampsia (Preeclampsia incidence was 8% to 30% in included studies)

Included:

• 13 RCTs reporting preeclampsia incidence (12,184 women)

• 21 studies to evaluate maternal, perinatal and developmental harms with 

antenatal aspirin use

All trials initiated aspirin treatment after 12 weeks

Daily aspirin doses ranged from 50 to 150 mg (11,949 women = 60 mg)



Benefits of Aspirin:
Preeclampsia Risk

24% risk reduction (RR 0.76, 95% CI 0.62 to 0.95)
13 trials (12,184 women)



Benefits of Aspirin:

Preterm Birth
14% risk reduction 
(RR 0.86, 95% CI 0.76 to 0.98)
10 trials (11,779 women)

IUGR
20% risk reduction
(RR 0.80, 95% CI 0.65 to 0.99)
13 trials (12,504 women)



Aspirin Dose/Timing

Aspirin Dose:

The estimated risk reduction was greater in studies using higher 

doses of aspirin, but the difference in effect size was not significant

> 75 mg: RR 0.58, (95% CI 0.36 to 0.95)

< 75 mg: RR 0.85, (95% CI 0.68 to 1.05)

(Some MFM providers now recommending 162 mg daily)

Timing of Initiation:

No evidence that timing of aspirin (<16 weeks) had different 

effects



Safety of Aspirin
No evidence of perinatal harms from LDA exposure during 

pregnancy, including average-risk study populations

Perinatal Death: 10 trials, 12,240 women
o Possible reduced risk, RR 0.81, 95% CI 0.65 to 1.01

Placental Abruption: 11 trials, 23,332 women
o No significant increase, RR 1.17, 95% CI 0.93 to1.48

PPH: 7 trials, 22,616 women
o No treatment effect, RR 1.02, 95% CI 0.96 to 1.09

Intracranial Hemorrhage: 10 trials
o All but 1 trial reported more events in the placebo group, RR 0.84, 95% CI 

0.61 to 1.16

*Long Term Follow-Up: CLASP Trial, 1994 (9364 women)
o No difference in developmental outcomes in infants up to 18 months 

(gross motor development, height/weight, hospital visits)

Contraindications to aspirin therapy: active PUD, recent GI bleed, aspirin 
allergy, bleeding disorders, renal failure, severe liver disease, thrombocytopenia



Decision model to evaluate approaches to aspirin prophylaxis applied to a 
hypothetical cohort of 4 million pregnant women in the US:

• 81 mg/day, started after first prenatal visit, 77% compliance
• Included costs associated with aspirin, preeclampsia, preterm birth and 

potential aspirin-associated adverse effects

1. No prophylaxis: rate of PE 4.2%

2. Prophylaxis per ACOG/USPSTF: 23.5% of pregnant women receive LDA, 
rate of PE 3.83%, saves $377.4 million

3. Universal aspirin prophylaxis: rate of PE 3.81%, saves $365 million



What about Vermont?

Incidence of Preeclampsia by Number of High Risk Factors

Incidence of Preeclampsia by Number of Moderate Risk Factors



Recommendations:
Low-dose Aspirin for Preeclampsia Prevention
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Questions?

This webinar was recorded and will be available to 
view within 5 days at 

https://vchipwebinars.wordpress.com

http://www.vchipwebinars.wordpress.com/
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Webinar Registration: https://vchipwebinars.wordpress.com
Contact: Amanda.slater@uvmhealth.org 

OB/GYN Webinar Series 2017-2018

Upcoming Webinar: 

Tuesday, May 8th, 12-1pm EST

Topics: 

- -Tranexamic Acid for Postpartum Hemorrhage

- -Preconception Health and Well Women Care

- Gestational Diabetes

https://vchipwebinars.wordpress.com/


Thank 
you! 
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