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Domestic Abuse & Violence

Recommendations for European Emergency Departments

Summary of Recommendations
EmergencyPhysiciars should:

A be able tddentify andassess patients for domestic abuse in all its forms towards
children,intimate partners, elders, and other family members,
A Dbe familiar with signs and symptoms of domestic violence and abuse,

adopt clear protocols and methodsgoreening anthformation sharing,

\ >\

A document medical findings amdlevantinformationsothatit could be used as
evidence in court

A refer victims of domestic violengewith their consentfo appropriate support
servicedor help,

A report tothepoliceaccor ding to the countryés | ega

A maintain knowledge of state legal requirements for regpdamestic violence.
EmergencyDepartmats should

A develop protocols and guidelines for suspected abuse afasfitdren, intimate
partners aneldes,
A have systems and guidance in place to help junior doctors identify and manage

potential abuse in allstforms, or ask for advice if abuse is suspected,
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A ensure thaeducational materials on domestic violenegth lists containing
contact details of the available services, shouldmélisplay in waiting areas
and examination rooms,

A developtraining programmes to increase the knowledge, skills, attitudes and
clinical competencef emergency personnet identifying and addressing all

forms of domestic violence
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Scope

These recommendationaim to help Emergency Physiciansletect and identify
domestic abuse and violenicerelation tochildren, intimatepartnes andeldes.

Domestic Violence: A Substantial Public Health Problem

Helen Askitopoulou

Domestic violengealso namedamily violence,is a pattern ofcoercive behaviour
used by acompetent adult or adolescent to establish and maintain power and control over
another adult, adolescent or childomestic violences a serious and complex health and
societal problemwhich affects people in all stages of ldad has profound consequences in
all its forms. Identification and assessment can be difficult as it may take many forms
including neglect, physical, sexual or emotional abuse, financial exploitation and
intimidation. All types of domestic violencand alnse frominfants to theelderly continueto
be underrecognised and undeeportedin healthservices to the police andocial agencies
and therefore grossly undestimatedHence, there has been a strong movement for health
care providergo identify victims ofdomestic violencén the medical settindgzarly detection
can reduce exposure to harm, alleviate negative consequences and improve health outcomes.
Emergency physiciangEPs)are in an ideal position to diagnose and intervene in suspected

cases otlomestic violenceas well agefer andreport such casese the relevant authorities.
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In 1996, the World Health Assembly declared violeas& major and growing public
health problem across the world and launched a global campaign on viptemegation. The
Assembly drew attention to the serious consequences of vidlentlkee shorterm and the
long-termi for individuals, families, communities and countries, and stressed the damaging
effects of violence on health care servicéd].[ The public health approach tiomestic
violencecomplements the activities of criminal justice and human rights responses in the
different countrieslt is important thathealth policies against violencare implemented,
encouraged and shared by decismakers in Europdn 2009, the European Court of Human
Rightsi n t he case of Op danestic.violehcewhictecan take Vagods t h a't
forms ranging from physita t o psychol ogi cal violence or
problem which concerns alllemberStates and does not always surface since it often takes
pl ace within personal Bel ationships or <close

Definitions

Violenceis an extremely diffuse and complex phenomemnaich it is difficult to
define clearlybecause it is culturally influenced and constantly under review, as sociasval
and norms evolvelhe many different ways of defining violence hawglications for policy
and practice as well asonsequences for health and preventive stratedgneglequate
definitions or lack of consistency in definitionrserve to obscure importaaspects of the
problemandmakes it difficult to compare data acrassnmunities or nationslp]. The legal
definitions ofdomestic violencen Europevary fromstate to statéut generallyrefer to the

following definitions.

In 2002 the World Health Organisation (WHO) released the first World Report on
Violence and HealtfWRVH), which advanced violence onto the public health agemtia.
WHO definition of violence is widand generalas beingi The i ntenti onal us
force or power, threatened or actual, against oneself, another person, or against a group or
community that either results in or has a high likelihood of regulim injury, death,
psychological harm, mad e vel op me nt $6}. Thid eglinitionerrconipasses all
types of violencecaused by a person @roup against another person or groapd
distinguishes injury or harm from unintended actions and inciddfeswor ds fAphysi c
force or power 60 expand ttheenatwe olviolenhdctsto n a | ur

includephysical,psychologicabr sexual harmas well agleprivation, omission areglect.
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In 2013, theUK Government revised andmended thedefinition of domestic
violence and abuge include coercive control and -1I§-year oldq4]. Coercive behaviouis
definedashnan act or a pattern of acts of assaul
ot her abuse that i's used to hwhiemontropngni s h,
behaviouris definedasia r ange of acts designed to mak:
dependent by isolating them from sources of support, exploiting their resources and
capacities for personal gain, depriving them of the means needed for independence,
resi stance and escape and r g4 GHisastnotcongidetethe i r ev
legal definition. Coercive control highlights the impodnce of a complex pattern of
overlapping and repeated abuse, besides physical violarmrelerto gain power and control

over the victim

The WRVH divides violence into three broad categories according to who has
committed the violence: setfirected,interpersonal and collective violence, which includes
armed conflicts, genocigdether human rights abuses)d terrorism for political, economic or
social objectives]]. Interpersonaliolenceis furtherdividedinto two subcategories: family
violence taking place in the homand communityiolence between unrelated individuals
generally taking place outside the home (youth violence, random acts of violencey rape
sexual assault by strangers, violence in institutional settidgs)15. Domestic or family
violence refers to interpersonal violenamongfamily members, which can take various
forms: child abuse, violence by an intimate partner, elder abimeEliropean Paament
adopts the definition oflomestic violencenly for violence against women or mefd] 58],

while it distinguishes violence towards children as a sepmsie[18].

For the purpse of this guidancelomestic violences defined asthe intentional
interpersonalviolenceor abuse of childrerof all ages of adults regardless of gender or
sexuality andof elders by a family member, intimate partner, or caretakea domestic
setting The definitions of thespecificforms of domestic violencare given in the relevant

sections.

Addressing Violence in the ED

The Emergency Department plays an importantirotee recognition of victims who
suffer from domestic abuse, as it is often their first contact with the healthcare .system

Victims might present with injuries that are a direct consequence of abuse, or with the
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specific goal of seeking protectiofhe ke issuesfor the ED personnein addressing

violence besides the management of injuris [L1]:

A recogntion of violenceand abuse

A supporing the victim

A documendtion ofthe violence and its impact (injuries, psychological impact,
etc.)

A referal to other serviceand co-operaton with otherprofessionaldo prevent

further violence

Recognition of violence and abuse

Domestic abuse is frequenthot disclsed unless victims are directly ask&tD
personnel are in a vital position to identitye victims and opportunities for confidential
disclosure should be considered. Tl&puld be able to detect and recognise the emotional,
psychological and physical tras arising from an act of domestic violence and alaunsk
initiate a conversation about violencgmple, direct questionare usually acceptable and
effective,such agiwe know violence at home is a problem for many people, is there someone
who is hurtig you at home®There is insufficient evidence to advocate screening all women

for domestic abusdut EPsshould be prepared to ask if there is any clinical suspi@on [

Supporting the victim of violence

If a patient mentions a violent or abusive situation, ED personnel sheupdtient
and respectful, and should listen carefully in a-palgemental, kind and sensitive manner to
deter mi ne t he Vigimg mustrdelupportedans ma@ eing pressurised or
judged by the persons they approach for hetg enquiry should be made in private on a
oneto-one basis in an environment where the patient feels safe and anyone who may be the
perpetrator cannobverhear the conversatior®]] They must be reassured that any
information they give will be treated as confidential and will not be passed on without their
permssion.Additionally, ED personnel should remain supportivee gar dl ess of t h

decisionswhen presented with optiofigr referral to specialist support services

Documentation in the ED of domestic violence

In order to effetively respond to a & ofdomestic violencéen the ED it must be
accurately documenteir the legal rights and the protection of the victims, when/if they

decide to make a formal report of an offendd][ In busy EDs with clinical and time
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pressuresmedical notes often are not of a consistently high standard. However, in cases of
domestic violenceaccurate and complete documentationthe medical recordwithout
omissions andnaccuraciesare critical as iwill assist in future prosecution when medical
records becoman integral part of legal proceedings.i$ essentiafor EPsto establishthe
credibility of the abused persasnd also to guard against malpractice suits fmissed
injuries, failure to report to the appropriate authorities or cases of abuse unsuccessfully
prosecutedq]. EPsare frequently called to testify in civil or criminal cases involving their
patientsandthey havea responsibility to appropriately document the events surrounding the
injury [5]. Furthermore, appropriate documentation of injtglated attendances in the ED

will assist in collecting accurate data on incidence, prevalence, settings, and victim and

perpetrator characteristiésr violence surveillance systems.

Ead ED should develop specific protocols to address and to rexdbnthedical
findings and informationin such a wayto be used as evidence in cquit needed.
Documentation should be comprehensive and should include

A athoroughdescriptioni n  t he p atadf thenhisibry of abeisaoludidgs

the type time and placeyho and how,

A the findings of the physical examination with an accurate recordingnygf

injuries presenincluding thenature, shape, colour,

>

comments on conorbidities,pregnancy, if present, and degree of disability,
diagrammatical representation of injuries or aEbody maps to record injuries,

>\

i f possi bl e, photographs of any physic
permission can be helpftd supplement writte descriptionsjncluding a scaling
object to enable accurate assessmetitesize of thénjury,
A results of any laboratory or other diagnostic procedardsredand medications

prescribed,
Athe perpet raadteuse of aicathad and idruggy using pati
guoteswhen possible,

A options discussed and referrals offered and accepteat.or

If the patient chooses not to release the information to the police, the documentation
should be kept as part of ntshaldIpeanfoimedthatthe me di
documentation could be released at any time in the future if the patient provides the necessary
consent to do sd.j.
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Referral of victims to specialist support services

EDs should ensure that formal referral pathwiyspecialistsocial or legakupport
servicesare in place for victims of domestic violence and ab&$tsplay a critical role in
responding to disclosuraf domesticviolence of children, intimate partners and eldarsl
making appropriate referrats victims and perpetratorSupportservices can help to address
the emotional, psychological, physical and sexual harms arising from domestic violence and
abuseand to improve the safety and wbking of those affected@hey can offeradvocacy
and advice to develop plans for the future, outreach support and provision of tailored
interventions for victims and their children and to increase their s&fetyiftims should be
supported to make their own decisi@tsthat they feel iontrol of their lives. If, however,
they choose not to accept the offerefierral to support services, the ED personnel should be
sensitive to their wishes and needs, respect their choice and provide them with ongoing
support and a followap plan for the next step.

The referral of victim®f domestic violenct specialist syport services includes:

A informationto the victimaboutthe referral process ameferral options,
A supportof the victim through the referral process,
A informationsharingwith specialist support services

It is essential that ED personnel ensure the nmstopriate response thedisclosure
of domestic violence and check that victims seeking help are informed appropriately. They
should find time to talk to victims and their family in a language that is easily understood,
with the help of an interpreteff, needed, and to listen to their needéen EPs discuss the
range of referral options and services available, they should be able to assess what type of
support service the patient needs immediately as well as in the long9erfiiéy should
help patients to identify and choose the most suitable option(s) for their particular

requirements, to make an informed decision gind their consent for a referral.

During the referral procesg is best practice for EPs to seek support from a senior
colleague experienced in the often complex issues associated with domestic and family
violence.EPsshould astinguish between situans that involve only adults and those where
children are involvedThey should obtain consent before they refer or share information
about a patient, be sensitive t olnforrhagonpat i er

sharing about domestic violere wi t hout the victimséd consent
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endanger their safetynformation sharing without consent, or where consent is not given, is

necessary when children's safety is at jg§k

ED personnekhould support victims who disclose that they have been subjected to
domestic violence, the perpetrators, and the children who have been affectedhay it.
should provide the vighs with ongoing support to make their own decisions about available
optionsfor referral and health information sharing, which are consistent with the ethical and
legal requirements of each country. Thefypuld ensure that the support matches/thec t i mo s
needs or thehild's developmental stag@] [

ED personnekhouldbe able toprovide patientswith written information (including
telephone numbers) on legailssistancelocal counselling social service agenciesrisis
intervention services, shelterand supportand community resourcesvhich can inform
victims abouttheir legal rights, housing, welfare applications and legghtice Information
regarding support services for the victims should be readily acce&sibleational materials
on domestic violengewith lists containing contact details of the availaldeal domestic
abuseservicesshould beon display in waiting areas amckamination roomso that patients
can take them away with them or read the information in prjate].

Risk Factors for Domestic Violence

Victims of violence are at increased risk of a wide range of physical, psychological
and behavioural problems, including depression;tsain, drug ad alcohol misuse, anxiety,
suicidal behaviour, as well as reproductive health problems. Besides the toll of human
misery, violence places a substantial burden on national economic expenditures on health
services. As a general rule, victims of violence haeee health problems and more frequent
visits to emergency departments throughout their lives than those without a history of abuse
[15]. Up to 12%o0f emergency department attendances are suffering domestic [dRjise
WHO predicts that violence and suicide will both individually feature in the top 20 caluses
death and burden of disease issues confronting global health in&030 [

The lack of knowledge of the risk factors for domestic violence is thought to
contribue to the low detection of abusWiolence is a complex problem rooted in the
interaction of biological, social, cultural, environmental, economic and political factors with
huge human and economic costs. According to the WHO, no single factor can expfain
certain individuals abuse others or why abuse in certain situations is more common than in

others §6]. While some risk factors may be unique to a particubemf of interpersonal
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violence, more often the various forms share many common underlying risk f&ctors.are
psychological and behavioural such as poor behavioural control, lowestedm, or
personality and conduct disorders. Some stand otlteamportant community and societal
factors such as growing up in a violent or broken home, substance abuse, social isolation,
rigid gender roles, poverty, income inequalities. Others are tied to experiences, such as lack
of emotional bonding and support, eagkperience or witness of family violence and history

of divorce or separatiorl]. Metaanalyses of childhood maltreatment, especially emotional
abuse and neglect, have shown an elevated risk for severepesely treatmerntesistant
depressive disorders with a chroomurse B2]. Addressing the key risk factors is important
because it shows the potential for prevention of violence by appropriate interventions and

supports th@eed for greater collaboration between the different support gréups [

The risk to the victim may be related morethe characteristics of thperpetrator
than to those of the victim. There may be a family history of violence or substance abuse
exacerbated by alcohol or drug abuse, legal or financial difficultiemjemital or physical
problems A domineering, violent, or bullying category thie perpetratoihas been described,
who is prone tghysicalabuse and neglect as well as sexual aldkker adults who require
assistance with activities of daily living or have poor social networks have been found to be

at higher risk.

SECTION 1Child Abuse and Maltreatment

Tom Beattie - Rodrick Babakhanlou

Maltreatment of children is a major public health concern, affecting children from all
social classes, religious and racial groups in all countries and socitiedn[ Europe
children are as vulnerable to violence as in any other regjomally [18]. Conservate
estimates suggest that at least 18 million children in the WHO European region will suffer
from maltreatment during their childhoodt least 850 children aged under 15 yrs die from
child maltreatment annually in the European region, with rates higlodildren under 4 yrs
compared to older children ageeDbtand 1014 yrs @6]. Although prevalence studies suffer
from methodological difficulties, the estimatedevalence ratesf childhood sexual abuse
are 13.4% for girls and 5.7% for boys, of physical abuse 22.9% in both sexes and of
emotional abuse 29.1927, 46].
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Children, who are more likely to become victims of domestic violence, include the
very young, those with a history of abuse and those witmadoid conditions41]. Children
under the age of 4 years are at greatest risk of severe injury with 79% of fatalities of child
maltreatment occurring in this age group. An abuseld tiais a 50% chance of experiencing
recurrent abuse. Gmorbid conditions, including learning disabilities, chronic illnesses,

mental retardation or prematurity are important risk factors for child abuse.

Forms of Child Abuse and Violence

Article 19 of the United Nations Convention on the Rights of the Child (UNCRC)
defines child violence as a | | forms of physical or ment al
or negligent treatment, mal t r eat @mwnmtludesr exp
exposureof children to violence both inside and outside the ho#3 [The World Health
Organi zationds definition of <chifiafoimadtreat |
physical and/or emotional Hreatment, sexual abuse, neglect or negligent treatment or
commer ci al or other exploitation, resul ting

survival, development or dignity in the context of a relatignsti responsibility, trust or
p o wd45]0

Violence towards children is a complex and multidimensional issue that takes many
different forms relahg to human rights and child protection, as well as public hehgh [
The four main types of child abuse in decreasing order of frequenadebiperateneglect,

physical, sexual, and emotional or psychological abl8e29, 34, 41].

Deliberate negle ct

Neglect deprivation or failure to provide the necessary éarthe most prevalent
form of <chil d abthemesistentlfdilurei obthedaegivente grovidesor the
chil dos physical, e mot ilomeeds, , which dcanc eegult ann a | é
developmental delay, physical and psychological h§28) 41]. The subtypes of neglect

include educational, emotional, nutritional, physical and medical ne@®ct [

Physical abuse

Physical abuse islefinred asnact s t hat cause actual phy
potent i all[l8f lbis ond af thentmost common forms of child maltreatment and
includes hitting, shaking, poisoning, burning, drowning or suffocating the @8|dtl]. The

most common injuries identified in physical abuse includetsstie injuries and fractures.
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The most common dermatologic signs of child abuse include bruises, followed by scratches,

softtissue oedema, strap marks, burns and bitfs [

Sexualabuse

Sexual abuse irchildren is defined asiany sexual activity

under st and

o r It gnay wneudefandlinge arafjenital @antact, rape, genital or

anal penetration, exhibitionism, voyeurism and exposure to pornograp3g 36]. Of the

three million cases of maltreatment in children, approximately 20% are reported to be as

sexual abuse. Most cases are committed by men and98%®f these cases, the perpetrator

is known to the child.41, 28, 36, 41].

Emotional and psychological abuse

There is no universally agreed definition of psychological abuse. Emotional or
psychological abuse encompasses both the cognitive and affective components of
maltreatment and is characterised by the repeated behdvpattern of the caregiver that

affects t he

Such behaviours of éhcaregiver include acts of omission (ignoring the need for social
interaction) or commission (terrorizing, spurning) and may be verbal owvertval and
passive or active, which negatively affect the cognitive, social, emotional and physical

development bthe child R0]. Table 1 summarises the different types of psychologically

t

h

chil dés emotional , 2@ 22v28I124.p ment a

abusive behavioural patterns of caregivers.

Table 1. Types of psychologically abusivehaviours by caregive(adapted fronj20]).

Spurning 1 rejecting
9 ridiculing for showing normal emotions
1 humiliating in public
Terrorizing 1 placing in chaoticircumstances
1 placing in dangerous situations
1 having unrealistic expectations accompanied by threa
not met
Isolating 1 restricting social interactions in community
Exploiting/Corrupting 1 modelling, permitting or encouraging antisocial behavi
1 restricting psychological autonomy
Denying emotional M detached and uninvolved
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responsiveness no nurturing or praise during any development in
childhood

Mental l i miting childds access

health/medical/educational refusingto provide for physical health or educational

neglect needs

Recognition and Assessment

Identification of child maltreatment is crucial, not only for treating the current
condition, but also to prevent further episodes of abuse. Assessment of child abuse is based
on four sources and should cover history, including family history, physical examination,

laboratory and radiologic tests and observation of the -claitdgiver interactionl, 30, 31,

35].
History

A comprehensive history, including the mechanism of injury, the medical history of
the patient and the family history, should be obtained. If the child can communicate verbally
then the history should be obtained from the child. If suspicion of maltreatment is raised,
permission should be sought to interview the patient alone. Refuséd shise the suspicion
of abuse. History taking should occur with open questions and in-pudgmental manner
[30, 31]. Evidence of child maltreatment inclulenultiple and recurrent injuries, injury
history inconsistent with physical findings and injuries inconsistent with the 6child
developmental capability to sustaireth on their own48g.

The past medical history should cover information about past injuries, hospitalisations
and any illnesses that can mimic child abu$ég.[Both birth history and also growth and
development should be assessed and recorded. Historical aspects that should raise the
suspicion of child abuse includ&9, 23, 30, 31, 41]:

A inconsistent and vague history, lacking in detail,

A history provided bya caregiver is inconsistent witthe presenting injurie®f the

child,
A no history oféred at all,

unwitnessed injury,

v I

A conflicting histories by the caregiver or different family members,
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A significant delays betweethe occurrence ofan injury and seeking medical
attention without explanation,

aggressive responses from caregivers,

type ofinjury inconsistent witlthe mechanism of injury provided,

history inconsistent witthe developmental age difie child,

> > > >

developmental regression inclag enuresis in previously dry children, speech
and language delay and behavioural deterioraimhn older children truanting,

deteriorating schoolwork and antisocial behaviour.

Physical assessmert

The physical examination of the child includes both the evaluation of the general
appearance of the child, levels of hygiene, a behavioural assessmertharaligh physical
examination, including the height, weight and assessment of the Tanner2&Rf® 31], as
well as detailed neurological examination. The physical examination should be performed
with all the cloths removed andalid include assessment of the skin, the musculoskeletal

system, the mouth and the genitals.

Assessment of the skin

The inspection of the skin should look for swelling or deformities, bone tenderness,
bruises, abrasions, strap marks, haematomas, bubite onarks. Softissue injuries are the
most commonly identified injury in physical abuse presenting in the form of bruises,
followed by fracturesq9, 34, 41]. Physical abuse should be suspected if bruises are present
in form of hand, stick or teeth marks, bruises over nbany structures or the presence of

multiple bruises of a similar shape or si26,[41].

Assessment of the musculoskeletal system

Fractures that are highly suggestive of physical abuse include femur fractures in a
child who is too young to walk, bilateral long bone fractures, dkaditures, fractures of the
sternum or scapula, rib fractures, metaphyseal corner fractures, multiple fractures in various
stages of healinglfs, 33, 39, 44]. Further findings to raise the suspicion of physical abuse
include R3, 24, 28, 34, 41]:

A injuries not consistent with history,

A multiple fractures in various stages of healing, associated with coexisting injuries,

A sudden onset of altered mental status,
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bruising to the pinnageck or abdomen,
genital injuries,
oral injuries,

anogenital signs and symptoms,

> > > > >

inflicted injuries (burns).
Burninjuries

Approximately 620% of inflicted child abuse is caused by burn injuries. Most
injuries occur in children younger than three ye&% 41]. The most common mechanisms
to inflict injury include immersion irscalding water, burns by hot objects and cigarettes.
Suggestive of abuse are partiat full thickness burns to the hands or feet in a stocking like
distribution. Further characteristics of immersion burns are scald injuries around the buttocks
or the peineum [34, 41]. Cigarette burns are usually full thickness burn ingneth a
punched out appearance, which can be found on the face, the ears, the palms and soles and
the genitalia. Characteristics of inflicted burns & #1]:

A burns older than would be expected considering the explanation given,

a delay of > 2h in seeking medical attention,

> >

symmetric distribution of burns,

>

burns locate@n the buttocks and perineum (doughnut sign),
signs of forced immersion (stocking pattern, sparing of flexural creases),

burns on posterior upper body,

> > >

burn marks on multiple parts of the body,

A burn marks resembling the shape of an instrument.

Once the etire surface area of the skin has been examined, the location, size and
approximate age of any skin lesion should be documented. Sketches and photographs can be

helpful for documentation.

Laboratory evaluation

A laboratory evaluation can help to differieté¢ child maltreatment from other
medical conditions that can mimic signs and symptoms of abuse. In case of maltreatment
laboratory tests can help to evaluate the exterth@injury and should cover full blood
count, biochemistry (liver and renal furantitests), clotting studies and septic screening.
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Urinalysis

In abused children urine should be tested for haematuria when abdominal or
genitourinary trauma is suspectda.the first instancethe search should be for evidence of
occult trauma by simpleddlside stick testing urinalysis. If no blood is present then no other
tests are required. If blood is present then further testing including microbiology will be

required.

Radiologic evaluation

In suspected cases of child abuse imaging modalities sudkelesat radiography,
ultrasonography, computed tomography (CT) and/or magnetic resonance imaging (MRI) can
be helpful L7, 33, 44, 37, 39, 40]. In nonverbal patients and those younger than two years
skeletal survey should be performed, according to the recommendations of the Royal College
of Radiologists (Table 2)3[7]. Ultrasonography via the anterior fontanelle in young infants
can be helpful in clarifying the presence of intracranial fluid collections atiteidetection
of skull fradures [L7]. Computed tomography should be performed as part of the initial
assessment for suspectadracranial injury [17, 33, 44, 37, 39, 40]. A sonographic
evaluation of the abdomen can help detecting+ab@ominal fluid collection17]. In verbal
and ambulatory children the diagnostic imaging should be restricted to the area of injury, as a

skeletal survey would expose the patient to an unnecessarily increased dose of radiation.

Table 2. Skeletal survey for neaccidental injuries in children (adapted fr¢87]).

skull (frontal and lateral) lower legs (AP)

Axial skeleton Appendicular skeleton
1 thorax (AP), right and left oblique views of thibs 1 humeri (AP)
1 pelvis (AP) 1 forearms (AP)
1 lumbosacral spine (lateral) 1 bhands (PA)
1 cervical spine (lateral) 1 femora (AP)
1 !
!

feet (AP)

Ophthalmologic evaluation

In children younger than five years of agdiere abusive head trauma is suspected, a
fundoscopic examination by an Ophthalmologist is recommended. The examination should
take place between Z2h in order not to miss transient retinal chandés3s, 40, 42].
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Assessment ofsexual abuse

For the evaluation of sexual abusiee clinician must have an understanding of the
appropriate interview technique, childhood developmental milestones, normal and abnormal
sexual behaviour and the normal paediatric genrtataany. When obtaining the history, the
abused patient may complain of a variety of symptoms, which may bspaaific, such as
sleep disturbance, abdominal pain, enuresis, encopresis or phtijiabhe examination of
the female patient should occur in the supine position and include inspection of the labia
majora, labia minora, theaginalintroitus and hymen for lacerations, lesions, abrasions, tears
or erythena [21, 28, 36, 41]. If visualisation of the posterior aspect of the hymen is difficult,
the kneechest position can be more helpf@ll] 41]. The examination of the male patient
includes an evaluation of the genitals for erythema, abrasions, lacerations or bite patterns
which are suggestive of abuse as well as discharge from the urethral meatus and
circumferential injuries to the shaft or glans penis. Penile secretions should be cultured for
sexually transmitted disease&l] 28, 36, 41]. The perianal region should be examined for
fissures, lacerations, bleeding, haematomas and anal dilatation. Testing for sexually
transmitted diseases should include Neisseria gonorriiigamydia, Trichomonas, genital
warts, herpes, syphilis and HIV, while pregnancy testing should be offete@d, 36, 41].

As the oral cavity is often a site of sexual abuse, an inspection should be carried se$$o as

for bruising, petechiae of the hard and soft palate or tears of the frertdum [

Assessment ofpsychological abuse

Psychological abuse is difficult to idéfiyt and poses a challenge to the clinician.
Interviews will need to address the relationship between patients and their caregivers, the
pati ent 60s -vate, kafety gnsl ang fistosy eflséxual abuse. Caregivers need to be
interviewed individuallyin order to check for partner violence. Further information can be
gathered from schoolteachers or childcare personnel. The observation of the relationship
betweenparents and the child can provide valuable information about the quality of their
relationdr i p . The chil dbés abelmawduhregession od determiat@mrp me n t

needto be assessed, as they can be impaiseal result opsychological abuse, 22].

Interventions

Once concernaboutchild abuse have been raised or even confirmed, ED personnel
havethe obligation to report it and to inform child protection services, social services and the

paediatric team.
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Casemanagement in the ED

In case of physical abuse, injuries should be assessed and managed in the Emergency
Department (ED) accordingly anthe child hospitali®d in order to provide a safe
environment. While dealing with families of an abused child, the ED physician needs to
maintain a neutral and naccusatory attitude throughout the time spent with them.

Victims of sexual abuse should bdesed posicoital contraception if they are in the
childbearing age. Also if there is high suspicion of infection, treatment for sexually
transmitted diseases should be initiated in the ED. Involvement of a mental health specialist
is helpful in assistingvith the burden of traumay].

Irrespective of the type of abuse clear documentation of all findings during the
physical examination and the results of diagmotsts, including laboratory findings and
imaging is mandatory. Including photographs of bruises and skin lesions can be very useful,
provided local policies on photographic evidence have been followed. Furthermore, clear
documentation of the names of tpeople involved is crucial. It is important to evaluate
whether the patient will require immediate protection and collaboration with child protection

services and the police can facilitate finding accommodation in a safe environment.

Prevention strategi es

The challenges for this strategy are prevention, protection, provision and
participation.i Nat i onal | y, t hroughout E gienb poiciesge ner &
targeting prevention of child abuse, training professionals and raising public awareness of
children as Rights holdef&7]. Approximately 50% of chdren, who have been abused, will
be abused again and 10% will be at risk of death if not detected &drlignce, appropriate
recognition and early interventiare crucial to avoid further episodes of abuse. Training of
staff in the identification of risk factors and the development of a child protection plan are

important steps for preventing further episodes of abuse.

Training

All staff that come into contaatith children have a responsibility to protect and
promote their welfare. This includes recognizing risk factors and signs of abuse and taking
the appropriate steps when there are concabmatchild abuse. In order to fulfil these
responsibilities, all staff should have access to child protection training, learning
opportunities and support to facilitate their understanding of child protection and information
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sharing. This aims tda) promote childfriendly services and systems, (b) eliminate all forms
of violence against children, (c) guarantee the rights of children in vulnerable situations, (d)
promote child participatiof6, 27, 38].

Identification of risk factors

Risk assessment is a complex procedure and requires necessary skills and tools.
Training and education will enable identification of risk factors and retogmof signs of
child abuse and will provide the necessary knowledge of how to take the appropriate action,
including reporting and involvement of appropriate agencies. Failure to identify risk can

result in aseriousand even fatal outcomég, 3§].

Child protection plans

Article 19 of UNCRC requires the States Partiesitb a k e al | appropri a
administrative, social and educational measures to protect children from all foptmgsafal
or mental violence while in the care of parents, legal guardians or anypetisen who has
thec ar e o #6]. Haviegrdentified the risks and their potential impact on the child, it is
important to implement strategies to reduce those risks. Such protection plans clearly need to
identify the following [26, 39:

perceived risks and needs,

what is required to reduce those risks and meet those needs,

> > >

outcomes and timescales,

>

support and resources required,

people involved and their responsibilities,
access to specialist resources,
contingency plans,

long-term needs of the child,

theprocess of monitoring and reviewing,

> > > > > >

agreed outcomes for the child.

SECTION 2intimate Partner Violence

Roberta Petrino z Barbara Gabrielli z Helen Askitopoulou

Thet er m Ai nt i ma tséa persom with ehord ond bak a close personal

relationship that can be characteed by the following: emotional connectedness, regular
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contact, ongoing physical contact and/or sexual behaviour, identity as a couple and
famii ar ity and knowl edge[52h Dhisista generatidfinitionttiate r 6 s |
includesheterosexual as well aamesex relationshipsf current orformerintimate partners

of womenor men However, the majority of the victims of intimate partner violence are
women.The 2011 Istanbul Conventioof the Council of Europ&cusesonly to theforms of

violence against womendefined as: fi a vi ol at i orights @rid a hfarrm afn
discrimination against women and shall mean all acts of gebhdsed violence that result in,

or are likely to result in, physical, sexual, psychological or economic harm or suffering to
women, including threats of such acts, coeraworarbitrary deprivation of liberty, whether

occurring in public or in private lif¢55]. One of the most common forms of violence against
women isfintimate parter violence (IPV), atermthatincludes a wide variety of behaviours

that coerce, control, or demean victif&6]. In relation to IPV he WHO uses the term
Abattmeaninga severe and escalating form of P
multiple forms of abuse, terrorization and threats, and easingly possessive and

controlling behaviou[fl].on the part of the abu

For the purpose of this guidanadetimate partner violencé definedasthe violence
or abuseagainst women that includes all acts of physical, sexual, psychological or economic
violencethat occur within the family or domestic upit between former or currergpouses
or partners whether or not the perpetrator shares or shsred the same residence with the
Vi c tf571mo

Forms of Intimate Partner Violence

Violence against womehy intimate partnergs increasingly recognised assaious
violation of bothwomen's health and human rightghich occurs in alldomesticsettings and
among all socioeconomic, religious and cultural grolf$. IPV has received increasing
attention at the international and the European led@l| 5, 58, 59. The United Nations
establishedh Task Force orfiViolenceagainstWomero to provide enhanced and systematic
support at the national levedq]. At the regional level, th€ouncil of Europe Convention on
preventing and combating violence against women and dimmslenceobligesits Parties
to criminalise psychological violence, stalking, physical violence, sexual violence, including
rape, ad sexual harassmerbg. However there is currently no legislation in place at the
level of the EU that addresses violence against women in a comprehensive fb@hre

2014, the first survey on violence against women was conducted across the 28 Member States
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of the European Union (EU), based on interviews with 42,08@e&wn about their experiences

of physical, sexual and psychological violence, including incidents of intimate partner
violence p9]. The survey shoed that violence against women is a widespread problem
across the EWvith an averag@revalencdor all forms of violenceof 33 % by any person

(Figurel) or of 22 % by a current or previous partied).

The main, often interrelated and overlapping, forms of violence against women are
physical aggression(such as slapping, hitting, kicking and beatjng3ychologicalabuse
(such as intimidtion, constant belittling and humiliatinggexual violencgsuch agape and
other forms and other forms of sexgakrcion),and also variousontrolling behaviour§52,
58, 72]. Information on the magnitude and characteristics of the different forms of violence
against vamen in Europe is provided by the Department of Citizens' Rights and
Constitutional Affairs of the European Parliament. However, the comparison of data between
EU member states is challenging due to differences in the legal definitions of violence against

women. Moreover, not all member states have criminalised all forms of violence against

women b§.
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Figure 1. Prevalence of wmen who have experieadall forms ofviolence byany
person since the age of ilitheMember States of theU. Data adapted from the Agency for
Fundamental Rights of the European Union (ERA) [59, 67].

Special populations

Women with undocumented or dependent immigration status are particularly

vulnerable to partner abuse, given the social isolation and financial, emotional and
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psychological dependence on their pagn@aditional gender customis their homeland,

andthe stresswith the process adissimilation54).
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Figure 2. Physical violence experienced by women since the age of 15 years in the Member
States of EU. Data adapted from the Agency for Fundamental Rights of the European Union
(EU FRA) [59, 67].

Physical violence

Physical violencés defined aghe intentimal use of physical force with the potential
for causing death, disability, injury, or harfB2]. Physical abuse ranges in scope from minor
injuries due to slappm or pushing to more severe assault, such as punching, kicking, or
chokingor even homicidethe most severe outconpg6]. In the European Uniqr81 % of

womenon averagéave experienced physical violenbg any persoifFigure 2)[59].

Sexual violence

Although there is no universally accepted definition of sexual violence by an intimate
partner, sexuassault is a form of abusive behaviour which is often a way to maintain power
and control overa woman [58]. Sexual violence is divided into five categorieape or
penetration of victimthe victim made to penetrate someone gfsaphysically pressured
unwantedpenetration unwanted sexual contact, roontact unwanted sexual experiences
[56]. Any of these actmay beeitherattempted or completeahdoccur withoutthe i t i mé s
free consentAdditionally, theyinclude cases in which the victim is unable to consent due to
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being intoxicatedy voluntary or involuntary use of alcohol or drug®]} In the European

Union, 11% of womeron averagdéave been victims of sexual violengegure 3)[58].
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Figure 3. Sexual violencexperienced by women since the age of 15 yieatse Member
States of EUData adapted from the survey about violence against women of the Agency for
Fundamental Rights of the European Union (EU FF8) §7].

Screening and Assessment

Intimate partner violence is associated with poor health outcomes including acute
injuries as well as chronic physical and mental health conditigidims of IPV usemore
emergency department, hospiaitpatient, primary care amdental health services than ron
abused womerthough rarelythey disclose IPVH0, 54]. The frequent contaaif emergency
personnelwith such victims, places them in a unique pasitito screen, recoga and
intervenein cases ofPV and tobe alert to violence perpetrators characteridti&}. EPs
should recognise behaviour which might cate that the person is a perpetrator and record it
e. g. Apati ent appears frightened of her par
partner became inappropriately angry when asked to leave the room, so | could examine the
p at i Hevdrthel®s sewral studieshave demonstrated thaémergency personnélave
identified only a small percentage of domestic abuse vicimsquired about it during

assessmer the ED
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Screening

Screening for intimate partner violence is advocated in dosadthcare settings as

having the potential to identify patients at future ribk 2011, the Institute of Medicine

(IOM) in the USA recommendedi scr eeni ng and counselling f ol
girls for interpersonal and domestic violenceinaculr al | 'y sensitive and
[62] . The American Coll ege of Emergency Physi
screening to assessnien |, which is believed to | ead to a

importance of routine inquiry for IPV in the health care sett4fj.[In 2014 the National
Institute of Health and Care Excellence (NICE) in the UK published recommendations on
routinely asking patients in higtisk settings whether they have experienced domestic

violence, regardless of presentatiés[

Womenwho have experienced domestic abasel present to the ED, often have
norrtraumatic presenting complaints and frequently choose not to disclose IPV unless asked
directly by ED personnel in a safe and private settbig 56, 61]. By notinquiring about the
risk of domestic violencegainst womenthe emergencyphysician @erlooks a causative
factor in the patientods il | nes sFeaofdbjeation oppor
by the patient is not a valid reason to withhold questioning for &Y. However, IPV
screening remains controversial as outcome data regarding the efficacy of routine screening

are still lacking $6, 66]. In the USA, the US Preventive Services Task Force recommende

t hat Aclinicians screen women of chil dbear:
although Athe current evidence is insufficice
screening all el derly or v u |64].dr thebUKeNICEd ul t s

r e ¢ o mmeelediw sciieenirigas it acknowledges that there is insufficient evidence to
advocate universal screening in all healthcare settiegs |t has been shown that

implementing selective domestic violence screening by frontline hospital clinic staff fer high
risk groups successfully eédtifies peoplewho have experienced past or current domestic

violence and promotes good uptake of referrals fdranse domestic violence suppofo].

Screenig of IPV in the EDinvolves simple, targeted questiamsing screening tools
with sound psychometric propertié¢sat ideally will identify most victims experiencing
abuseHowever, each of these screening tools has limitations making practical usecal clini
settings difficult.Even the most common tools have been evaluated in only a small number of
studies and no single IPV screening tool had-established psychometric properties, while

sensitivities and specificities varied widely within and betweereening tools 6]. A
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sample of brief validated screening tools appropriate for use in the ED is available from the
Centres for DiseaséontrolandPreventionCDC) (Table 3)[54]. Routine inquiry relating to

| PV i ncludes fAwhat happand questionsvdm enmediatey batety,e a n «
health impact and patterns of abuse as wek pstential for lethality[48]. Although the

guestions included ithesescreeimg tools are important, performing a screeg itself is

more important thaits content H6.

Table 3.Example of screening tools for intimate partner violence (adapted &4in [

Screening tools Questions

How often does your partner physically hurt you?
HITS | nsult you or talk down to you?
T hreaten you with harm?

Scream or curse at you?

A Have you been hit, kicked, punched, or otherwise hur
PVS someone in the past year? Of so, by whom?
(PartnerViolenceScreen) | A Do you feel safe in your currerglationshig

A Is there a partner from a previous relationship wh

making you feel unsafe now

In a busy ED screening for IP¥ould be incorporated into triage, whether through
standardiedintake processes or electronic medieadords This should be available also for
patients who miss triage on entering the ED becaushed$everity of their halth status,
before leaving the EDScreening of immigrant women is critical and should be conducted
with confidentiality use, if possible, of a culturally specific interpreted].[ Emergency
physicians should also be careful in screening and assesshteahagers experiencing high
levels of relationship abused][ However there are several challengesd arguments
associated with implementing domestic violence screenirige ED.Adding screening for
various conditions, such as domestic violence, may make triage cumbersome to the point that
it becomes totally inefficientReguhlr training is neededof the staff undertakingthe

screening about asking and responding approprigelyate spaceshould be availabléor
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victims to be asked safely withotie risk that the abusive partner is presefdditionally,

clear integrated referral pathways to support services are essétjtial [

Assessment

Detection of IPV by emergency personnel requires immediate and direct intervention.
The intewention afterthe first evaluation is a multifaceted process that includes history
taking, physical examination, injury treatmeotnsultation with law enforcemeand adult
safeguarding/protectioservices,and documentationf the violence 48]. It also includes
referral, resourcing, advocacy and safety plannibigring the encounter with a victim of
domestic abusdahe emergency physiciashould use a direct, empathetic, fodgemental
and understandingpproach with opeended questionand should ensure the emotional and
physical safety of the victiffiL2, 14].

History

It is essential for emergency physicians toogguse patients who are victims of
intimatepartnerabuse Initially, physical injury is less common and victims may present with
vague, nonspecific complaintl®V may present as chronic stress and a range of medical,
obstetric and mental health problems such chasonic headaches, asthma, diabetes,
hypertension, atypical chest pains, abdominal and GI complaints as well as sexually
transmitted diseases whiatnay be exacerbated or poorly control[d8]. Thevictims may be
isolated from their abusers or feel separated because of feeldigshame or guilt.
Additionally, victims are more likely to report symptoms of decreaseeestdem, increased
daily stressors, depression, anxiety, substance abuse, eating disorders and posttraumatic stress
disorder p9].

If the patient discloses domestic abuse gtihergencyhysician should try to obtain a
chronologic history of the violencEPsshould assegssk factors for seriousmjuries such as
increagd frequency or severity of violence or weapons at hohirey shouldevaluate the
victim for signs of depression, anxiety, posttraumatic stress disordeyi@dal thoughts
Specific attention should be patd the presence and age of children living irvialent
household Attempts should be made to find out whether children are at risk of abuse by
direct questioningr use of child protectioserviceq12].
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Physical examination

After an episode or disclosure BV, the emergency physician should evaluate the
patient for severe injuries that require immediate attenboming the physical examination
the EP should empower the victim by requesting permissmrperform the examination,
explaining each step of the examination, and stating that the patient can stop the examination
at any time. The patient should be fully undressed to enable evaluation and treatment of

unreported or unseen injury and to assagsf previous injues

Recurrent or frequent injuries, possibly with increasing severity over time, and
multiple injuries in varying stages of healing are significant physical examination clues.
Studies have shown thatetstrongestpredictorof IPV is frequency, rather than severity
Victims often present with injuries to the face, head, neck, extremities and central body areas,
such as breasts, abdomen and c¢hestb u t the victimds report of
inconsistent with the mechanismlocation of injury p8]. Contusions on normally protected
areas, rug burns, human bites, burns and injury outlines suggesting a specific weapon also

should prompt @nsideration of abuse.

Victims who report sexual assault should be evaluated for perineal injury, sexually
transmitted diseases and pregnanggditionally, injuries suggesting defensive posturing
should warn physicians about the possibility of domegticsa. Any injury during pregnancy
should be a red flag for physiciamack of prenatal care also can indicate domestic alddse [

59, 60].

Documentation

Documentatiorof IPV is essentialasthe medical record can provide corroboration
for a victimevenyears after the injuries have healed. The record may be helpful in criminal
complaints, when obtaining restraining orders, in custody \asitation disputes, and to
facilitate speciaedhousing and entitlements. If a patient does not disclose abuse? dam
document t he natur e and | ocati on of i njuri
explanation.EPs should contact primary oa providers, whenever possible, to ensire
continuity of care, aan ongoing medicgroblemmay becomehronic[54].

Assessment of the safety of the victim

The EDpersonnekhould asessand ensurghe patiend smmediatesafetyand also
help the patient reduce the danger to herself and her childrenshkendischargedSafety
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planning can be complex and is accomplished best with the help of a social, \adrkacate

or localsupport teamTo this effect arief formal danger assessment tool may be used as a
follow-up to calculateherisk of severe future intimate partner violenitdhas been shown to
perform betterthanthe selfassessment of risi6§]. If the patient does not feel safe to go
home, she will need to be placed in contact with domestic violence agencies to seek
alternative housingln somecountries hospitalsmay admit patients in danger of violent

victimization, who do not feel safe to go home and have no other ogtdhs

Interventions

Intimate partneviolence is a chronic issubat requiresnterventionswith a positive
outcomesuch asprevention, empowerment, safety discussion, and referral to community
supportresourcesThe response network for victims of IPV should start frometimergency

departnent

Prevention

Traditional public health interventions addressing intimate partner violence are
characterised by three levels of preventi®imary prevention aims to prevent violence
between intimate partners before it occwrsinginnovative programms at both national and
local level Secondary prevention focuses on the immediate responses to violence, such as
pre-hospital care, emergency services or treatment for sexually transmitted diseases following
rape Tertiary prevention focuses on lotgrm care in the wake of violence, such as
rehabilitation and reintegration, and attempts to lessen trauma or reduce tkerhong

disability associated with violeng&5].

Secondary peventionof IPV should starin the ED and should be extended to social
services, police and policymakeBcreeningor IPV in the EDand offering of referralbas
the potentiato interrupt and prevent recurrence of IPV and associated tratiner@fore,
becoming part of preventive care5fl, 63]. Disclosure of abuse during assessmeas w

associated witlreduction in violence and increase in safety behasio

Support of the victims

During the encounter with a victim dPV, emergencyphysiciars should work
closely with otherprofessionalssuch as socialvorkersto refer the patient to specialists
trained to help victims cope with all aspects of the abuse. They slak@dite toreview
optionsavailable to the victim and her famind gve the victim written informationEPs

30|Page



should befamiliar with thec o u n tawsym \solenceandwhento call authorities, such as
law enforcement if approprigter offer patents experiencing aba assistance in contacting
law enforcement to make a reportpHtientsdo not wish to initiate this process while in the
ED, they should be given information on how to do so and made aware that domestic

violence services include providing psychologisalgial and legal aicbf].

In May 2011, the Council of Europe (comprising 47 countries in Europe) adopted
thelstanbul Conventionwhich will enter into force when at least 10 Council of Europe
Member States have ratified(#eeAppendix) Article 50 of the Convention obliges parties to
the convention to take the necessamgasures to ensure that the police resptmall forms
of violence Apromptly and apprdmae protectortoy by
vict b5Sms o [

SECTION 3Elder Abuse and Neglect

Robert Leach, Helen Askitopoulou

The abuse oBlder people by family members or othemsa trusting relatioship,
althoughdaing back to ancient timesemainedargelyhidden from public viewintil the last
guarter ofthe 20th centuryAs a result ofgrowing conceris abouthuman rights gender
equality, domestic violence and population agaltgr abus&vas recognised aa social and

healthproblemwith serious consequencks the health and wellbeing of old peop&, 97].

Elder abuse is a widespread problem that is often underteepad4]. It constitutes a
violation of human rights ands recognised internationally as pervasive and growing
problem that leads to a serious loss of dignitmdarespect87, 88, 91, 92]. WHO has
estimated that 18% of people over the age of 60 auhjected to abusa prevalence rate
predictedto increase witha rapidly ageing population[98]. The problem iswithout doubt
underestimated irthe medical literature since the eldedye oftenscaredto report abuse or
maltreatmentThey areafraid thatthey will not be believedor are afraid of retaliatiomnd
even placement in an institution, of becoming socially isolated and of the admwsstrati

procedureshat accompana complaint.

Forms of Elder Abuse

Elder abuse is defined #isa si ngl e or repeated act or

action, occurringwithin any relationshipvhere there is an expectation of trust, which causes
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harm or distress to an oldgr e r s[87h This definition was originallydevelogdin 1995
by Action on Elder Abuse (AEAR UK charitable organisatidii3] andlaterwasadopted by
the WHO and the International Network for the Prevention of Eldersa (INPEA)97].

Elder abuse isn intentional act om failure to act by a caregiver @ person in
a relationship involving an expectation of trust that causesreates aisk of harm to an
older (aged060) adult[84, 90]. Thenotion of trust is crucial for the understanding of abuse
thatdifferentiatest from fisimpled assaultElder abuse can take place in any settmg<ing
homes, social care institutionbpspitals and medical care centres, home care services,
domestic skings, prisons anéveryday lifg, and can be inflicted bgny persorholding a
position of trust(acquaintancesneighbours professionals)82]. However, the evidence
about where abuse takes place indicates that almoghiwig (64%) of all reports of abuse
are related to the IlmwothaRBuropegneagisaconnd % ofwe h o me .
perpetrators oklder abuse are members of the family, the majority being their partners,
followed by their childref82, 99].

Elder abuse can take various formesch as physical, psychological, emotional,
financial, sexual, andtentional or unintentionaheglect with prevalenceates of 4.3% for
physical abuse, 10.8% for verbal abuse, 25% for psychological abuse and 4.3% for financial
exploitation [77]. The crossnational study of sevenlUEcountries, ABUEL (Abuse and health
amongElderly in Europe), has uncovered a prevalence of 19.4% for mental abuse, 2.7% for
physical abuse, 0.7% for sexual abuse, 3.8% for financial abuse and 0.7% for@8jury [

Physical abuse

Physical abuses defined as thase of physical force that can result in bodily injury,
physical pain, or impairmen{75]. It involves violent acts (beating and physical
manhandlinyj confinement, oeven administration of uprescribed medications as well as
withdrawal of medication 73, 97]

Psychological or emotional abuse

Psychological abusie defined aghe infliction of mentalanguish,emotionalpain, or
distress through verbalr nonverbal act75]. It is thesecondmost commorform of elder
abusethatcan take the form of verbal harassment, belittling, threateningsading,which
may be overt or subtlg75]. Frequetly it is associaed with financial andother forms of
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abuseor may involvecoercive contro[73. 87]. Invariably, it involves humiliation and mog

oftenit takes the form of intimidation.

Financial or material abuse

Financialor materialabuse oexploitation is emerging as the mgsevalent form of
elder abuse defined asthe illegalor improperu s e o f an ol dopertyaod ul t 6s
asset$75, 88, 97].

Sexual abuse

Sexual abuseis defined aghe non-consensuakexual contacof any kind withan
elderly personlike incest, rapeor other types okexual coercion75, 97]. Sexualabuseis
probablythe least common and mastderestimatetbrm of elder abusbecause 0§ oci et y 6 s
denial ofthe sexualityof the elderly, thereby indirectly promoting the belief that when sexual

abuse is identified thabuseris a stranger to the victifir 3].

Neglect

Neglectis defined aghe refusal or failure of a designated cdcemeet the needs of a
dependent olgberson orto fulfil any part ofhis/hersobligations or duties to an oldadult
[75, 87]. It may or may notnvolve a consciousral intentional attempt tmflict physical or
emotional distress on thader persor{97], which can have a profound effect dime older
person and should not hederestimated7[3]. It can be either intentional or unintentional
(passive abuselnintentional abuse can be the resulth&fcaregivesdlack ofunderstanding
of the needs of the elderly of their lackof knowledge of how to carry out the required care.

Risk Factors for Elder Abuse

Elder abuse can be inflicted lapy persorholding a position of trugiacquaintances
neighboursprofessionals)The evidence about where abuse takes place indicates that almost
twot hi rds (64%) of all reports of ablathe ar e
European regioaround 70% of thperpetrators of abuse are members of the family or of the
close avironment of the oldeperson, the majority being their partners, followed by their
children[82, 99].

Abuse of the ddery is influenced by individual aspects of the victim and the
perpetrator, and also by individual, relational, communal and social risk faetskstactors

for the care recipientainly include social isolation anfiinctionaldependencyas well as
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age over 74 yearsognitive impairmentfemale gender, physical disability, dementia and
depressionmemory problems, physichandicaps or substanabusg 77, 87]. Being abused
earlier in life appears to be relateda higher risk of becoming a victif@6], while physical
and mental impairment are the two most significant risk factd.

Risk factors for the caregiver include stress, caregiver burden, mood disorders,
depressiondifficult prior relationshipssocialisolation while anxiety and feelings of burden
are preventable risk factofer the family caregiverd77, 91]. Caregivers with a history of
substancer alcoholabuse are ahcreasedisk of perpetratingabusive behaviour. The same
is true for those with mental impairment or those dependent on the elder and more
specifically those living with the elde®]]. Tools have been developed to help detect elder
abuse. Among thevalidated toolsfor usewith caregivers is the&€aregiver Abuse Screen
(CASE), which evaluates possible physicahd/or psychologicalmistreatment and neglect
perpetrated by the caregivdt is well accepted by the interviewees because it does not

generate the need flustification [93)].

Recognition and Assessment of Elder Abuse

Elder abuse, like other forms of abuse, is a complex problem, less evidbeED
than childand intimate partneabuse It is oftensubtle underrecognsed andunderreported.
The key torecogntion by emergencypersonneis the awaraessof the potential for abuse
and its suggestive signs and symptpmisich shouldead to earlier diagnosis and improved

outcomeg74].

Consequences

Elder abuse impacts negatively on the health of the victims, resulting in deterioration
of the quality of life and existing medical conditiordepressionanxiety dementia,and a
mortality rate that can be up tbreetimes higher than that of an agetcted non abused
population B3, 88, 94]. Also it has beerassociated wittmajor adverse health outcomes,
including a higher rate of hospitaldmissions and institutionalisation, lowsurvival rates
and elevated social cost3g 91]. There is evidencdhat shows thateach yearelder
mistreatmentis responsible foB0% ofthe homicide deaths iolder people irthe European
Region[82]. Elder absehas a significant impact not onlgn the victims, but also on many
aspects of health camystems 79]. The USA Federal Interagency Forum (FIF) on Aging
Related Statisticeeportedthat abused elderly are seen by a dottbiimes in the period of a
year[81].
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Identification and screening

The dentfication of elder abuse by emergency medical services personnel is
importart asolder patients are more likely to lieansported tahe emergency department by
ambulance tharyounger adults 90]. In the ED the evaluation ofcases ofelder abuse
presents several challengess victims may concealheir circumstances or benable to
articulate them owing to cognitive impairmeAiso, the burden of chronidiness in older
people creates both false negativel false positive findings in the evaluati@rhile cultural

and languagbearriers mayhold up the disclosure of abu$8§g].

Assessment

Primary assessmentf abused older patients e®not differ from that for other
patiens in the ED,and varnes according tothe typeof abuse suspecte#lowever,special
attention should be given tetect these patients due to their poor progn@sisergency
physiciansmust be prepared to recognise the signs and sympwbriigese types of elder
abuse,which shoutl feature in their list of differentiatliagnoseq97]. Direct and ndirect
guestions which may be lesghreatening canbe used with the potential victinin sone
casesanassessment of cognition and mawitl be needed for thevaluationto becomplete
In the caseof a suspected abustre assessment should benducted byan experienced

practitioner{ 89].

The general sign®r the specific forns of abuseare shown inrable 4 While each of
them frequentlymay occur in the absence of elder abuse, their presence should prompt a

consideratiorof abuse as possiblediagnosis.

Table 4. Manifestations of the different forms of elder ab(esapted from§8g]).

Type of abuse Manifestations

Physical abuse abrasionglacerationsbruises

1

i fracturesdislocations
1 use of restraints
1 burns

1 depressiondelirium with or without worsening of
dementia or dementiglated behavioural problems
poorhygiene

bad nutritional status
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9 untreated injuriegorganised hematoma over fracture sitg
or injuries in various stages of healing
i drug overdose, overmedication, undeedication
Psychological or 1 changes in behaviour, unusual behaviour,
emotional abuse 1 depression, anxiety
1 subtle signs of intimidation, such dsferring questions t
a caregivenor potential abuser
1 evidence of isolation othe victim from both previously
trusted friends antamily members
9 withdrawn victim with violent moodfiuctuatiors
Financial abuse 1 victim lacks basic comfornormally not outside their
financial reach
1 unexplained worsening of chronic medical problems
previouslycontrolled
nonadherence to medication regimanother treatment
malnutrition, weight loss, or both, without an obvious
medical cause
9 depression, axiety
Sexual abuse 1 bruising, abrasions, lacerations in the
anogenital area or abdomen
1 newly acquired sexually transmitted diseases, especial
nursing homeesidents
urinary tract infection
difficulty in walking or sitting,
torn, stained or bloody underclothing, pain or itching in
genital area,
Neglect 1 decubitus ulcets
1 malnutrition dehydration
1 poor hygiene
1 nonadherence to medicatioagimen
1 delirium with or without worsening afementia or
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dementiarelated behavioural problems

Interventions

There have been no large, highality randomsed, controlled studies of specific and
discreteinterventions in cases of elder abyss8]. Interventiors are best accomplished by
using a team approadhat involves the medical profession, social services, mental health,
and legal professionals[74]. Emergency departments should develop protocols and

guidelines for suspected elder abuse cases.

Possible interventions includease management when indicatedporting and

referral to support grouppreventionand education.

Case management

An elder patient indicating that they are being mistreated is to be considered as
seriously as when one identifies a physiablem Emergency physicians are in a unique
position regarding the diagnosis and management of elder mistreatment. Because of the
relativeisolation of many elders who are mistreated, an unexpected visit EDtmeay be
the only opportunity for detectioof abusg76]. The mostimportant tasks for themergency
physician are to recogsd and identify elder abuse, to become familiar wékources for
intervention that are available in the local communitygd do refer thepatient to those

resource$8g].

Successful treatment rarely involves the swift and definitive extrication of the victim
of abuse from his or her predicament with a single intervenfibe.dfferent forms of abuse
require different interventions. A critical consideration in all cases of elder abuse is whether
the victim has decisiemaking capacity to accept or refusa intervention because of the
high prevalence of cognitive impairment from deme8§].

Reporting elder abuse

The response okmergency personnel toases of elder abuse shoultclude
communicatiorwith specialists in othedisciplines including social woskts, & well aslaw
enforcement angbrotectbn services,Europeancountrieshave different reportingrules for
elder abuse which vary with respect to who are considered mandated reporters and what
actions require reportingn 2010, he European Charter dRights and Responsibilities of
Older People in Need of Lorigrm Care and Assistanbas becoman EUlevel reference
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document and a guide withecommendations and concrete examples of interventions
targeting European, nationand local authorities, servie provider s, ol de
organisations and potentigictims [80, 82]. Some countries havdevelopedprograms to

protect those considered legaliyvealo .In 2017 the WHO established an interactive

platform for preventingviolence which includes information on prevalence, consequences,

risk factors, prevention armésponse strategi¢$0(. Regardless of the importance of these
initiatives as a firsstep to tackle this issue, these are not enough to address the discrepancies
amongEuropean countrigs the fight against elder abuse and safeguard the universal right to

dignity and protection from abuse.

Prevention

The understanding of how and walger abuseccurs is importanfor its prevention.
Early recognition of warning signia the ED anddentification of elders at risls key for
early prevention which is consideredthe best interventiorf74]. To develop effective
preventive programs it is essential to increase the understanding of its causes, and the ways to
improve detection through training of all professionals involved.

Training and awareness

The increas of emergency personnewareness through educatias the best
intervention[92]. Training can explore the complexities that surround elder abuse and thus
facilitate its identification and management dayergencyprofessionalsAccording toFIF,
doctors are treatinthevictims ofelder abuseoftenwithoutidentifying it for what it rally is
[81]. The training of health care and social work professionals encosrdgam to report
casesthusbecominga major means of diminishirglderabuse 95]. It is worth noting that a
US study on prdospitalprotocolson elder abusalentification concluded that the majority
(60%) of thestate wideEMS guidelines examined did not have any protocolslder abusge
whereas almost 80% had protocols on child ap@gk In 2006,INPEA, in order to promote
public awarenesghoselJune 15th to btheWorld Elder Abuse Awareness Day (WEAAD).

SECTIOM: Prehospital Emergency Care of Domestic Violence Victims

Jana £eblova z Helen Askitopoulou

In 2012, the American College of Emergerliysicians reaffirmed that domestic

violence is a serious public health hazard that emergency medical services (EMS) personnel
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will encounter[10Z. Prehospitalemeagency personnelwho initially assess ill and injured
patients, often in their home environment, are uniquely positioned to identify, to report and to
intervene forvictims of domestic abuse and violend®2. Also, while they provide acute

care and transport, they may observe unusual or inappropriate interactions between the

caregiver or family and the patient and detect an unsafe home enuntonme

EMSDetection and Recognition of Domestic Violence

In the prehospital area, the detection and recognition of domestic vidlegiceat the
level of medical dispatch during an emergency call. In such cases, while the trained call
takers and dispatcleractivate the EMS team they should also communicate potential
concerns tdaw enforcement personnfelr the safety of both the potential victim and the
rescue team. The dispatch centre should keep updated lists of specialised support and social
services ad telephone lines for the use of the victims of domestic violence. Subsequently, the
archived records of the emergency call can serve as evidence for further investigations or

judicial proceedings.

The presence of emergency medical staff on the scensgmsficant for the
identification of potential victims and perpetrators in their domestic environring
personnel may be particularly helpful in the detection of-rsefflect or unsafe home
environmentto which hospitatbased personnel would not haaecessThey can use their
access to patientsdéd homes to screen ol der act
problems, including elder abusehile the transport in the ambulance can safely isolate the
victim from the perpetratof105. EMS observations and concerns should be directly
communicated to EDpersonnel social workers, or relevant authorities for further
investigation[104]. Ensuring that EMS concerns or suspicians successfully relayemuld
be particularly important fothesevulnerablepatients|t is reported thatiech communication
is reinforced by providing patientlated feedback to the EMS persoraiféérwardg107.

Principles of Good Practice

In prehospital emergency rea the basic principles of good practice in cases of

domestic abuse and violence inclydéa]:

A specific protocolsto guidethe identification initial assessmerand management

of all forms of domestic violence
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A protocolsto handover ando communicate information to ED personnel and other
authorities in a timely manner

A accuratedocumentatiorof injuries and health problems, including thezorded
emergencyall, for use in legal proceedings,

A assessment of risk asdfetyplanning,

A knowledge oBupporting and contact social servicather relevanauthoritiesand
shelter facilities,

A practicaleducation and training of the EMS personnel.

To provide effectie carefor victims of domestic abuse and violenE®S personnel
should usenterventionprotocols ofproven efficacy, such as the S.I.G.N.A.L progratmat
has been field tested in several European countt®$.[These protocols shoullsoinclude
provisions to optinge care and safety for patients who refuse trangsowell ago manage

potentialhazards in the home environm¢gh02].

Educationof EMS personnethould encompass practical training in communication
crisis interventionthe evaluation and management of victims of domestic violeéRoe.
training should include recogran of victims of domestic abuse and violence in all its forms,
risk assessment in individual casesderstanding of the patterns of abuse and how this
affects care, scene safety, preservation of evidence, and docunmenegrements
Training should also include the communication of smébrmationwithout loss of critical
issueduring the hanaverbetween EMS&ndED staff[102. Core components of training to
educate EMS personnel on the dynamics of domestic violence and how to speak non
judgmentally have been described. Also, a free online training on domestic violence of EMS
personnel has been offered for use as part of aggaiucation to enhance the EMS response
to victims[103.

Emergency response and trauma systems are a critical-Bealtbes component of

comprehensivapproaches to violence prevention and managerignt [
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SECTION 5. Risk Management
Bernard Foéx

Duty to the Victim

APatients needddpdoosdnake the care ofgheir p&ients their first
conceronob.egins the UK GMCO6s gui ddogc@nthisn Pr of
basis the Emergency Bhsi ci ands duty to the wvictim of
different to his/her duty to any patient presenting to the Emergency Department. Physical
injuries should be managed as expertly as injuries caused in any other way. All health care
professions should have an awareness of the possibility of domestic violence (and also
about norphysical forms of abuse) and have a duty to ask about the possibiligrgency
Departments should provide a safe and private environment for victims of domesticeiole
where appropriate treatment can be delivered and disclosure of what has haigpened
facilitated ED personnelhave a duty to provide information about support services and to
refer the victims of domestic violence to appropriate support servicestiistivehat the

victim wishes.

In the UK ED personnelshould discuss with the victim the fact that domestic
violence is a criminal offence and that it can be reported tpdhee (see Appendix for the
legal requirements in other European countrid$lee may be circumstances (see below)
when the crime needs to be reported, whether the victim wants to or nper&ihnehave a

duty to check whether anyone else is at risk, such as children or dependent adults.

The Duty of Confidentiality and Duty to Report

Confidentiality is a cornerstone of medical ethics and of the doetbent
relationship. It comes under the umbrella of the principle of patient autonomy. It is also
enshrined in the right to privacy under Article 8 of the European Conventionuorar
Rights [L07]. Patients, even if they are victims of domestic violence still have a right to
confidentiality. As competent adultdhey have the right to makbdir own decisions in the

matter of disclosure to the police or other agencies.

Health professionals must understand that reporting domestic violence may be a very
difficult and sometimes dangerous process for the victim. Victims themselves should be able

to decide for themselves if and when they report their domestic violence to the police or other
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agencies. This will usually demand careful preparations to ensure the safety of the victim and

any children or other dependents.

In the UK, the GMC in its receh guidance onconfidentiality acknowledges that
ADoctors have a duty of confidentiality to
protect and promote t he HeHaThis as aelr impleationg nt s &
in the context of patients with infectious diseases or of patients who may present a risk to
others by virtue of their illness or intoxication, for example, in relation to drivingpmot
vehicles. The GMC guidance goes on to suggestithat u s houl d ask for a
to disclose information for the protection of otherdess it is not safe or practicable to do
so,or the information is required by law. You should considerramya s ons gi ven f or
In the case of a patient who is the victim of domestic violence this guidance may be of
limited value, especially if there is no one else at f$le legal requirements for exceptions
to the doctor sd athear Furopetin couatmes aredskown im thel Appendix.i n

Reporting Domestic Violence

The management of a patient who presents with injuries due to domestic violence
raises anumber of legal and ethical issues for the physician regarding the legal respgnsibilit
to report the act of violence to law enforcement agencigd).[ In the following

circumstances disclosure of personal information is permitted:

A Wi th pat i ewhictdrsaybceo nesietnhte,r i mplicit in re
direct medical caresuchas thereferral to a specialist team for management of
injuries, or explicit.

A When a patient lacks capacity and disclosure is considered to beexllov
benefit to the patient.

A When disclosure is required by law.

A When disclosure is in the public interest.

Disclosure with the DAOE AT 08 O AT 1 OAT O

Patients should be encouraged to report incidents of domestic violence with the
caveats discussed above.Hey are unwilling to do so the doctor should establish whether
the patient has the capacity to make a decision regarding disclosure (a Presumption of

Capacity, under UK Law). If the patient does h#éivecapacity and decides not to report the

domestic vioknce then the doctor should find out the reasons for this decision and warn the
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patient of the risks of not sharing this information, for example with social services or the

police.

In Scotland and Waleghere is a legal requirement to disclose infornmatabout
adults who are known or are considered to be at riskrdfiave suffered, abuse or neglect,
whether or not they hauhe capacity.This is not the case in Englarehd other European

countries ¢ee Appendix

Disclosure about patients who lack cap acity

If a patient lacks capacity then disclosure of personal information may be justified if it
is of overall benefit to the patient. In genegatients who lack capacity should be supported
and encouraged to be involved in decisions regarding thedr ¥énen deciding what is of
overall benefit for any patient who lacks capacity health professionals should take into
account any known preferences and feelings of the patient and adopt a course of action that is

|l east restrictivdfrecedomofacdgon.pati ent 6s rights an

Disclosure required by law

There may be specific situations where the law requires a breach of confidendiality,
report specific conditions to local authorities for further action for patient and community
safety. Knowledge of mandal reporting laws is integral to the practice of emergency
medicine and part of the multitasking role required of emergency physicidds For
example reportingof communicable diseases, loss of fithess to drive, or motor vehicle
accidentsis requiredin the UK. In Scotland and Walethere is a legal requirement to
disclose information about adults who are known or are considered to be at risk of, or have
suffered, abuse or neglect, whether or not they have capabigyegal requirements for

mandatory reportin@h other European coiries are sbwn in the Appendix.

Disclosure in the public interest
The exceptions to thduty of confidentialityare:

A when children are at risk,
A when the publids at risk,

A when a serious offence has been committed.

Some of these may apply in the casalommestic violence. In some castere will

be no general risk to the public. The risk may be to the one victim, but the risk may be of
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escalating violenceChild abuse and elder abuse mandatory reporting laws are intended to
protect the safety of a vulreble population and notions of confidentiality and informed
consent may not be an issue. In addition, critics point out that most child abuse is neglect
from underprivileged families without resources and may not reflect negligentrenided
guardias [117].

In the UK the GMC has offered guidelines on the reporting of gunshot and knife
crimes. Thisguidanceconcludes that the police should usually be informeédatients
presenting with gunshot woundB). The guidance suggests the same for knife wounds but
acknowledges thaiT her e may €é be ot heh yoo considernimtt an c e s
contacting the police is not proportionate. For example, this might be the case if you consider
that no one other than the patient is at risk of harm and that contacting the police might
cause the patient harm or distress, or might dgendheir trust in you or in doctors
g e n er @Hislmay ke particularly pertinent in the case of domestic violefoe. key
principle should be that any breach of confidentiality should be proportiohlagelegal
requirements for exceptions to the duty of confidentiality in other European countries are
shownin the Appendix

Duty to Report and Confidentiality in the Case of the Perpetrator of

Domestic Violence

The situation will be rather different if the patiest the perpetrator of domestic
violence. In principle this patient is owed the same duty of confidentiality. However,
maintaining confidentiality is likely to leave others at risk of future harm. Reporting the
perpetrator of domestic violence is likelyftoa | | into the category of

i nterest o0, wher e:

A failure to disclose information may put someone other than the patient at risk of
death or serious harm, howeydhe physician should not usually disclose
information against the wishe$ an adult patient who has capacityhié patients
the only person at risk of harm

A disclosure is likely to help in the prevention, detection or prosecution of a serious

crime.

As stated above the key principlke that any breach of confidentialishould be

proportionate.
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SECTION 6: Education and Training of ED Personnel

Marc Sabbe

When encounteringdomestic violence it is very important besids the initial
detection also to take the right actionsas violence may have longlasting physical and
psychological negative effect&Emergency Physiciansare central to the idenidation,
support and referral of victimsf domesticviolence In the UK, he Nationallnstitute for
Health and Caréxcellencein 2014 recommeded that training in domestic violence and
abuseshould be part othe medical undergraduateurriculum [9]. However, there is
considerable variation in what eduoat medical students receive on domestatencein the
UK, USA, Canada and Australid1g. Teachingabout abuse and violence is often not
includedin undergraduate medicalrriculaor is inadequatly covered[11§. In 2013 the
WHO landmark guidelinesnaderecommendtions that in-servicetraining in interpersonal
violence and sexual assashouldbe implemented irprimary healthcareeducation[123
125. The need for sufficient trainingf students and residents in all specialitigas
recognised inthe early 2000s115. During the past decade, there has been increased interest
in providing training for healthcare practitioners in order to improve their ability to identify
and respond to abuselZd. The American College dEmergency Physiciandas
recommended that besides medical schools, emergency medical services and emergency
medicine residency curricula should include ediooaand training in the recognition,
assessmenand evidencdased interventions in cases of child maltreatment, intimate partner
violence elder abuse and neglectd. In Europe, betteeducaibn of doctorsin how to
respond to domestic abuse and violeisceeeded. Aditionaly, training specificallyfor ED

personnels needed

Training on Awareness of Violence

The ability of emergencpersonneko be aware of andecognise domestic violence
and abusalependson education and training.he main benefit of training is an increased
willingness ofstaff toask relevant questions about abuse in a way that makes it easier for the
victim to disclose it2, 9]. The learning objectivesf training programmeshould includeat
leastthe situations in which violence should be suspected and how to deliver appropriate
first-line support fothevictims [123. There should be a focus on knowledge, but alsihen
skills to investigate and respond appropriately, while ensuring the safety and confidentiality

of victims [116. According to a systematic reviewraining programmes that improved
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knowledge, attitude and clinical competence in dealing with child abuse included the
involvement of specialist domestic violence practitioners and interactive discyd&an
124].

As ED personnel always work in teams, trainingpbysiciansnurses ad other staff
should preferably be integratedtona multidisciplinary educational prograne, while
addtional training for team leadershould be recommendedChild abuse IPV and elder
abuse should be addressed in the same educational prad@am28. The use of booster
sessions, followup and supervisioafter the training is also important, as brief educational
sessions only improve knowledge but do not influence behaviour towards domestic violence
[114, 121,123 124, 12§.

Education on how to Identif y and Support Victims

Evidenceexists that training in domestic violence, alongside other changes in the
system of care, may be beneficial in improving the identification, and possibly even the
outcomes, for the victims of violenc&Z5. The main issues to which tiHeD personnel

shouldhave structurettaining are[54, 116:

>

how to idenify victims ofdomestic violence,
how to investigate and respond appropriately,

how to ensure the safety and confidentiality of the victims,

> > >

how to support the victims,

>

awareness ofavailable resources and whom to consult for further care and

referrals.

Identification of victims of violence starts with asking patients aloience and
abuse. A positive answenandatesan appropriate response. One of the many barriers for
healthcargroviders to ask about or screen for violence in the emergency departmbukis
of knowledge of appropriate care after identificatj@d2 125. In this respect, the training
for ED personnel should include all aspects of the response to abuse, including
documentation, intervention and referfaR3 12§. The inclusion of a specific protocol and
access to resources for patients and/aftheare providers in training also proves to be more
effective[122 124]. In a systematic review comparing six studeshild abuse, the use of
a standardisedhecklist proved to be an effective aid in consideration and documentation of
nonaccidental injury{117]. Decisional flowchart$or suspected physical abusad the same

effect, increasing documentatiohnonaccidental physical injurgy 69.5%[117]
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Training should also be focused on emp#th listening, gaining rapport,
understanding and validating the feelings of victimelping them to feel comfortable in
discussing abuse and knowing when and bmwask about violencgl16. Communicational
and clinical skillsin identification are extremely important, as victims often present with
vague and rather indistincsymptoms, such as psychological conditigdd9 127].
Addressingthe possillity of interpersonal violence and exploring emotions and possible
readinessfor change is often difficult and intimidating foinexperiencedhealthcare
personnel, sthey should be weltrained.An important aspect that should be addressed in
training concerns the r a i bekeks ansl emotionaboutabuseandviolence, as thesmay

interfere with the ability to ask questions and support victims of §iige12(.

Training Levels & Strategies on Domestic Violence

EDsshouldset upinitial and ongoingtraining on the dynamics of domestic violence
and abuséo increase€eD personneknowledge, attitudeand clinical competence in dealing
with all forms ofdomestic violencelhe different levels of traininfpr the different groups of
professionalsrecommended by the NICE guidelipesin be adaptetb the training of ED
staff[9].

A Level 1: ED frontline staff, like receptionists, should be trair@idine or by
distance learningo respond to alisclosureof domestic violence and abuse
sensitively and in a way that ensures people's safety.

A Level 2 ED personnel like ambulance stafemergencynurses and emergency
physicians should beetrained during continuing professional developmerdsk
about domestic violence and abusebe able to assedke victinis immediate
safety ando offer referral to specialist services.

A Level 3 ED staff, like social workers, should be trained to provide an initial
response that includes risk identification and assessisegety planning,eferrals
to specialist support servicandaid to thepolice investigation

A Level 4 Domestic violence advates,counsellors or suppoworkers should be
trained to give expert advice and support to victims of domestic violence and
abuse.

A Level 5 Emergency medicine trainestiouldbe trainedbefore qualification in

the identificatiorandassessmermf all forms ofdomestic violence and abuse.
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It is difficult to determine the most effective educational strategy, as the educational
interventions and the outcome measures vary among studies. The use of modern interactive
techniques can be very helpful in trainjifogit whilst the use of computers, vidgetc. might
have a positive impact, there is no real evidence suggesting that the success of education
depends on these elemert&3. Several studies have found a correlation between the use of
an online component in training and the impact on the knowledge of trait242§. A
recent systematic review has demonstrated that experiential learning in interactive workshops
had a positiveeffect on attitudes and behaviour towards domestic abuse by physit2shs [

In addition, training interventionmay use a wide variety of interactive techniquesh as
role-playing, group discussions and simulations, among otHelr§.[However,the literature
remains inconclusive about the best approaxleducation forhealthcare practitioners in
domestic abuse, and most studies vary widelyhmeducational approachsedand the
measured outcome. It is clear that more resemrateededo gain more insight into the

optimal duration and methods of trainiridlp, 122].
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Appendix. Legislation regarding domestic violence and abuse in Europe 1

Physicia| Victi més| Mandatory Council of
to the victim to for the reporting laws | Europe 2011
report offence to physi ci| aboutadults Treaty on
EUSEM Countries the police breach of the at risk of, or | preventing and
duty of who have combating
confidentiality in suffered, violence against
relation to abuse or women
domestic abuse & neglect
violence
Albania YES NO NO, butthere Signed and
are internal ratified
protocols that
mandate
reporting
Austria YES NO NO, does not Signed and
exist in Austria ratified
Belgium NO, if the victimis | YES, in caseofa NO Signed and
adult, patientable to give ratified
. s consent himself
obligatory if it is
child abuse or
neglect
Bulgaria YES the physician | YES in case that NO, the Signed, NOT
in duty must report tg the patient is able tq introduction of ratified
police in all cases of| give consent himsel] such legislative
violence or physical actis in the
injury to children and process of publig
in cases with damag discussion by the
for adults end of 2018
Czech Republic NO, if the victim is YES,victim’s NO, no similar Signed, NOT
adult consent is laws in CR ratified
. e mandatory, with the
Obcl;]?%tzgu';g é,sr a exception of murder
neglect or attempt or severe
injury (obligatory
reported criminal
acts in respective
legislation)
. . YES, law on :
Croatia YES the physician NO i Signed, NOT
. protection of i
in duty must report tg d e ratified
police, in all cases of omes
; . violence
violence omphysical
injury to children and
adults
Denmark NO, any suspicion YES, with the NO Signed and
of child abuse and/orl exception obevere ratified

maltreatment shall be
reported to thesocial

authorities

crime, ie murder or
attempt, violence

with severe injuries,

! According to the answers of the national representaiives
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sexual abuse or any
violence against
children.

However, also in
case of severe crimg
it should be
attempted to get
victims consent fitts

Estonia NA2 NA NA Signed and
ratified
Finland NA NA NA Signed and
ratified
France NOQO, if it is an adult YES NO Signed and
who is victim of ratified
violence. The
physician must ask t(
the patient if he/she i
OK to warn the
police officer.YES, if
it is a child (< 18
yrs).
Georgia NA NA NA Signed and
ratified
Germany NQ, if the victimis | YES,the victim’s | NO, mandatory Signed and
adult capable of consent is reporting laws ratified
expressindiisher mandatory, with the
will EXCEPTIONS of | '© protectthe
victimosg
Yes,(in severe cases| a) underage person to disclose
if thevictim is .
underage b) adults in very
severe casewith
danger of
recurrence
Greece NO, obligation for | YES,for testimony | YES,acts of Signed, NOT
the physician in the | before a civilcourt, domestic ratified
relevant laws, ) violence are
NO, for testimony | ysecyted ex
(Yes for teachers forl  before a criminal officio
child abuse) court regardless of
complaints by
the victims
Hungary NO, obligation by YES, exceptn NO, if this event|  Signed, NOT
law for thephysician | those cases, when does not ratified
to report to the police the police / district threaten the
attorney /criminal | vi ct i mo g
judge requests the the vi
physi ci an| movementis nol
testimony restrictedby the
perpetrator
Iceland NA NA NA Signed, NOT
ratified
Ireland NO YES NO Signed, NOT

2NA = not answered
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ratified

Israel

NA NA NA Signed, NOT
ratified
ltaly YES the physician NO, for Justice NO, the Signed and
in duty must report | authority report. In | introduction of ratified
Justice Authority this case is such legislative
(police, Carabinieri considered as a actisin
or the Judge directly)  transmission of discussion.
in all cases of Aprofess In each redion
violence or physical| s ecr et o t there is gn
injury to children and abliged to keep o ii
adults. In adults therg confidential aCt'V't%/ Specitic
i s0 ex o on that with
YES, for all other protocols of
prosecut . : i
o stakeholders like intent with
prognosis is >21 ) A .
days, otherwise only social workgrs or | justice authority
upon lawsuit by the psychologists.
victim. For children | YES for any other
is always ex officio person
Latvia NA NA NA Signed, NOT
ratified
Lithuania NA NA NA Signed, NOT
ratified
Malta YES if the injuryis | YES, but may be NO Signed and
grievous overridden if the ratified
injury is grievous if
the victim refuses tg
give consent
Netherlands Yes only if risk of Yes,adults must NO Signed and
severe injuries or give consent ratified
death NO, consent
needed fochildren
Norway NA NA NA Signed, NOT
ratified
Poland NA NA NA Signed and
ratified
Portugal NA NA NA Signed and
ratified
Romania NA NA NA Signed and
ratified
Serbia .
NA NA NA Signed and
ratified
Slovakia YES, health care NO YES for adults Signed, NOT
providers should with reduced ratified
report to the police, capacity
prosecution office
and office of labour,
social affairs and
family
Spain YES,if suspected a YES YES Signed and
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criminal act ratified
Sweden Yes,if the suspected  No, If suspected No Signed and
crime will be crime might give ratified
punished withmore | more than 2 years in
than 2 years in prisor| prison we have to
report, if not, we are
not allowed
Switzerland YES if life- YES, with the NO Signed and
threatening exception of ratified
murder or attempt
or severe injury
Turkey YES the physician NO,vi ctif YES Signed and
in duty must report to consent is not ratified
law enforcement in required for
all cases of violence| notification to law
or physical injury to | enforcement officialg
children and adults.
UK YES in relation to Yes YES in Signed, NOT
gunshot and knife Scotland and | ratified, no entry
injuries Wales, into force
NO, in England
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