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RBSTRACT

Research suggests that between 960,000 to 4 million individuals are victims of
intimate partner violence (IPV) each year and of these about 85 percent are
women. In a recent survey conducted by the Commonwealth Fund, it was estimat-
ed that approximately one-third of American women will become a victim of IPV at
some point in their life. The literature reports 36 percent to 95 percent of battered
women suffer injuries to the face, neck or head. Women who have been abused
by a partner report significantly lower self assessments of health, increased dis-
abilities and increased chronic health conditions than non-abused women. When
direct costs to the health care system are combined with indirect costs to society,
total health care costs of IPV can escalate into the billions. Intimate partner vio-
lence erodes the health of patients, consumes healthcare dollars, compromises
the health and safety of children and communities, and represents a liability
exposure for the healthcare clinician who turns their head. Healthcare providers,
especially dental professionals, must gain experience in the diagnosis and man-
agement of IPV so that identification occurs earlier and intervention follows

established protocols.
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ntimate partner violence is

defined by the Centers for

Disease Control as physical, sexu-

al violence or threats of physical

and sexual violence, psychologi-

cal/emotional abuse including
coercive tactics that adults or adolescent
use against current or former intimate
partners.! The terms intimate partner
violence and domestic violence are used
interchangeably here.

Prior research suggests that between
960,000 to 4 million individuals are vic-
tims of intimate partner violence (IPV)
each year and of these about 85 percent
are women.?* In a recent survey con-
ducted by the Commonwealth Fund, it
was estimated that approximately one-
third of American women will become a
victim of IPV at some point in their
life.> While men are more likely than
women to become a victim of violence,
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women are three to five times more
likely than men to be victimized by an
intimate partner.5>’ The literature
reports, 36 percent to 95 percent of bat-
tered women are suffering injuries to
the face, neck or head.*

Prior research on domestic violence
using hospital data has generally focused
on patients in emergency departments
(ED).713 In 1994, it was estimated that 34
percent of women who sought treatment
for violent injuries in ED’s were victims
of domestic violence.” Furthermore, it is
estimated that 24 percent to 54 percent
of all women seen in the ED have a life-
time history of intimate partner vio-
lence.’>14 In the clinic setting, 5.5 per-
cent of women presenting to an ambula-
tory setting reported physical violence by
an intimate partner within the last
year.'® Data further reports that between
20 percent to 40 percent of IPV victims
seek repeated care for abuse.!?16
Domestic violence victims usually suffer
minor physical injuries and they self
treat in private but they also present with
serious non-fatal and fatal injuries.10:16-19

Identification and diagnosis of inti-
mate partner violence relies on patient
disclosure that is either patient initiated
or as a result of appropriate inquiry.
Clinicians also identify domestic vio-
lence through pattern recognition of key
historical or physical findings that
appear consistent with domestic vio-
lence. ldentification itself has a treat-
ment effect given the powerful negative
stigma associated with victimization.
Typical domestic violence injuries that
may be detected by a dentist, registered
dental hygienist, or registered dental
assistant*® are:

m Intraoral bruises from slaps, hits
and soft tissue pressed on hard structures
like teeth and bones.

m Soft and hard palate bruises and
abrasions from implements of penetra-
tion could indicate force from a sexual act.

m Fractured teeth, nose, mandible
and/or maxilla. Signs of healing frac-
tures may be detected in panoramic

radiographs.

m Abscessed teeth could be from
tooth fractures or repeated hitting to one
area of the face.

m Torn frenum from assault or
forced trauma to the mouth.

m Hair loss from pulling, black eyes,
ear bruises, other trauma and lacerations
to the head.

m Attempted strangulation marks
on the neck.

Denression, anxiety,
suicide and suicide
ideation have
heen linked to
intimate Dartner
violence.

Depression, anxiety, suicide and sui-
cide ideation have been linked to inti-
mate partner violence. In one study, 81
percent of women with a history of sui-
cide attempt also reported a history of
abuse.'> Women who report any type of
violence are significantly more likely
than women who did not to have been
diagnosed with depression or anxiety,
to have depression symptoms and for
women sexually assaulted by an inti-
mate, to be currently taking medication
for depression or anxiety.?® Women
who are diagnosed with persistent
forms of mental illness appear to be
more vulnerable to becoming victims of
domestic violence.¢?! For example, one
study found that 64 percent of female
psychiatric patients had a history of
domestic violence.??

Women who have been abused by a
partner report significantly lower self
assessments of health, increased disabili-
ties and increased chronic health condi-
tions than non-abused women.?® Other
health concerns that have been associat-
ed with IPV include functional gastroin-

testinal disorders, chronic abdominal
pain,? chronic headaches,?* and alcohol
and drug addiction.?> A few studies have
established links between sexually trans-
mitted diseases including HIV as women
report they cannot negotiate for condom
use with their abusive partners.?6:27

IPV in pregnancy results in increased
morbidity and perhaps mortality. Studies
suggest that women who are pregnant
are at a higher risk of becoming victims
of IPV.1828 Between 4 percent to 16 per-
cent of all women who are pregnant are
battered during pregnancy;?>29-32 10 per-
cent to 32 percent of women seeking
prenatal care have a history of domestic
violence;?532:33 and 40 percent to 60 per-
cent of battered women report being a
victim of domestic violence during their
pregnancy.®28 The prevalence of abuse
in pregnant adolescents appears even
greater than that for adult women.28:34
Poor outcomes associated with IPV in
pregnancy include premature onset of
labor, increased antenatal hospitaliza-
tions, and low birth weight infants.
Maternal rates of depression, suicide
attempts, tobacco, alcohol and illicit
drug use are higher in abused than non-
abused women.?> A recent study of
death certificates in Maryland revealed
that the primary cause of maternal mor-
tality was homicide.3¢

IPV patients not only generate signif-
icant healthcare costs for the direct and
indirect consequences of the abuse, but
the costs of care of the IPV patient may
exceed the costs of care for a comparable
non-IPV patient. Survey data on the cost
of IPV suggest that the health care sys-
tems expend $857.3 million annually for
the care of IPV patients.%” When direct
costs to the health care system are com-
bined with indirect costs to society, total
health care costs of IPV can escalate into
the billions.38 A recent study focusing on
inpatient victims of IPV noted the aver-
age cost per episode of care is $8,159.81
with an average length of stay of 5.6
days.3° This study further noted the aver-
age cost per day for IPV trauma victims is
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$3,592.75.40 A recent study comparing
costs for IPV and non-IPV patients con-
cluded that the average cost of care
annually for IPV victims is approximate-
ly $1,776.00 more than for non-IPV
patients.*! This study further found that
the mental health care costs were 800
percent higher among identified victims
and the out-of-plan referrals were also
significantly higher. Women who expe-
rienced intimate sexual violence were
more likely than other women to have
had eight or more doctor visits during
the past year.?°

Domestic violence victims often
have co-morbid health problems that
complicate their medical care and may
have socioeconomic or legal problems
that further burden the victim’s recov-
ery. Children and other dependents in
IPV homes may themselves be victims of
abuse, neglect or negative outcomes
associated with witnessing violence.
Perpetrators have increased health prob-
lems too but their abusive nature is rarely
recognized by health care providers prior
to criminal justice involvement. An
interdisciplinary coordinated response is
usually necessary and case managers
become a valuable asset in the process.
Community domestic violence agencies
generally provide a variety of victim ser-
vices, both crises and supportive, and
can be an invaluable resource for the
clinician. Outcome studies are identify-
ing interventions for perpetrators and
for victims that appear to reduce the
repeat violence and help victims feel
safer and healthier, but much more
research is needed.

Intimate partner violence erodes the
health of patients, consumes healthcare
dollars, compromises the health and
safety of children and communities,
and represents a liability exposure for
the healthcare clinician who turns their
head. Healthcare providers, especially
dental professionals, must gain experi-
ence in the diagnosis and management
of IPV so that identification occurs ear-
lier and intervention follows established
protocols. CDA
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