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Viewpoint

By Ellen Taliaferro, MD, &
Zita Surprenant, MD, MPH

Improve Your Response to
Intimate Partner Violence with

10 Action Steps

Intimate partner violence (IPV), the psychological, emotional, and physical

abuse of your patients by a current or former intimate pariney, affects close to

JSour million women a year. A little more than a third of these women report vio-

lent victimization. Like many other medical conditions, IPV often escalates in fre-

quency and severity the longer it persists. For approximately 1,000 women each

yeay, the violence becomes fatal.

Few of us in health care are com-
fortable dealing with IPV. Couple this
with the fact that many physicians feel
that their patients do not have family
violence issues, and you end up with a
devastating problem that goes unrecog-
nized, unaddressed, and untreated.

The truth is that IPV presents a
major challenge to physicians in every
practice setting and specialty, and the
after-effects of violence and abuse cast
a long shadow on the patient’s current
and future health.

Early recognition of IPV and an
appropriate response to IPV goes a long
way in getting patients the
help they need to be safe and
escape ongoing injuries and
illness. In addition, a valu-
able benefit occurs when the
psychological and physical
trauma of the abuse is
addressed, laying the
groundwork for the patient’s
improved health and well
being.

IPV problems can appear
at any moment in any prac-
tice setting. In light of this fact, physi-
cians and health care providers can

Drs. Taliaferro and Surprenant’s
book, Respond to Intimate Partner
Violence—10 Action Steps You
Can Take to Help Your Patients
and Your Practice, is available for
$29.95 through amazon.com and at
www.vlh.com.

Dr. Zita Surprenant

improve care of IPV victims by imple-
menting 10 Action Steps in their clinical
settings.

The first section of our
new book, Respond to Inti-
mate Partner Violence—10
Action Steps You Can Take to
Help Your Patients and Your
Practice, provides guidance
for recognizing and detecting
IPV in the practice setting.
Section two stresses the
appropriate response to the
identification of IPV by putting
into place 10 action steps.

Action Step No. 1:
Respond Effectively
When a patient tells you that
IPV complicates her life, you
have a unique opportunity to
help improve her health and
well-being. Support her in
making changes by validating
the difficulties and challenges
she is experiencing as well as
her need to make changes.

By validating victims and
survivors of IPV, you give your patients a
tonic more powerful than any pre-
scribed drug. Validation occurs through
therapeutic messages, listening, and pro-
viding support materials. Some thera-
peutic messages you tell the patient bear
repeating several times during your time
with the patient. Chief among these:

B “You do not deserve to be hurt, no

matter what.”
M “You are not alone; help is
available.”

Dr. Ellen Taliaferro

Listening nonjudgmentally is a ther-
apeutic message in itself. Once you
have validated your patient, you have
her trust and can move to the next step
in her care.

Action Step No. 2:

Safety Needs

Start by determining how safe your
patient is right now. There are numer-
ous safety assessment tools you can
use. One simple one is the physical
abuse ranking score. Ask your patient if
her partner does these things:

B Throws things, punch-

es the wall.

B Pushes, shoves, or
grabs her.

B Slaps her with an open
hand.

m Kicks or bites.

W Hits with closed fists.

B Attempts strangulation.

B Beats her up (pinned to
wall/floor, repeated
kicks, punches).

W Threatens with a weapon.

W Assaults with a weapon.

If your patient’s abuse ranking score
is higher than five on this scale, your
patient can be in extreme danger. Even
if the abuse ranks low on this scale,
however, your patient may still be in
danger. Any patient who feels in danger
should be considered to be in danger.

Safety planning for your patient
should be tailored to conform to her
needs. For instance, she may elect to
stay in her relationship with her batterer
because she feels that is safer than leav-
ing at that time. Regardless of whether
your patient elects to leave or stay with
her batterer, she must not leave your
clinical setting without a plan in place.

Action Step No. 3: Referral
Services available to help patients dif-
fer in each community. A fast call to the
national domestic violence hotline,
(800)799-SAFE, provides local
Continued on page 6
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resources that patients can access. Be
sure to identify yourself as a provider at
the very beginning of the call.

Most patients dealing with the pres-
ence of intimate partner violence in their
lives don’t need to be admitted to the
hospital. If your patient has medical or
mental health needs that require admis-
sion and her perpetrator remains free or
poses a threat to her, consider admitting
her as a Jane Doe. Note that HIPAA pro-

vides that patients can request not to be
listed in the health care facility directory.

Action Step No. 4: Document
Good documentation builds a bridge of
communication among health care
providers attending the patient, and assists
when community advocacy and legal
referrals are indicated. When taking care
of victims of IPV, the three main modes of
documentation consist of charting, body
maps, and photo documentation.

Action Step No. 5: Reporting

Mandatory injury reporting require-

@ Viewpoint

ments vary considerably from state to
state. To provide effective IPV interven-
tion, you need to understand your state
and local reporting laws, procedures,
and the methods of enforcement,
whether the issue is IPV, child abuse,
elder abuse, abuse of someone with a
disability, or assault involving weapons.

Specific information about state
reporting laws can be found at www.end-
abuse.org.

Action Step No. 6:
Stage of Change

Change is not easy. Leaving an abuser or
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Anaphylaxis/anaphylactoid reactions have been reported with nearly all antibacterial agents, including
tigecycline, and may be life-threatening.

Glycyleycline class antibiotics are structurally similar to tetracycline class antibiotics and may have similar
adverse effects. TYGACIL should be administered with caution in patients with known hypersensitivity to
tetracycline class antibiotics.

TYGACIL may cause fetal harm when administered to a pregnant woman. If the patient becomes pregnant
while taking tigecycline, the patient should be apprised of the potential hazard to the fetus. Results of animal
studies indicate that tigecycline crosses the placenta and is found in fetal tissues. Decreased fetal weights in rats
and rabbits (with associated delays in ossification) and fetal loss in rabbits have been observed with tigecycline.
(See PRECAUTIONS, Pregnancy.)
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Clostridium difficile associated diarrhea (CDAD) has been reported with use of nearly all antibacterial agents,
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agents alters the normal flora of the colon leading to overgrowth of C. difficile.
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of C. difficile cause increased morbidity and mortality, as these infections can be refractory to antimicrobial
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If CDAD is suspected or confirmed, ongoing antibiotic use not directed against C. difficile may need to be
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PRECAUTIONS

General

Caution should be exercised when considering TYGACIL monotherapy in patients with complicated intra-abdominal
infections (clAl) secondary to clinically apparent intestinal perforation. (See ADVERSE REACTIONS.) In Phase 3
clAl studies (n=1642), 6 patients treated with TYGACIL and 2 patients treated with imipenem/cilastatin presented
with intestinal perforations and developed sepsis/septic shock. The 6 patients treated with TYGACIL had higher
APACHE Il scores (median = 13) vs the 2 patients treated with imipenem/cilastatin (APACHE Il scores = 4 and
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Glycylcycline class antibiotics are structurally similar to tetracycline class antibiotics and may have similar adverse
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reported with the use of TYGACIL.

The safety and efficacy of TYGACIL in patients with hospital acquired pneumonia have not been established. In
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adjunctive therapies. The sub-group of patients with ventilator-associated pneumonia who received TYGACIL
had lower cure rates (47.9% versus 70.1% for the clinically evaluable population) and greater mortality (25/131
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As with other antibacterial drugs, use of TYGACIL may result in overgrowth of non-susceptible organisms,
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Drug Interactions

Prothrombin time or other suitable anticoagulation test should be monitored if tigecycline is administered with
warfarin. (See CLINICAL PHARMACOLOGY, Drug-drug Interactions in full prescribing information.)
Concurrent use of antibacterial drugs with oral contraceptives may render oral contraceptives less effective.
Drug/Laboratory Test Interactions
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Carcinogenesis, Mutagenesis, Impairment of Fertility

Lifetime studies in animals have not been performed to evaluate the carcinogenic potential of tigecycline. No
mutagenic or clastogenic potential was found in a battery of tests, including in vitro chromosome aberration
assay in Chinese hamster ovary (CHO) cells, in vitro forward mutation assay in CHO cells (HGRPT locus), in vitro
forward mutation assays in mouse lymphoma cells, and in vivo mouse micronucleus assay. Tigecycline did not affect
mating or fertility in rats at exposures up to 5 times the human daily dose based on AUC. In female rats, there were no
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Pregnancy

Teratogenic Effects—Pregnancy Category D

Tigecycline was not teratogenic in the rat or rabbit. In preclinical safety studies, '*C-labeled tigecycline crossed
the placenta and was found in fetal tissues, including fetal bony structures. The administration of tigecycline
was associated with slight reductions in fetal weights and an increased incidence of minor skeletal anomalies
(delays in bone ossification) at exposures of 5 times and 1 times the human daily dose based on AUC in rats
and rabbits, respectively. An increased incidence of fetal loss was observed at maternotoxic doses in the rabbits
with exposure equivalent to human dose.

There are no adequate and well-controlled studies of tigecycline in pregnant women. TYGACIL should be used
during pregnancy only if the potential benefit justifies the potential risk to the fetus. (See WARNINGS.)

Labor and Delivery

TYGACIL has not been studied for use during labor and delivery.

Nursing Mothers

Results from animal studies using 'C-labeled tigecycline indicate that tigecycline is excreted readily via the
milk of lactating rats. Consistent with the limited oral bioavailability of tigecycline, there is little or no systemic
exposure to tigecycline in nursing pups as a result of exposure via maternal milk.

It is not known whether this drug is excreted in human milk. Because many drugs are excreted in human milk,
caution should be exercised when TYGACIL is administered to a nursing woman. (See WARNINGS.)

Use in Patients with Hepatic Impairment

No dosage adjustment is warranted in patients with mild to moderate hepatic impairment (Child Pugh A and
Child Pugh B). In patients with severe hepatic impairment (Child Pugh C), the initial dose of tigecycline should
be 100 mg followed by a reduced maintenance dose of 25 mg every 12 hours. Patients with severe hepatic
impairment (Child Pugh C) should be treated with caution and monitored for treatment response. (See CLINICAL
PHARMACOLOGY, Special Populations, Use in Patients with Hepatic Impairment and DOSAGE AND
ADMINISTRATION in full prescribing information.)

Pediatric Use

Safety and effectiveness in pediatric patients below the age of 18 years have not been established.

(See WARNINGS.) Therefore, use in patients under 18 years of age is not recommended.

Geriatric Use

Of the total number of subjects who received TYGACIL in Phase 3 clinical studies (n=1415), 278 were 65 and over,
while 110 were 75 and over. No unexpected overall differences in safety or effectiveness were observed between these
subjects and younger subjects, but greater sensitivity to adverse events of some older individuals cannot be ruled out.
ADVERSE REACTIONS

Because clinical studies are conducted under varying conditions, adverse reaction rates observed in the clinical
studies of a drug cannot be directly compared to rates in the clinical studies of another drug and may not reflect
the rates observed in practice. The adverse reaction information from clinical studies does, however, provide a
basis for identifying the adverse events that appear to be related to drug use and for approximating rates.

Phase 3 clinical studies enrolled 1415 patients treated with TYGACIL. TYGACIL was discontinued due to
treatment-emergent adverse events in 5.0% of patients compared to 4.7% for all comparators (5.3% for
vancomycin/aztreonam and 4.4% for imipenem/cilastatin). Table 4 shows the incidence of treatment-emergent
adverse events through test of cure reported in >2% of patients in these studies regardless of causality.

Table 4. Incidence (%) of Treatment-Emergent Adverse Events Through Test of Cure
Reported in >2% of Patients Treated in Phase 3 Clinical Studies

Body System TYGACIL? Comparators®
Adverse Events (N=1415) (N=1382)
Body as a Whole
Abdominal pain 6.8 57
Abscess 3.2 2.6
Asthenia 25 17
Back Pain 1.2 2.3
Fever 7.1 9.8
Headache 5.9 6.5
Infection 8.3 5.4
Pain 3.7 29
Cardiovascular System
Hypertension 4.9 5.6
Hypotension 23 17
Phlebitis 18 3.8
Digestive System
Constipation 2.8 44
Diarrhea 12.7 10.8
Dyspepsia 29 1.6
Nausea 29.5 15.8
Vomiting 19.7 10.8
Hemic and Lymphatic System
Anemia 4.2 4.8
Leukocytosis 3.7 25
Thrombocythemia 6.1 6.2
Metabolic and Nutritional
Alkaline Phosphatase Increased 35 2.6
Amylase Increased 3.1 1.4
Bilirubinemia 23 0.9
BUN Increased 241 0.2
Healing Abnormal 35 2.6
Hyperglycemia 1.8 29
Hypokalemia 21 29
Hypoproteinemia 45 3.0
Lactic Dehydrogenase Increased 40 35
Peripheral Edema 3.3 3.3
SGOT Increased® 4.3 4.4
SGPT Increased® 5.6 47
Nervous System
Dizziness 35 2.7
Insomnia 23 33
Respiratory System
Cough Increased 37 3.8
Dyspnea 29 2.7
Pulmonary Physical Finding 1.9 2.2
Skin and Appendages
Pruritus 2.6 4.1
Rash 2.4 4.1
Sweating 2.3 1.6
Other
Local Reaction to Procedure 9.0 9.1

2100 mg initially, followed by 50 mg every 12 hours
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¢LFT abnormalities in TYGACIL-treated patients were reported more frequently in the post therapy period than

those in comparator-treated patients, which occurred more often on therapy.

In Phase 3 cSSSI and clAl studies, death occurred in 2.3% (32/1383) of patients receiving TYGACIL and 1.6%

(22/1375) of patients receiving comparator drugs; this difference is not statistically significant and relationship

to treatment cannot be established. In all treatment groups, mortality was associated with higher baseline co-

morbidity and/or greater severity of baseline infections.

In Phase 3 clinical studies, infection-related serious adverse events were more frequently reported for subjects

treated with TYGACIL (6.7%) vs comparators (4.6%). Significant differences in sepsis/septic shock with TYGACIL

(1.5%) vs comparators (0.5%) were observed. Due to baseline differences between treatment groups in this

subset of patients, the relationship of this outcome to treatment cannot be established. (See PRECAUTIONS.)

Other events included nonsignificant differences in abscess (1.8% vs 1.6%) and infections, including wound

infections (1.7% vs 1.1%) for TYGACIL vs comparators, respectively.

The most common treatment-emergent adverse events were nausea and vomiting which generally occurred

during the first 1 — 2 days of therapy. The majority of cases of nausea and vomiting associated with TYGACIL

and comparators were either mild or moderate in severity. In patients treated with TYGACIL, nausea incidence

was 29.5% (19.6% mild, 8.5% moderate, 1.4% severe) and vomiting incidence was 19.7% (12.3% mild, 6.3%

moderate, 1.1% severe). In patients treated for cSSSI, nausea incidence was 35.0% for TYGACIL and 8.9% for
ycin/aztreonam; iting incidence was 20.0% for TYGACIL and 4.2% for vancomycin/aztreonam. In

patients treated for clAl, nausea incidence was 25.3% for TYGACIL and 20.5% for imipenem/cilastatin; vomiting

incidence was 19.5% for TYGACIL and 15.3% for imipenem/cilastatin.

Discontinuation from tigecycline was most frequently associated with nausea (1.3%) and vomiting (1.0%). For

comparators, discontinuations were most frequently associated with rash (1.1%, vancomycin/aztreonam) and

nausea (1.0%, imipenem/cilastatin).

The following drug-related adverse events were reported infrequently (0.2% and <2%) in patients receiving

TYGACIL in Phase 3 clinical studies:

Body as a Whole: injection site inflammation, injection site pain, injection site reaction, septic shock, allergic

reaction, chills, injection site edema, injection site phlebitis

Cardiovascular System: thrombophlebitis, bradycardia, tachycardia, vasodilatation

Digestive System: anorexia, dry mouth, jaundice, abnormal stools

Metabolic/Nutritional System: i d creatinine, hyp

Nervous System: somnolence

Special Senses: taste perversion

Hemic and Lymphatic Systen: prolonged activated partial thromboplastin time (aPTT), prolonged prothrombin

time (PT), eosinophilia, increased international normalized ratio (INR), thrombocytopenia

Urogenital System: vaginal moniliasis, vaginitis, leukorrhea

Post-Marketing Experience

Worldwide post-marketing adverse events not previously listed in the product label include: anaphylaxis/

anaphylactoid reactions, acute pancreatitis.

OVERDOSAGE

No specific information is available on the treatment of overdosage with tigecycline. Intravenous administration

of TYGACIL at a single dose of 300 mg over 60 minutes in healthy volunteers resulted in an increased incidence

of nausea and vomiting. In single-dose IV toxicity studies conducted with tigecycline in mice, the estimated

median lethal dose (LDs) was 124 mg/kg in males and 98 mg/kg in females. In rats, the estimated LD, was

106 mg/kg for both sexes. Tigecycline is not removed in significant quantities by hemodialysis.
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staying in a relationship with new family
dynamics often represents a major life
change. You can best help your patient
bring about necessary changes in her life
by understanding that change occurs in
stages and that relapse is a normal part
of the process.

Action Step No.7:

Special Populations

There can be additional barriers, special
needs, and safety issues when working
with IPV victims across age groups, gen-
der, sexual orientation, and different cul-
tures. You can best help individual
patients in each of these groups by
understanding the special needs each
group has. For instance, a male victim of
IPV struggles with issues different from
a teenage girl being abused by her part-
ner or an elderly widow who remarries
and then finds herself a victim of abuse.

ACTION STEPS
FOR RESPONDING
TO INTIMATE
PARTNER
VIOLENCE

1. Respond effectively to
patients who disclose violent
relationships.

2. Respond to your patient’s safe-
ty needs.

3. Manage your patient’s referral
needs.

4. Document your findings.

5. Meet your state and local IPV
reporting requirements.

6. Respond to your patient’s
stage of change.

7. Address IPV in special
populations.

8. Address special clinical situa-
tions involving IPV.

9. Develop a system for address-
ing IPV in your practice.

10. Respond to abusers.

Source: Ellen H. Taliaferro, MD, and Zita J.
Surprenant, MD, Virtual Lecture Hall of
Medical Directions, Inc., 2006.

Action Step No. 8:

Clinical Situations

In addition to separate populations, spe-
cial clinical situations arise when treat-
ing IPV patients. For instance, the IPV
victim and her perpetrator both may be
your patients, or your patient may be sui-
cidal. Another special situation arises
when her abusive partner manually
strangled her during an assault.

Action Step No. 9:
Response System
You need a team approach to lay the
groundwork for effective IPV interven-
tion in your practice setting. Two critical
ingredients set the stage for success:

B Provide training for your staff to




understand and respond to IPV.

B Designate a practice setting “IPV
champion” who becomes your local
expert on policies, procedures, and
local resource coordination.

Action Step No. 10:

Respond to Abuser

Although your first concern must be the
safety of the IPV victim who is not safe
until the abuse and battering stops, you
also must care about your patient’s abuser.
Caring about IPV abusers can be a means
of ending the abuse and ensuring the vic-
tim’s safety. Remember, even when vic-

tims leave their abusers and are safe, there
is a high probability that their untreated
abuser will victimize a new partner.

You can learn more about identifying
IPV in your practice and preparing your
practice setting for effective interven-
tion in our book. The accompanying CD-
ROM contains resources such as med-
ical records forms, patient handouts,
and even a staff training guide. The book
can be ordered from the Virtual Lecture
Hall of Medical Directions, Inc., or
through amazon.com. (See box.) Online
training with CME credits featuring the
information in the book also can be
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found at www.vlh.com.

Physicians and health care providers
have a unique opportunity to identify
and intervene with IPV in their practice
settings. Doing so can save lives, pro-
mote patient health, and enhance a
patient’s well-being. Los Angeles physi-
cian Bruce B. Ettinger sums this up quite
well: “Set up a response system if one
does not already exist, and take the risk
and ask questions. The reward will equal
anything you have ever done in medi-
cine. You will save a life.”

Dr. Taliaferro is an emergency physi-

cian and the medical director of the
Keller Center for Family Violence Inter-
vention at San Mateo (CA) Medical
Center. Dr. Surprenant has served as a
representative to the American Medical
Association’s Education Committee of
the National Advisory Council on
Abuse and Violence, is active in family
violence research, and 1is the lead
author of the online CME program,
Current Management of Domestic Vio-
lence: Responding to IPV (available at
www.vlh.com). Please contact Dr. Tali-
aferro at ellent@mac.com for more
information and resources about IPV.

Always means board certified.

To join now, contact the American Academy of Emergency
Medicine at 800/884-2236. For additional information see
www.aaem.org or contact info@aaem.org.






