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control over the victim and the household.
ÒMost abusers actually see their behav-

ior as appropriate,Ó said Dr. Alpert. ÒThey
feel this is the way their lives should be.Ó

� Elder abuse. This has many of the
same characteristics of intimate partner
abuse, she said. However, the abuser can be
a caregiver, a partner or both.

In some cases, it is Òdomestic violence
grown old,Ó she explained, where the abuse
has been going on for a while but is discov-
ered only later in life. Sometimes, the victim
is a widow or recently divorced, having little
experience with dating and assuming that
abuse is Òpart of the modern world.Ó

Abuse may also be late-onset, when a
relationship becomes controlling or abusive
as the couple ages and one partner becomes

sick or disabled, for example. Another sce-
nario, said Dr. Alpert, is the Òcomeuppance
syndrome,Ó when a victim starts abusing her
perpetrator after the latter becomes disabled.  

Elderly victims often have issues and
fears unique to their situations, she added.
For example, victims may be frail or disabled
and be highly dependent on the abuser for
basic needs such as transportation and hous-
ing. In addition, they may fear being institu-
tionalized or losing access to health insur-
ance or other benefits, or may be reluctant to
seek help due to pride or religious and cul-
tural beliefs about marriage. 

� Childhood abuse. While internists
do not have children as patients, Dr. Alpert
noted that they should know about the seri-
ous emotional and physical scars that abused
children carry into adulthood.

The most common type of childhood
abuse is neglect, followed by physical, sexu-
al and emotional abuse, said Dr. Alpert.
Children who witness violence also suffer
from seeing, hearing and experiencing the
aftermath of violence against a parent or
caregiver. Children often learn from these
experiences that violence is an expected way
to negotiate relationships and that it often
goes unpunished. As a result, they enter their
adult years feeling that the world is neither
safe nor secure.

To illustrate how such experi-
ences carry over into adulthood,
Dr. Alpert cited the now-famous
Adverse Childhood Experiences
(ACE) Study, conducted in the
mid-1990s by Kaiser Permanente
and the CDC.

The ACE Study was launched
to investigate the long-term rela-
tionship of childhood experiences
to medical problems in adulthood.
Researchers found that just over
half of the 17,000 participants had
at least one of several exposures:
physical, psychological or sexual
violence; witnessing violence
against their mother; substance
abuse in the household; mental ill-
ness or suicidality in household; or
a household member in prison.
The more exposures patients had,
the higher their risk of smoking,
alcoholism, drug use, chronic
depression and other problems in adulthood.

ÒWe should routinely seek a history of
childhood experiences,Ó advised Dr. Alpert.
ÒWe will learn best if we ask them, Ôhow has
this affected your life and health?Õ Ó

A screening climate
To screen for abuse, Dr. Alpert suggest-

ed following the RADAR strategy, one she
developed in 1992 for use in the first
Massachusetts Medical Society ÒCampaign
Against Domestic ViolenceÓ: 

Remember to ask

Ask directly

Document findings

Assess for safety 

Review options and refer

To that mnemonic, she said she adds an
ÒFÓÑfor follow-up.

ItÕs important, she said, to create a Òcli-
mate for inquiry.Ó Think of wearing a button,
for example, that says ÒAsk MeÓ or ÒIÕve been
trained about domestic violence.Ó Display
posters in the waiting room and include tear-
off cards with numbers of hotlines and sup-
port services or include an item about sup-
port services in your practice newsletter.

In the exam room, think of screening for
abuse in the same terms you would screen for
angina, starting with a general inquiry and
proceeding based on the patientÕs answers.
ÒNo one would ever say ÔIÕm not going to ask

about angina just because someone might say
yes and it would ruin my schedule.Õ Ó

Physicians should frame the first ques-
tion as a routine inquiry about whether the
patient has ever been hit, hurt, threatened or
made to feel fearful by a partner, Dr. Alpert
said. ÒAbout 85% of the time, the patient will
say ÔnoÕ and youÕve taken only a few seconds
out of the visit.Ó

Sometimes a patient will answer the
question indirectly by saying something like,
Ômy husband loves me,Õ or Ôthings are usually
OK,Õ Ó she said. ÒThatÕs a Ôyes.Õ When this
happens, let patients talk about their situa-
tion for a few minutes and then ask if they
are in danger right now.Ó Most patients will
say Òno,Ó she said, and you can end the visit
by giving them some support numbers to call
and setting up another visit to discuss the
issue in more detail.

ÒOnly once in a blue moon will you get
a patient in a crisis,Ó she said. In that small
percentage of cases, the physician must take
extra time to place the patient in a separate
room and call a domestic violence advocate
and possibly the police, just as they would
admit an unstable patient with angina to the
hospital.

Exam and follow-up
Apart from the responses to screening,

certain injuries or conditions should prompt
suspicion of abuse, she said. Those include
chronic pain symptoms without any appar-
ent etiology, psychological distress, evidence
of rape, injury during pregnancy, or a partner

who is overly protective or refuses to leave
during the visit. 

During the physical exam, note any
unexplained injuries, bilateral or multiple
injuries, or a delay in seeking care for an
injury, said Dr. Alpert. You should also sus-
pect abuse if the patientÕs explanation
doesnÕt fit the injury or if the patient has a
history of using emergency services.

Once abuse is confirmed, make sure to
document with photographs, written
descriptions or diagrams, which may have to
be used in court, she said. 

The physicianÕs role is to communicate
concern, provide information and options,
protect the patient, and provide treatment.
ItÕs important to validate and empathize with
the patient, she said, letting them know they
have choices and that help is available.

Getting involved in domestic abuse
cases can be emotionally draining for physi-
cians, especially at first, she conceded. Even
when you do everything you can for patients,
they still might opt to stay with their abuser
for practical reasons, and Òwe have to accept
their decision.Ó Ultimately, she said, patients
have to determine their own course.

ÒWe want to help them but also empow-
er them,Ó she said. ÒWe donÕt want to become
the next person that they are dependent
upon.Ó �

The information included herein should
never be used as a substitute for clinical judgment
and does not represent an official position of
ACP.
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Intimate partner violence affects

1.5 million American women and

835,000 men every year.

Recognizing signs of intimate partner violence

Clinical presentations

¥ Acute injury
¥ Chronic sequelae of

injury
¥ Headaches
¥ Abdominal pain
¥ Pelvic pain
¥ Recurrent STDs
¥ Eating disorders
¥ Musculoskeletal 

complaints
¥ ÒUnrelatedÓ health

effects

Mental health presentations

¥ Sleep disturbances
¥ Drug abuse or alcoholism
¥ Chronic pain/somatization

disorders
¥ Anxiety, panic
¥ Depression
¥ Post-traumatic stress 

disorder
¥ Hypervigilance
¥ Dissociation
¥ Suicidal ideation or

attempts

PHILADELPHIAÑAs a sign of whatÕs
wrong with professionalism today,

Annual SessionÕs Keynote speaker consid-
ered the changing media images of physi-
cians over the past 40-plus years. What does
it say about the profession that televisionÕs
prime-time favorites have gone from the
kindly and trusted ÒMarcus Welby, MD,Ó to
the self-absorbed stars of ÒHouseÓ and ÒER?Ó 

These and other popular dramas por-
tray physicians as Òmoody, rude, argumen-
tative, uncooperative and disrespectful,Ó
said T. Jock Murray, MACP, former dean
of Dalhousie Medical School in Halifax,
Nova Scotia, and professor emeritus of

medicine (neurology). 
In real life, such charac-

ters Òwould be the subject of
official complaints and trashed
in student and trainee evalua-
tions,Ó he said. But while TV
shows may exaggerate for dra-
matic effect, they are sympto-
matic of a general erosion of
professionalism and a growing
public cynicism about the pro-
fession.

ÒIt reflects a public perception that pro-
fessionalism, if not terminally ill, is sadly in
need of medical attention,Ó he said.

That atmosphere calls for a new focus

on professionalismÕs three
core principles: competency,
the primacy of patient wel-
fare and social justice. Profes-
sionalism is not an attempt to
protect physiciansÕ power
and status, he noted, but a
call to practice medicine in
patientsÕ best interests.

ThatÕs not easy in an
environment increasingly
controlled by business inter-

ests. While itÕs possible for business and
medicine to work together, he said, itÕs also
important to recognize them as two separate
spheres with different ethical systems. Just

as physicians will never change industry
ethics, business should not try to make med-
icine conform to a business model.

But professionalism cannot thrive
unless physicians learn its underlying con-
cepts and defend them, said Dr. Murray.
While the College and others have come
out with new definitions of professionalism
(see www.annals.org/cgi/content/full/136/3/243),
individual physicians must be as conversant
with those principles as they are with dis-
eases and conditions.

ÒWe must be conscious,Ó he said, Òthat
every day, every moment, we are role mod-
els for future physicians and for what pro-
fessionalism is all about.Ó �
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