Perinatal Boest Practices

Patient presents for care. Assessment for potential/actual abuse is made.
Suspicion/evidence of abuse is made by:

Information obtained from routine history
questions could include: "Are you in a relationship
with a person who threatens or physically hurts
you?"

Signs/symptoms (current or past) of abuse
observed. Questions asked could include:
"Did someone cause these injuries?"

Patient response is
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Obtain further information by asking Despite denials, provide information, options
questions such as: "Would you like to in an open-ended, non-threatening manner
talk about what is happening to you?" with comments such as: "If these injuries
"How do you feel about it?" "What would were to be caused by someone and you want
you like to do about it?" help in the future, here are some numbers
¢ and ideas that could be helpful to you."
Assess sense of safety, network for ¢
support, readiness/willingness to leave
relationship Provide information (for future use)

regarding available resources
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Provide information regarding: 1)
Economic referrals 2) Shelters 3) Legal
options arrest/restraining orders, etc.
4) Counselors 5) Assist with action/exit

plan

Does not
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1. Treatment of any and all physical injuries must be addressed. If patient is pregnant, fetal well-being must also be assessed

2. Comments should be affirming and nonjudgmental. Attitude should be receptive and encouraging. Assess emotional status,
evaluate for suicidal ideation, depression, acohol or drug abuse: referral to psychiatric and/or AODA consultant if appropriate.
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