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FOREWORD

The HRSA Action Plan to Prevent Family and Intimate Partner Violence is aout making a
difference. It isabout bringing support to familiesin chaos. It isabout community-wide involvement
in violence prevention. The devadtating effects of family and intimate partner violence reach outward
from the immediate family into the extended family, the neighborhood, the workplace, the
community, the service system, and society. While the true magnitude of this problem is unknown,
what is known suggests a public health epidemic just as serious as any faced today. The coststo the
safety, hedth, and well-being of individua children, adolescents, parents, partners, and elders are
immeasurable. No oneisimmune. Everyoneisat risk. This epidemic affects everyone—and
everyone can play arolein its prevention.

In 1995, the Hedlth Resources and Services Adminigtration (HRSA), U.S. Department of Health
and Human Services, launched the National Family and Intimate Partner Violence Prevention
Initiative. The purpose of the Initiative was to formulate an Action Plan to guide HRSA's response
to family and intimate partner violence through the end of the 20th century and into the 21st. HRSA
has |eadership responsibility for health service and professiona workforce issues related to access,
equity, quality, and cost of care, and pursues these respongbilities by providing leadership to assure
the support and delivery of primary hedth services, especidly to disadvantaged populations and
those with specid hedlth care needs.

This Action Plan symbolizes HRSA's commitment to make the prevention of family and intimate
partner violence an Agency priority. HRSA recognizes that no single Federa agency has the
resources or capacity to do the job aone; therefore, it islooking to join forces with other Federd
agencies, State and locd governments, professiond associations, foundations, universities and
colleges, corporations and businesses, community groups, and individuas to bring this epidemic to
an end. Five components—poalicy, training, service delivery, family education and prevention
promotion, and research and eva uation—focus the activities of the Action Plan. While specific
gods and drategies are identified for each of the components, other strong messages are woven
throughout the Plan:

C The agenda for improving the hedlth care system's response to family and intimate partner
violence must be comprehensive, family centered, integrated, flexible, repongve to cultura
and linguistic concerns, and outcomes oriented.

C Interdisciplinary training and education to increase the competency of the hedth care
workforce in violence prevention, screening, and treatment are the building blocksto a
responsive system of care,

C Family and intimate partner violence must be fought through well-crafted educationa
programs that reach both those who need help and those who can help. Recruitment of
maesin violence prevention effortsis criticdl.



C Trandferring knowledge and research on family and intimate partner violence to the hedlth
care workforce within communitiesis critica to strengthening protective factors in individuds
and families

C Effective violence prevention activities are those that involve the community—the
consumers—in planning right from the gart.

While the reduction of family and intimate partner violence is not anew focus for HRSA, the
Initiative which began in 1995 marked the beginning of anew vison of HRSA'srole in addressing
this public hedth problem. The Action Plan to Prevent Family and Intimate Partner Violence
presents a blueprint for taking the next steps to break the cycle of violence in our families.

HRSA isusng its network of community and migrant health centers, programs for mothers and
children, rurd hedth programs, and its hedth professons training programs and programs for specid
populations as the centerpiece of its response. The mechanisms that HRSA has established to
monitor the Agency’s violence prevention activities ensure that action steps are developed and
resources are directed toward activities that are responsive to the goads and actions outlined in this
Action Plan.

Equdly important to HRSA'’ s success is the development of partnerships with other Federa
agencies and the private sector to address policy and program issues presented in the Action Plan.
Communities are dso encouraged to examine carefully the gods and actions presented in this
document and either select those most appropriate to their programs and populations or use them as
a springboard for developing other ones.

I

Claude Earl Fox, M.D., M.P.H.
Acting Adminigtrator

December 3, 1997



INTRODUCTION

The Health Resources and Services Adminigration’s (HRSA) Action Plan to Prevent Family and
Intimate Partner Violence is about HRSA making a difference in the hedth care sysem'’s
response to a problem of epidemic proportions. Family and intimate partner violence encompasses
arange of violent, abusive, and neglectful behaviors within families and in intimate reationships. The
exhibit on the fallowing page, The Scope of Family and Intimate Partner Violence, capturesthe
many facets of the problem.

HRSA can plan, implement, and evauate family and intimate partner violence prevention activitiesin
the areas of Policy, Training, Service Ddlivery, Family Education and Prevention Promotion, and
Research and Evaluation. Goals and actions defined by HRSA for each of these areas are detailed
in Chapters| through V of this Action Plan. Appendix A presents the Action Plan Devel opment
Process, providing information on the Planning Committee Meeting and the Nationd Invitationa
Mesting, along with aligting of the HRSA Steering Committee members and Office of Minority
Hedth gaff instrumental in the development process. Appendices B and C, respectively, present
listings of the Planning Committee Meeting and Nationd Invitationa Mesting participants. Appendix
D provides alisting of suggested resources, and Appendix E presents selected materias from the
Nationd Invitational Mesting.

What I's Known About Family and I ntimate Partner Violence?

Researchers agree that family members and partners who engage in any one form of violence are
likely to engage in other forms of violence. For example, studies show that partner abuse and child
abuse occur together in the same family 50 to 70 percent of the time (Walker, 1985 and Shesahan,
1991). Thefinancid, physicd, and emotiona costs of family and intimate partner violence are high.
Within the immediate family, both victims and witnesses are known to suffer long-term effects,
including physicd illness, depression, and loss of sdf-esteem. The Corporate Alliance to End
Partner Violence reports that, nationdly, businesses lose more than $4.5 billion every year due to
the consequences of partner abuse through absenteeism, hedlth care costs, high worker turnover,
and lower productivity (CAEPV, 1996).

Child Abuse and Neglect

Over the past 30 years, dl mgor causes of childhood death from injury and disease have declined,
except one—violence. Homicide of young children has nearly doubled, and homicide and suicide
of older children have nearly tripled (Singh and Yu, 1996). The Nationa Center on Child Abuse
and Neglect (NCCAN) sponsors nationa incidence studies on violence involving children. Its 1996
study reveds an darming increase in abused and neglected children, from 1.4 millionin 1986 to 2.8
million in 1993. Over the same period,



The Scope of Family and | ntimate Partner Violence
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by parents

by family members
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by adults who frequent the household
by shlings

by other children
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the number of children who were serioudly injured as a result of maltrestment quadrupled from
nearly 142,000 to nearly 570,000. Maltreated children are at high risk for such problems as
developmenta ddlays, school-reated problems, drug abuse, and physica and emotiond problems
throughout their lives (NCCAN, 1988). Y outh in detention facilities frequently report histories of
physica and sexud abuse (Sheahan, 1991). Research dso suggests alink between child sexud
abuse and teen pregnancy. Teenswho are victimized as children tend to engage in sexua
intercourse earlier, and are less likdly to use contraceptives, than non-abused teens (Boyer and Fine,
1992).

Partner Abuse

Partner abuse encompasses a broad range of behaviors on the part of the abuser to isolate and gain
control over thevictim. A 1985 Nationa Family Violence Survey found that more than 3 out of
every 100 women were severdly assaulted (e.g., punched, kicked, choked, or had a knife or gun
used on them) by their partners during the previous year. The CAEPV reports gpproximately
13,000 acts of violence against women at work each year by husbands or boyfriends. A Federd
Bureau of Investigation study found that approximately 28 percent of the 5,373 femae homicidesin
the United States in 1992 were women murdered by their husbands or boyfriends (FBI, 1994).
The impact of partner abuse on health care resources is tremendous. Approximately 11.7 percent
of women who seek hospita emergency room trestment do so for battering-related injuries (Abbott
et d, 1995). In addition to physical injuries, victims experience many other types of hedth
problems, including: depression; post-traumeatic stress disorder; eating and deeping disorders;
substance abuse; hypertension; chronic pain or fatigue; and miscarriages (Shelley, 1995). Pregnant
women and their unborn children are particularly vulnerable—violence often occurs for the first time
or escdates during pregnancy (McFarlane et a, 1992). Victims of partner abuse and their abusers
come from dl income levels and culturd backgrounds. According to Hadley (1996), few victims
openly disclose the violence in their lives due to shame, awkwardness, and fear of not being believed
or of being blamed.

Parent/Elder Abuse

The ederly are not safe from matreatment. Elder abuse occurs both in families and in inditutions.
Because abused and neglected dderly persons are often isolated in society, in their communities,
and in their own homes, the extent of eder abuseislargey unknown. The Nationd Center on Elder
Abuse estimates that between 1.5 and 2 million people in the United States over the age of 65, or
about 5 percent of the ederly population, are abuse victims each year. The National Center on
Elder Abuse found that 241,000 cases of elder abuse were reported to authoritiesin 1994. Based
on the limited research on e der abuse, the factors that seem to be the most likely are the unhedthy
dependency of the abuser on the elder and vice versa, the psychologica state of the abuser, the
physica and/or menta condition of the elder, the socid isolation of the family, and a continuation of
partner abuse into the older years. Asexplained by Campbell (1996), most ederly victims do not
know where to go for help or are too ashamed to tell anyone about the abuse. In Situations where
elderly parents are abused by adult children in care-giving roles, the lack of support for the care
giver frequently intensfies the problem.



What Are the Critical Issuesin Violence Prevention?

The criticd issuesin the prevention of family and intimate partner violence which form the basis of
this Action Plan are described below.

Cultural Competency—Effective prevention of family and intimate partner violence hinges upon
the development of cultura competency within the hedlth care workforce. As defined by HRSA,
culturd competency is A life-long process which includes the examination of one’s own
attitudes and values, and the acquisition of knowledge and appreciation of cultural
differences and similarities within, among, and between groups, resulting in skillsand
behaviors that facilitate the provision of quality and acceptable primary health care and
health education to underserved and vulnerable populations. A culturally competent agency
honors and respects beliefs, interpersonal styles, attitudes, and behaviors of individuals who
are clients, aswell as the multi-cultural staff who are providing services at the level of policy,
administration, practice, and advocacy. In addition, the agency: (1) demonstrates the
capacity for cultural self-assessment; (2) conducts cultural-based needs assessments for
service planning purposes; (3) incorporates cultural knowledge into primary care practice;
and (4) develops and maintains a staff that is reflective of the client population.

Professional Training—Health care providers need training, protocols, and “best practice’
models on how to identify and intervene effectivey with families or individuas experiencing, or at-
risk for, violence. Further, representatives of underserved populations need affordable, available,
and accessible training to be able to enter the hedlth care workforce.

Screening—Family and intimate partner violence victims and their abusers are greatly under-
identified by hedlth care providers, making routine screening a critical need. Providers must be
prepared to screen the same patients repeatedly, in that many patients may not be ready to disclose
the violencein ther lives the firg time that they are screened.

Managed Care —Family and intimate partner violence prevention detection and treatment services
must be integrated into the managed care arenato dlow for family or individua access to needed
services.

Community Education—There is a need to educate the media, employers, and the generd public
about the causes, dynamics, and characterigtics of family and intimate partner violence and the
options for intervention and prevention. Many individuas do not see themsdves or others as victims
of violence or as abusers, and those who do often do not redlize that hedlth care providers are a
resource.

Funding—Federd, State, and community agencies must redefine their funding streams and pool
financid resources for family and intimate partner violence prevention initiatives to offset the



escaating uninsured population, cutsin programs for immigrants, and the potentia impact of public
welfare reform on families.

Mental Health—Mentd hedthisacritica violence prevention issue. Menta hedth services and
their promotion must become integra components of the hedlth care system’ s response to family and
intimate partner violence.

Prevention Message—A nationd multi-lingua health promation campaign must make it dear that:
(1) family and intimate partner violence is a preventable public hedth epidemic which impacts
everyone and isintolerable in any shape or form, and (2) everyone has aright to be safe in their
home, workplace, and community.

Standar dized Definitions—Standardized operationd definitions of family and intimate partner
violence must be developed by HRSA and utilized by policy makers, researchers, and service
providers, in order to ascertain the true extent of the problem and determine whether progressis
being made in prevention.

Research—Thereis acritica need for the coordination of research on family and intimate partner
violence a the Federd level in the areas of incidence and prevaence, health care and socid costs,
mental hedlth consequences, characterigtics of effective screening, prevention, and service
approaches, aswell asintervention and service outcomes. Research must encompass underserved
populations (e.g., the poor, the ederly, migrants, immigrants and refugees, individuas with
disabilities, the incarcerated, leshian and gay communities, minority youth, and so on), and both
victims and abusers.

Collaboration—Federa leadership is needed to develop and implement a collaborative,
comprehengve, interdisciplinary approach to family and intimate partner violence and a continuum of
community-based care. Resources at dl levels—Federd, State, local, public, and private—need to
be pooled into a strong and united force.

Community Owner ship—Community-basad coditions involving community leaders, advocates,
victims, survivors, and consumers (including men and indigenous populations) are essentid to
community ownership in family and intimate partner violence prevention. Promising vehiclesfor
prevention exist (e.g., neighborhood family centers, home-visiting programs, senior-to-senior peer
counsdling, school-based counseling, work-based programs, and hospital-based screening);
however, Federa |eadership is needed to help communities organize and pursue these vehicles.
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|. POLICY

HRSA policies to advance the prevention of family and intimate partner violence cross-cut four
major areas of the Agency’ s respongihility: Hedth Professond Training; Service Ddivery; Family
Education and Health Promotion; and Research and Evauation. The policy actions described
herein promote: (1) cultura competency in HRSA-funded programs and in the hedlth care provider
workforce; (2) afocus on mentd hedth in hedlth care service ddivery, research, professond
training, and family and community education; (3) the universa use of screening measures by hedlth
care providersto identify violent and at-risk families; (4) Federa leadership and collaboration at all
levels—Federd, State, local, public, and private; and (5) the use of standardized operationa
definitions of family and intimate partner violence by HRSA staff and grantees.

GOAL 1
Ensure the I ncorporation and Promotion of Cultural Competency When
Addressing Family and I ntimate Partner Violence

ACTIONS
A. Mandate that dl Bureaus and Offices incorporate cultura competency principlesin the
development of program guidances, announcements, requests for proposass, publications,
and training maerids

B. Egtablish a mechanism for involving advisory groups of diverse culturd and ethnic
backgrounds to provide guidance to HRSA at dl levelsin the development of programs,
research activities, and evauaion studies rdevant to family and intimate partner violence.

C. Initiate and/or expand inter-governmenta and intragovernmental agency discussons on
family and intimate partner violence that focus on the sharing of agency definitions, policies,
and practices relevant to cultura competency.

D. Mandate that HRSA-funded initiatives (education and training, prevention promation,
sarvice ddivery, and research) related to family and intimate partner violence incorporate
principles and practices of cultural competency into policy decison making and program
devel opment.

E Work with nationa advocacy organizations and State and local governments to facilitate the
sharing of culturally competent programs, policies, practices, and training materials anong
hedlth care decision and policy makers, educators, and service providers.



GOAL 2
Promote the I ntegration of Mental Health Care into I nitiatives Addressing
Family and I ntimate Partner Violence

ACTIONS

Collaborate with mental heglth public and private agencies and organizations on the mental
health issues surrounding family and intimate partner violence and ways to address these
Issues through HRSA-funded programs.

Support funding of family and intimate partner violence prevention initiatives that promote
both physica and mentd hedth.

Identify and disseminate to HRSA-funded hedlth care providers and training inditutions
model cross-system protocols that focus on both the physical and menta health aspects of
family and intimate partner violence to facilitate an integrated approach to prevention and
treatment.

GOAL 3
Support the Universal Use of Routine Family and | ntimate Partner
Violence Screening Measures

ACTIONS

Initiate and/or expand inter-governmenta and intra-governmenta agency discussions that
focus on sharing family and intimate partner violence screening policies, protocols, and
practices.

Egtablish amultidisciplinary and multi-cultural advisory committee to assst HRSA in
Identifying various types of screening measures and the critical components of those
measures.

Support mechanisms for pilot testing the reigbility, vdidity, and adaptability of various types
of screening measures in HRSA-funded programs.

Provide training to HRSA Bureau and Office g&ff (e.g., through the HRSA Colloquia
Series) on the incorporation of screening measures into HRSA-funded programs.

Support funding for grant applications that incorporate: (1) promotion of and guidance on

the use of screening measures in health professions education/training; and/or (2)
implementation of routine screening measures into service ddivery.

10



Work with continuing education and professond accreditation organizations to advance the
universal use of routine screening measures by hedlth care providers.

GOAL 4
Promote Federal, State, and Local Governmental and Private Agency
Collaboration In Efforts to Prevent Family and | ntimate Partner Violence

ACTIONS
Establish a mechanism to initiate discussions and forge partnerships with other agencies
within the U.S. Department of Health and Human Services and with the U.S. Departments
of Defense, Education, and Jugtice to jointly fund family and intimate partner violence
collaborative initiatives, and use current communications technology to highlight and promote
model violence prevention programs.

Establish mechanisms to involve foundations and corporations in inter-agency discussions on
collaborative funding initiatives.

Utilize funding priorities to foster collaboration among loca governments, community-based
organizations, and other locd entities (e.g., civic organizations, the military, and the business
and faith communities) in dl HRSA grant-funded programs to prevent family and intimete
partner violence. To ensure broad community collaboration, develop acommon definition
of “community” for use in program guidances to include culturd groups, indigenous
populations, the workplace, grassroots organizations, military bases, and consumers.
Require documentation of experiences and results from these collaborative initiatives through
program eval uations and reports.

Form amultidisciplinary and multi-cultura work group, with members sdlected from the
roster of Nationd Invitational Meeting participants, to study the consequences of wefare
reform on victims of family and intimate partner violence and provide feedback to HRSA
and other Federd agencies.

Engage managed care industry leadersin discussons about family and intimate partner
violence, itsimpact on physical and menta health, and how the problem can be prevented
and treated through HRSA and hedlth maintenance organizations (HMO).

Support joint publications between the U.S. Department of Hedth and Human Services and
other Federd agencies of resource materials on community-based solutions to family and
intimate partner violence.

Cresate and maintain, under the HRSA web Ste, afamily and intimate partner violence
prevention web site. Post descriptions of successful models of professionad training and
education, service delivery, family education, and research and evauation.

11



GOAL 5
Advance the Use of Standardized Definitions of Family and I ntimate
Partner Violence Within HRSA

ACTIONS
Provide training to HRSA Bureau and Office g&ff (e.g., through the HRSA Colloquia
Series) on family and intimate partner violence that results in a shared understanding of the
problem, who it affects, and how it is manifested in behaviors.

Develop operationd definitions of family and intimate partner violence adong the lines of
those developed by the Centers for Disease Control and Prevention and the Agency for
Hedth Care Policy and Research. Ensure that HRSA staff and grantees apply the
operationa definitions to the collection of data.

12



II. TRAINING



II. TRAINING

Competency in identifying, tregting, and preventing family and intimate partner violence is srongly
tied to professond training. Used herein, training refers to the complete range of knowledge and
skill-building opportunities for health care providers, spanning from undergraduate/graduate
education courses to continuing professiona development programs. Hedlth care providers, as
defined herein, include university/college faculty involved in hedlth professons training, program
adminigtrators, and primary care providers (e.g., physicians, dentists, nurses, midwives, medica
socid workers, and so on.) This section addresses three education and training issues surrounding
the development of a competent health care workforce. Specificadly: (1) thereis aneed to equip
health care providers with knowledge and skills pecific to family and intimate partner violence
prevention; (2) interdisciplinary collaboration is needed to make professiona education and training
relevant, effective, and accessble; and (3) community involvement is crucid to shape, provide, and
evauate professond education and training programs that are responsive to the uniqueness of each
community’s populations, needs, and resources.

GOAL 1
I mprove and Expand Family and | ntimate Partner Violence Education
and Training for Health Care Providers

ACTIONS
A. Provide support through grant and/or cooperative agreement mechanisms for HRSA-funded
education and training centers to utilize distance learning technologies in promoting education
and training on family and intimate partner violence. Strengthen the capacity of the
education and training centers by providing an inventory of training and educationd
resources (e.g., Harvard School of Public Hedlth’s National Trainer’s Database, and
National Directory of Violence Prevention Programs).

B. Explore options for establishing Interdisciplinary Centers of Excellence to serve as modd
training programs on family and intimate partner violence.

C. Create an integrated approach within HRSA to identify and enhance the availability (through
the use of HRSA'sfamily and intimate partner violence web Site, nationd clearinghouses,
and resource centers, etc.) of curriculum resources that promote cultural competency,
mental hedlth, collaboration, universal use of routine screening, and standardized operationd
definitions and protocolsin the delivery of family and intimate partner violence prevention
services.

D. Facilitate academic-community partnerships to ensure inclusiveness of community
populations and their specific concernsin the design and delivery of training relevant to
family and intimate partner violence.



Facilitate the expangon of train-the-trainer programs to promote knowledge of the clinical
agpects of family and intimate partner violence. Utilize mechanisms to provide technicd
assigtance to communities on developing a core group of such dinicaly-skilled trainers.

Support the development of scholars dedicated to advancing knowledge about the
prevention of family and intimate partner violence by: (1) incorporating rlevant curriculainto
current HRSA-funded fellowship programs, and/or (2) establishing a distinct HRSA
fdlowship program in the field of family and intimate partner violence prevention.

GOAL 2
Develop Mechanisms for Collaboration to Address Family and I ntimate
Partner Violence Education and Training | ssues

ACTIONS
Ensure web site linkages between HRSA and current and potentia partners to strengthen
and/or foster collaboration in training and educeation (e.g., Harvard School of Public Hedth's
proposed Internet on-line services for violence prevention specidists).

Deveop mechanisms for involving community-based “Family and Intimate Partner Violence
Coordinating Councils’ or amilar collaborative entities in the design and implementation of
HRSA-funded education and training programs.

Pursue collaboretive partnerships to utilize communications technologies, such as satdlite
teleconferences, for professiona conferences and other types of education and training
activities.

Participate in jointly-funded family and intimate partner violence prevention training
programs, such as the Harvard/Education Devel opment Center Advanced Violence
Prevention Training Program (now receiving joint funding from the HRSA Maternd and
Child Hedlth Bureau and the U.S. Department of Education’s Safe and Drug Free Schools
Program).

GOAL 3

15



Promote Cultural Competency as an Overarching Principle in HRSA-
Funded Family and I ntimate Partner Violence Education and Training
Programs

ACTIONS
Fadilitate through funding mechanisms the incorporation of culturaly competent practices
into family and intimate partner violence prevention training curricula and the teaching
activities of HRSA grantees. For example:

1) Utilize focus groups, with participants representing the community’ s populations and
consumers, to help define community needs for training programs,

2) Make use of advisory boards or smilar entities, with members representing the
community’ s populations, to advise the program on curricula design, devel opment,
implementation, monitoring, and evauation;

3) Involve educators and trainers who are reflective of the community in training
programs, and/or

4) Implement training programs that reach out to and target representative members of
the community.
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1. SERVICE DELIVERY

HRSA, with its nationa network of primary care services for disadvantaged and underserved
populations, isin a pivota position to help communities develop a continuum of care that stretches
from providing families with violence prevention information and skills to reponding effectively to
the diverse needs of victims. This section charts HRSA'’ s course to make improved access and a
continuum of care aredity in dl communities, while addressing severd issues. (1) fragmented
community services, (2) increesingly complex family stuations characterized by overlapping
problems of partner abuse, child abuse, substance abuse, and unemployment; (3) barriersto
accessible and acceptable services due to the lack of culturaly appropriate service ddivery systems,
the need for universal and routine use of screening measures, and gapsin critical service components
(such asthe lack of shdltersfor battered women with older children or insufficient efforts to engage
men in prevention and treatment efforts); (4) few opportunities for hedth care providersto learn
about and replicate modd service ddivery programs,; and (5) inadequate funding for services.

GOAL 1
Promote a Coordinated, Collaborative Approach to the Management
and Prevention of Family and I ntimate Partner Violence

ACTIONS
A. Through funding mechanisms, provide incentives for HRSA grantees to establish, or become
part of, their community’ s “Family and Intimate Partner Violence Coordinating Council” or
amilar service coordination entity, to: (1) bring together the provider community; (2) identify
available community services, and (3) inform both providers and consumers of the
availability of community services and how to access them.

B. Establish mechanisms to collect model collaborative and culturaly appropriate protocols on
family and intimate partner violence identification, assessment, and intervention. Utilize the
HRSA web site for posting protocols, and/or provide collected moddls to national
clearinghouses and resource centers for dissemination to the provider community. Draw on
protocols from nationd, State, and local organizations, including private for-profit and non-
profit organizations, voluntary and professond organizations, mode programs, and
academic and medical inditutions,

C. Sponsor conferences and meetings for HRSA-funded hedlth care providersto:
(2) share successful team gpproaches/modd s in the treatment and intervention of family and
intimate partner violence; and (2) provide technical assistance on building collaborative
trestment and intervention approaches.



Provide incentives for HRSA grantees to recruit community leaders in the prevention of
family and intimate partner violence (including individuas from diverse culturad and ethnic
populations, underserved communities, and managed care organizations) for membership on
their advisory boards.

GOAL 2
I mprove Access to Appropriate and Effective Family and I ntimate Partner
Violence Prevention and Treatment Services

ACTIONS

Fecilitate the universa use of routine family and intimate partner violence screening measures
among HRSA-funded service providers. For example:

1) Establish mechanismsto collect culturaly appropriate screening models, and

2) Disseminate the models through national clearinghouses and resource centers, or
post them on the HRSA web site.

Provide technical assistanceltraining to HRSA-funded hedlth care providers on: (1) the
etiology and symptoms of family and intimate partner violence; (2) when and how to use
screening measures or how to adapt them to the community’ s populations; and/or (3) when
and how to use community resources to confirm/rule out a diagnosis of family and intimate
partner violence.

Evduate the effectiveness of the universal use of routine screening measures among HRSA-
funded programs. For example:

1) Reguire that HRSA grantees report on their progressin screening patients for family
and intimate partner violence; and/or

2) Fund community-based demonstration projects to eva uate the effectiveness of
routine screening measures.

Provide incentives for HRSA-funded hedlth care providers to make available to dl patients
culturaly gppropriate educationd materids on family and intimate partner violence, including
information on safety planning and referras for services/resources in the community. Make
educationd materids avalable in waiting rooms of maternd and child hedth clinics, well-
baby clinics, hospitas, hedlth care providers' offices, etc.
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Provide technical assstance/training to HRSA-funded hedlth care providers on how to: (1)
gpproach patients about family and intimate partner violence and make gppropriate referrals
to community services, (2) reach underserved populations in their communities (e.g., through
outreach or home-based services, the faith/religious community, and other “non-traditional”
gpproaches); and (3) increase competency in the ddivery of servicesto diverse patient
populations.

Provide funding to assst underserved communities (migrant farm workers, isolated rurd
communities, inner-cities, American Indian reservations, and so on) develop their own
outreach plans and referrd drategies on family and intimate partner violence.

Establish mechanisms to ensure that HRSA-funded hedlth care programs incorporate
culturd competency principlesinto their practices, including a diverse, multi-lingud saff
reflective of the client population, the delivery of care within a cultural context, and the use of
culturally-based screening tools and patient information materids.

Convene aworking group (composed of shelter providers, hedlth care service providers,
and health professions association representetives) to explore the feasibility of developing
“one-stop shopping” program modes to ddiver integrated family violence intervention
services.

GOAL 3
Maximize Funding Sources to Support Services for the Prevention
and Treatment of Family and I ntimate Partner Violence

ACTIONS
Work cooperatively with other Federd agencies, State and loca governments, and the
private sector to identify new revenue sources for family and intimate partner violence
prevention initiatives. For example:

1) Engage other Federd agenciesin exploring joint funding opportunities for prevention
services, and/or

2) Convene State and community forums for providers and public/private program
fundersto: (@) examine gapsin sarvices, (b) increase awareness about family and
intimate partner violence; and (C) explore opportunities for public/private
partnerships.
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Anayze funding mandates to identify opportunities to replicate and/or expand successful
programs that provide family-oriented primary prevention health care services for abused
and battered persons. Make use of nationd clearinghouses, resource centers, and other
sources to select successful programs.

Facilitate technica assstance and training for HRSA granteesto ad in building relaionships
with advocacy groupsin order to influence legidation that supports service ddivery
programs for victims of family and intimate partner violence.

Explore ways to integrate screening and intervention activities for family and intimate partner
violence into HRSA grant programs for primary hedlth care.

Work with the Hedlth Care Financing Adminidration to examine the feasbility of usng
Medicare and Medicaid funds to offset the costs associated with family and intimate partner
violence screening activities and interventions.

Convene aworkgroup within HRSA to study the feasbility of implementing a single grant
gpplication for trestment and prevention services.

Increase awareness among community groups on funding possibilities for prevention and
treatment services. For example:

1) Create and maintain, on the HRSA web gite, alisting of grant programs that provide
funding for prevention and trestment services, and/or

2) Establish mechanisms to provide technica ass stance to community-based service

providers on grant writing and devel oping crestive collaborative gpproachesto
securing funds.
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V. FAMILY EDUCATION AND PREVENTION PROMOTION

Awareness and knowledge of family and intimate partner violenceis crucia to build a strong base of
public support for prevention. This section pdlls out aleadership role for HRSA in bringing
violence prevention education to individuas, families, and communities by addressng four
interrdlated issues: (1) the need to increase awareness of family and intimate partner violence among
the generd population; (2) alack of responsvenessin family and community education to the
cultura variables surrounding violence; (3) misperceptions of family and intimate partner violence
due to prevailing attitudes and beliefs, or seeing violence as someone else's problem; and (4) gapsin
community ownership of prevention education programs and campaigns by the media, businesses,
civic leaders, dected officids, and representatives of the community’s cultural populations.

GOAL 1
I ncrease Awareness of Family and | ntimate Partner Violence
Among Families and Communities

ACTIONS
A. Take aleadership role in planning and implementing anationa public heth campaign to
stop family and intimate partner violence that: (1) is based upon standard marketing research
of different target audiences; (2) offers unified and culturaly appropriate “ stop violence’
messages to the different target audiences, and (3) encompasses a variety of gpproaches,
such astelevison spots, public service announcements, and print materias.

B. Fogter information dissemination by supporting, contributing to, and promoting nationd
clearinghouses and resource centers concerned with the prevention of family and intimate
partner violence. For example:

1) Identify and dlocate funds toward the operation of the clearinghouses and resource
centers,

2) Provide resource materials and descriptions of model programs on family and
intimate partner violence prevention for dissemination to communities; and/or

3) Increase HRSA condtituents' knowledge of and access to these nationa
clearinghouses and resource centers.

C. Egtablish mechanisms to endorse afull continuum of opportunities for families to develop
parenting, care giving, stress management, and life skills (e.g., Mississppi Satute mandating
parenting classesin al junior high schools, Bienestar Family Service Project in Sunnyside,
Washington; AVANCE Family Support and Education Program in San Antonio, Texas, and
Mujeres Latinas en Accion in Chicago, Illinais).



D. Egtablish mechaniams to utilize survivors as advocates and disseminators of information
about family and intimate partner violence, including facts regarding the magnitude of the
problem and protective/preventive strategies.

GOAL 2
Ensure the Development and Promotion of Culturally Appropriate Family
and Community Education Programs

ACTIONS
A. Establish mechanisms to empower communities to conduct needs assessments, and develop,
implement, and evauate family-focused family and intimate partner violence prevention
educationd programs and campaigns to ensure that cultural variables are incorporated into
programs. For example:

1) Provide technical assistance to communities on the needs assessment process and
on program development, implementation, or eva uation; and/or

2) Through funding incentives, foster the development of locd advisory groups
(representative of HRSA-funded programs, community grassroots organizations,
non-tradiitiona partners, and violence survivors) to asss in identifying family and
community education needs, gaps, and barriers, and to develop responsive
education program strategies.

B. Involve persons with relevant cultural and ethnic backgrounds in the development of
culturaly gppropriate family and community educationad materids that address family and
intimate partner violence across the life cycle sages (i.e., prenatal development, infancy,
early childhood, childhood, adolescence, adulthood, and older adulthood). |dentify points
of entry a each life cycle stage (i.e., materna and child health programs, child care and
school hedlth programs, public housing complexes, hedlth care service providers, the
workplace, colleges, churches, sports and recreation programs, and senior citizen programs)
for dissemination of materids. Materids should be culturaly responsve and multi-lingud.

C. Facilitate collaboration among other hedlth entities, State and local socid and judicid
systems, community-based organizations, and educationa systemsto help customize
culturaly relevant programs and intervention sirategies for specific communities and settings.

D. Research and gather culturaly appropriate materids and descriptions of modd programs
and provide to nationa clearinghouses and resource centers for dissemination.

GOAL 3
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Promote Public Support for Making the Prevention of Family and I ntimate
Partner Violence Everyone's Responsibility

ACTIONS
Facilitate, through funding opportunities, partnerships among nationad groups, community
organizations, and non-traditiond partnersto gain support for educationd initiativesin family
and intimate partner violence prevention. Give priority to grant applicants that demongtrate
collaboration with non-traditiona partners, such as the Rotary Club, the Kiwanis, the Boy
Scouits, the Girl Scouts, the Older Women's League, the rdligious community, eementary
and secondary schooals, the corporate sector, sports organizations, and the crimind and
juvenile judtice systems.

Identify and allocate funding for the design and evauation of pilot demonstration projects on
mae involvement in family and intimate partner violence prevention. Disseminate findings on
effective modes to the communities.

Facilitate the development and dissemination of educationd materidsin forms suitable for
different audiences (i.e,, legidators, policy makers, community leaders, and the media) and
applicableto locd jurisdictions, to enable the members of these audiences to become
advocates for locd initiaives on family and intimate partner violence prevention.

Make available on HRSA’ s web ste descriptions of: (1) model community violence
prevention campaigns, including those demongtrating non-traditional community partnerships
and the education of legidators, policy makers, community leeders, and the media; (2)
nationa clearinghouses and resource centers offering information that will asss in the
development of collaborative violence prevention campaigns, and

(3) nationd family and intimate partner violence reporting and referrd hotlines.

Support community-based education programs that train youth, adult, and elder survivors,
aswdl as other individuds, to become leadersin family and intimate partner violence
prevention education and advocacy.

Establish a mechanism of community-based outreach to ensure that dl women have access

to educationd materids that enable them to protect themsdves from being avictim of family
and intimate partner violence.
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V. RESEARCH AND EVALUATION

HRSA leadership in research and evauation of family and intimate partner violence would facilitate a
coordinated, systematic, and planned research and evaluation agenda, with Federa agenciesjoining
forcesto improve the quaity and quantity of violence-focused research. HRSA programs can
strengthen and expand the knowledge base of family and intimate partner violence by closing three
critical gapsin research on: (1) populations that have not been included or singled out in family and
intimate partner violence research, which often overlap with the populations that HRSA serves, (2)
the interaction between cultura variables and family and intimate partner violence; and (3) factors
that poserisk of, or offer protection from, family and intimate partner violence. HRSA can meet
another critical need by cresting viable interfaces between the research community and policy
makers, program administrators, educators, and health care providersin order to apply research
and evauation findings to professond training, family education, service ddivery, and policy
development.

GOAL 1
Foster Collaborative Multidisciplinary Approaches to Research Related
to the Prevention of Family and I ntimate Partner Violence

ACTIONS
A. Establish an Agency-wide research working group to establish research and evauation
prioritiesin family and intimate partner violence. The workgroup will interact with Bureaus
and Officesto identify promising and critica areas for research and explore funding
drategies.

B. Explore collaborative research posshbilities with potentia partners such as the Federd Inter-
Agency Task Force on Child Abuse and Neglect, the Advisory Council on Violence
Agangt Women, other agencies within the U.S. Department of Hedlth and Human Services
(e.g., the Centers for Disease Control and Prevention, the Health Care Financing
Adminigration, the Nationd Ingtitutes of Hedlth, the Agency for Hedlth Care Policy and
Research, the Adminigration for Children and Families, the Administration on Aging, Indian
Hedlth Services, and the Substance Abuse and Mentd Hedlth Services Adminigtration), and
other Federa agencies. For example, hold meetings and forums to develop an inter-agency
task force or amilar entity to examine substantive issues related to the funding, design, and
conduct of collaborative research and evauation projects on family and intimate partner
violence.



GOAL 2
Support Research to Expand Knowledge about the Prevention of Family
and I ntimate Partner Violence in Populations Served by HRSA

ACTIONS

Provide funding to support research and evaduation studies to close ggpsin knowledge
about HRSA-served populations, including but not limited to the formerly incarcerated, the
very poor, immigrants, the disabled, the aged, and the perpetrator. For example:

1) Request that national clearinghouses and resource centers conduct searches for
popul ation-specific data related to family and intimate partner violence;

2) Request from HRSA grantees information on the composition and characterigtics of
the populations they serve, including data on family and intimate partner violence
experiences,

3) Establish mechanisms to assess the current state of knowledge of the populations
sarved by HRSA, including the prevaence and incidence of violence, socio-
economic and demographic characteristics, help-seeking behaviors, and the
utilization of hedlth care resources; and/or

4) Forge research funding partnerships with foundations, corporations, and Federal
agencies serving the same populations as HRSA.

GOAL 3
Promote Research to | dentify Risk and Protective Factors Related to Family
and I ntimate Partner Violence, Including Resiliency,
Psychosocial, Predisposing, and Environmental Factors

ACTIONS

Support research to determine risk and protective factors in populations served by HRSA.
For example:

1) Request that national clearinghouses and resource centers conduct searches for data
on risk and protective factors and identify other sources of information on these
factors (e.g., research projects underway and unpublished papers);

2) Meet with gtaff from the U.S. Department of Justice (DOJ) to learn more about
DOJ s studies on risk and protective factors; and
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3) Support projects that vaidate and establish the rdiability and predictability of
current risk assessment instruments.

GOAL 4
Support Research Studies That Examine the I nfluence of Culture on
Family and I ntimate Partner Violence to Facilitate the Development
of Culturally Appropriate | nterventions

ACTIONS
Fund projects to assess available quditative and quantitative data on the influence of culture
on family and intimate partner violence.

Make use of afamily and intimate partner violence prevention advisory group comprised of
pecidigts from diverse cultural and ethnic populationsto: (1) identify and facilitete the use of
culturaly acceptable data collection tools in HRSA-funded studies; and (2) design and plan
research and evauation programs.

Fund research to study the causes, effects, and identification of family and intimate partner
violence and the effectiveness of prevention and trestment in populations served by HRSA.

Fund evauation projects to assess the effectiveness of different types of non-traditional
culturaly based interventions on the reduction of family and intimate partner violence.

Require HRSA-funded studies rdated to family and intimate partner violence to include
culture or ethnicity asavaridble in research.

GOAL 5
Support Evaluation Studies Related to Family and I ntimate Partner
Violence That Promote the Use of Multiple and Clearly Defined Outcome
Measures

ACTIONS
Support an outcome-based research agenda to address such issues as: (1) the screening and
identification of victims and abusers in hedth care settings, (2) the prevaence and incidence
of violence in populations served by HRSA; (3) culturaly acceptable assessment tools and
intervention srategies, (4) the history or cyde of violence in families; (5) violence outcomes
for help seekers versus non-help seekers; (6) the workforce and health care costs of
violence; (7) the costs and benfits of intervention versus non-intervention by hedth care
providers, and (8) risk, protective, and cultura factors influencing prevention outcomes.
Outcome data should reflect race/ethnic and subgroup differences.
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Incorporate into Requests for Proposals requirements for: (1) quantitative and qualitative
research; (2) sufficient time parameters to produce meaningful and conclusive findings, (3)
multi-te studies, as gppropriate; and (4) an evaluation component in demonstration service
ddivery projects, dong with the provison of technica assstance on the evauation
component.

GOAL 6
Encourage | mprovement in the Delivery of HRSA-Funded Services
Through Application of Research and Evaluation Findings

ACTIONS
Egtablish mechanisms to trandate research and eval uation study findings into clinical and/or
training applications and research-based instruments wherever possble. Incorporate study
findingsinto: (1) hedth care sandards relevant to family and intimate partner violence
prevention and intervention; (2) screening measures,
(3) training curricula; and (4) research-based instruments for assessing risk and protective
factorsin individuds, families, and communities

Utilize avariety of vehiclesto inform HRSA grantees and other constituents of research and
evauation sudy findings and practice implications, including:

(2) national clearinghouses and resource centers, (2) the HRSA web site; and

(3) conferences and forums.

Provide technica assistance to HRSA-funded health care service providerson: (1) the
goplicability of family and intimate partner violence research and evauation study findings to
the grantee' s community and service populations, (2) ways to incorporate revised hedlth
care sandards and violence screening measures into service delivery practices; and (3)
evaluating service ddivery practices based on the use of revised hedth care sandards and
violence screening measures.
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ACTION PLAN DEVELOPMENT PROCESS

The Hedth Resources and Services Adminigtration (HRSA), U.S. Department of Hedlth and
Human Services, has recognized family and intimate partner violence as amgor public hedth
concern for more than adecade. 1n 1995, that concern was sharpened when HRSA launched the
National Family and Intimate Partner Violence Prevention Initiative. A Steering Committee
for the Initiative was formed under the leedership of the Office of Minority Hedlth, with al four
HRSA Bureaus—Bureau of Hedlth Professions, Bureau of Health Resources Devel opment, Bureau
of Primary Hedlth Care, and Maternal and Child Health Bureau—represented by Committee
members. A list of Steering Committee membersis presented at the end of this Appendix. One of
the mgor Committee tasks was to plan for the Nationd Invitationa Meeting on Prevention of Family
and Intimate Partner Violence, a meeting that would bring approximately 100 key advisors together
to contribute to the Action Plan’ s development. The strategic planning and action plan devel opment
process is discussed below and depicted in the pictoria chart on the following page.

Planning Committee Meeting

In line with the collaborative thrust of the Initiative, the Steering Committee recommended the
involvement of a cross-section of organizations, programs, and disciplines in the development of the
Panning Committee and the planning of the Nationa Invitational Meeting. To acquaint the Planning
Committee with ongoing programs within HRSA, the Steering Committee provided oversight in
conducting an inventory of HRSA’s family and intimate violence prevention related activities: The
Steering Committee also recommended diversity in professiona backgrounds and cultura
experiences among Planning Committee Meeting participants. Once identification and recruitment of
Planning Committee Meeting participants was completed, reference materias were requested from
theseindividuas. These materids later served as resources during the Planning Committee Mesting.

The Planning Committee Meeting was held on December 14 - 15, 1995, in Washington, D.C., with
30 participants in attendance, representing academia, nationa and loca foundations, community-
based organizations, the rdigious community, hedth organizations, and Federd agencies.
Highlighted among the recommendations made during the Planning Committee Meeting thet gave
shape to the Nationd Invitational Meeting and, in turn, to the HRSA Action Plan to Prevent
Family and Intimate Partner Violence, were:

C Focus family and intimate partner violence in terms of partner abuse, parent/elder abuse, and
child/adolescent abuse, and define violence to include a broad range of destructive, violent,
and neglectful behaviors (please refer to The Scope of Family and Intimate Partner
Violence chart in the Introduction section). Define “family” and “intimate’ broadly and
inclusvely, so that violence in non-raditiona family units, as
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well as violence occurring between same-sex intimate partners, would be subsumed in the
Action Plan’ s violence prevention srategies.

C Within the Action Plan’ s framework, provide for the identification and establishment of
collaborative partnerships with other Federal agencies, State and local governments, as well
as naiond professona and advocacy organizations, foundations, businesses and
corporations, community-based violence prevention programs, and grassroots organizations.

C Define “modd” as a program or gpproach that works in preventing family and intimate
violence. Utilize modd programs at the Nationd Invitationa Meeting as a vehicleto
demondtrate to participants successful programs and Strategies. The resulting Action Plan
should reflect strategies evolved from mode programs or approaches and should set
redigtic gods and strategies consstent with HRSA’s mission.

C Sdect participants for the National Invitational Meeting who collectively represent diverse
cultures and knowledge of abuse within the recommended family life cycle stages of partner,
parent/elder, and child/adolescent. Likewise, select participants from diverse professona
backgrounds at the Federd, State, and community levels and from avariety of disciplines.

National Invitational Meeting on Prevention of Family and | ntimate
Partner Violence

Nationd Invitationa Meseting participants were identified and recruited based on the Planning
Committee' s recommendation for a participant base comprised of individuas from diverse cultura
and professond backgrounds. The Nationa Invitationa Meeting, held September

15 - 17, 1996, in Washington, D.C., was guided by three objectives. (1) to examine existing models
of violence prevention that have redized success in their respective communities,

(2) to identify critica areas of collaboration—between HRSA and community-based programs,
nationa organizations, foundations, and corporations—as related to family and intimate partner
violence prevention; and (3) to develop an Action Plan (which builds upon successful violence
prevention models) to assst HRSA in implementing a coordinated Agency-wide response to family
and intimate partner violence.

To achieve the Nationa Invitational Meeting's objectives, the Meeting' s approach had four major
components: (1) broad participant representation; (2) active participant involvement, including roles
as model program presenters, workgroup facilitators, and workgroup members, (3) a structured
action planning process; and (4) focused workgroups organized into five action planning tracks:
policy; training; service delivery; family education and prevention promotion; and research and
evauation.
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Across workgroups, participants included specidists in partner abuse, parent/elder abuse, and
child/adolescent abuse, and amix of HRSA, modd program, State and local public agency, and
business, nationa organization, and foundation representatives, as well as culturd diversty.
Representatives from six modd programs presented information on their effective strategies during
the Nationd Invitational Meeting (please refer to Appendix E., Selected National Invitational
Meeting Materials, Section A for descriptions of these Sx modd programs). Using a structured
action planning process and, specificaly, an Action Planning Worksheet as a guide, each workgroup
developed an Action Planning Report specific to their assgned track topic. Once completed, a
spokesperson from each of the five workgroups shared their Action Planning Reportsin agenerd
session to obtain feedback from dl Nationd Invitationa Meeting participants. Revisonsto the
Action Planning Reports were made accordingly.

Preparation of HRSA Action Plan to Prevent Family and I ntimate Partner
Violence

October 1996 marked the beginning of a series of meetings of the HRSA Steering Committee and
the Office of Minority Hedlth to review the Action Planning Reports generated during the Nationd
Invitationa Meeting and to refine and further synthesize them into adraft Action Plan. The Action
Plan to Prevent Family and Intimate Partner Violence presents a chapter for each of the five
Nationa Invitationa Meeting workgroup areas—Policy, Training, Service Ddlivery, Family
Education and Prevention Promotion, and Research and Evaluation. Each chapter presents gods
and related, achievable, stand done actions. The draft Action Plan was reviewed by the HRSA
Steering Committee and the Agency, aswell asthe Nationd Invitational Meeting participants, before
being findized.

Family and I ntimate Partner Telephone: 301-443-5619
Violence Prevention Steering Facsimile: 301-443-7853
Committee

Gwendolyn Clark, Chair

Project Officer

HRSA Family and Intimate Partner Violence
Prevention Initicive

Office of Minority Hedth

HRSA/DHHS

Parklawn Building, Room 14-48

5600 Fishers Lane

Rockville, MD 20857 Glenn Acham
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Public Hedth Andyst

Office of Program Development

Bureau of Hedth Resources Devel opment
HRSA/DHHS

Parklawn Building, Room 720

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6420

Facsimile: 301-443-3323

Mirtha Beadle

Deputy Director, Specia Projects of National
Significance

Bureau of Health Resources Development
HRSA/DHHS

Parklawn Building, Room 7A-08

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6439

Facsimile: 301-594-2511

Jennifer Burks

Chief, Planning, Evaluation and Legidation
Branch

Office of Research and Planning
Bureau of Health Professions
HRSA/DHHS

Parklawn Building, Room 8-67
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-1590
Facsimile: 301-443-7904

Juanita Evans, L.C.S.W.

Chief, Adolescent Hedlth

Office of Adolescent Health
Maternal and Child Health Bureau
HRSA/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-4028
Facsimile: 301-443-1296
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Senior Staff Management Office

Office of Minority and Women’s Health
Bureau of Primary Health Care
HRSA/DHHS

4350 East-West Highway, Room 3-2D4
Bethesda, MD 20814

Telephone: 301-594-4490

Facsimile: 301-594-0089

Betty Hambleton

Women's Health Coordinator
HRSA/DHHS

Parklawn Building, Room 14-15
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-5862
Facsimile: 301-443-0192

Francess E. Page, R.N., A.D.N., B.S.N.,
M.PH.

Senior Policy Analyst

Office on Women's Health

Office of Public Health and Science/DHHS
200 Independence Avenue, SW, Room 728F
Washington, DC 20201

Telephone: 202-690-6373

Facsimile: 202-260-6537

Evelyn M. Rodriguez, M.D., M.P.H.
Chief, Program Development Branch
Bureau of Health Professions
HRSA/DHHS

Parklawn Building, Room 8A-09
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-1679

Facsimile: 301-443-5242



StellaYu, Sc.D.

Statistician

Maternd and Child Health Bureau
HRSA/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-0695
Facsimile: 301-443-4842

Stephanie Bryn (Alternate)

Senior Program Management Office
Maternal and Child Health Bureau
HRSA/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6091
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Planning Committee Meeting
December 14-15, 1995

Glenn Acham

Public Health Analyst

Office of Program Development
Bureau of Health Resources Development
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 720
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-6420
Facsimile: 301-443-3323

Mirtha Beadle

Deputy Director, Special Projects of National
Significance

Bureau of Health Resources Development
Health Resources and Services
Administration/DHHS

Parklawn Building, Room 7A-08

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6439

Facsimile: 301-594-2511

Tillie Black Bear, M.A., ED./A.B.D.
Acting Executive Director

White Buffalo Calf Woman Society, Inc.
Shelter for Battered Women

Rosebud Sicangu Nation

101 South Main Street

St. Francis, SD 57572

Telephone: 605-856-2317

Facsimile: 605-747-2379

Gwendolyn Clark

Project Officer, HRSA Family and Intimate
Partner Violence Prevention Initiative
Office of Minority Health

Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 14-48
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-5619

Facsimile: 301-443-7853

Lemyra Debruyn, Ph.D.Chief, Family Violence
Prevention Team

Mental Health/Socia Service Programs Branch
Indian Health Service/ DHHS

5300 Homestead Road, NE

Albuguerque, New Mexico 87110
Telephone: 505-837-4245

Facsimile: 505-837-4257

Rodolfo Diaz

Chief Executive Officer

Community Health Foundation of East L.A.
3945 East Whittier Boulevard

Los Angeles, CA 09923

Telephone: 213-266-5678

Facsimile: 213-264-1832

Vaerie Ducker

Manager of Special Programs

Y oung Women's Christian Association of the
Nationa Capital Area

624 9th Street, NW

Washington, DC 20001

Telephone: 202-628-5672, ext. 309
Facsimile: 202-347-7381

Juanita Evans, L.C.S.W.

Chief, Adolescent Health

Office of Adolescent Health
Maternal and Child Health Bureau
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-4028
Facsimile: 301-443-1296

Enid Gavilén, J.D.

Lega Advisor

Puerto Rico Commission on Women's Issues
151-153 Calle San Francisco, Vigjo San Juan
San Juan, Puerto Rico 00901

Telephone: 787-721-0606

Facsimile: 787-723-3611



Gema Gomez-Hernandez, D.P.A.
Prof essor

NOVA Southeastern University
13300 S.W. 108th Court

Miami, Florida 33176
Telephone: 305-253-8819
Facsimile: 305-232-6139

James Gray

Senior Staff Management Office

Office of Minority and Women's Health
Bureau of Primary Health Care

Health Resources and Services
Administration/DHHS

4350 East-West Highway, Room 3-2D4
Bethesda, MD 20814

Telephone: 301-594-4490

Facsimile: 301-594-0089

Betty Hambleton

Women's Health Coordinator
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 14-15
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-5862
Facsimile: 301-443-0192

John L. Henderson, Ph.D.
President

Wilberforce University

Co-Chair, MIN-MALE Consortium
Wilberforce, Ohio 45384
Telephone: 513-376-2911, ext. 704
Facsimile: 513-376-4742

lleana C. Herrell, Ph.D.

Former Director

Office of Minority Health
Health Resources and Services
Administration/DHHS

Parklawn Building, Room 14-48
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-2964



Facsimile: 301-443-7853

M. June Horner

Acting Director

Office of Minority Health
Health Resources and Services
Adminigtratio/DHHS
Parklawn Building

5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-2964
Facsimile: 301-443-7853

Heidi Hsa, Ph.D.
Consultant

11137 Broad Green Drive
Potomac, MD 20854
Telephone: 301-983-8643
Facsimile: 301-983-8759

Joan Hurley, M.H.S,, J.D.

Deputy Director

Research and Program Development Division
Office of Juvenile Justice and Delinquency
Prevention

U.S. Department of Justice

633 Indiana Avenue, NW, Room 778
Washington, DC 20531

Telephone: 202-616-3641

Facsimile: 202-514-6382

Terrance Keenan

Specia Program Consultant

The Robert Wood Johnson Foundation
P.O. Box 2316

Princeton, New Jersey 08543-2316
Telephone: 609-243-5939

Facsimile: 609-987-8746

Ying-Ying Meng, D.P.H.

Program Director

Association of Asian Pacific Community Health
Organizations

1212 Broadway, Suite 730

Oakland, Cdifornia 94612

Telephone: 510-272-9536
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Facsimile: 510-272-0817

Heen Mufioz

Special Assistant to the Administrator
Substance Abuse Mental Health Services
Adminigration/DHHS

Parklawn Building, Room 12-105

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-4795

Facsimile: 301-443-0284

Chukwudi Onwuachi-Saunders, M.D., M.P.H.
Medica Epidemiologist, CDC/DHHS

Deputy Health Commissioner

Philadel phia Department of Health

1600 Arch Street, 7th Floor

Philadelphia, PA 19103

Telephone: 215-686-5047

Facsimile: 215-686-5050

Juan M. Parra, M.D.

Assistant Professor, Department of Pediatrics
University of Texas Science Center at Houston
School of Public Health, San Antonio Branch
San Antonio, Texas 78284-7792

Telephone: 210-270-3971

Facsimile: 210-223-1357

Betty Paugh

Director

Maternal and Child Health Programs
Nationa Council of La Raza

1111 19th Street, NW, Suite 1000
Washington, DC 20036

Telephone: 202-785-1670
Facsimile: 202-776-1792

Cynthia E. Morris Prather, Ph.D.
Violence Coordinator

Office of Administrator

Substance Abuse Mental Health Service
Adminigtration/DHHS

Parklawn Building, Room 12C-15



5600 Fishers Lane
Rockville, MD 20857
Telephone: 301-443-5305
Facsimile: 301-443-3817

Ana Rivas-Beck, J.D.

Senior Policy Advisor

Nationa Coadlition of Hispanic Health and
Human Services Organizations

1501 Sixteenth Street, NW

Washington, DC 20036

Telephone: 202-797-4331

Facsimile: 202-797-4353

Evelyn M. Rodriguez, M.D., M.P.H.
Chief, Program Development Branch
Bureau of Health Professions

Health Resources and Services
Adminigtratio/DHHS

Parklawn Building, Room 8A-09
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-1679

Facsimile: 301-443-5242

Karen Scott-Callins, M.D.

Assistant Vice President, Health Programs
Commonwealth Fund Foundation
Harkness House

1 East 75th Street

New York, New York 10021
Telephone: 212-606-3854

Facsimile: 212-249-1276

Gene Shelley, Ph.D.

Behaviora Scientist

Family and Intimate Partner Violence Team
Division of Violence Prevention

National Center for Injury Prevention & Control
Centers for Disease Control and
Prevention/DHHS

4770 Buford Highway, NE, MS-K60
Atlanta, Georgia 30341

Telephone: 770-488-4284

Facsimile: 770-488-4349
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Jerry Silverman

Senior Policy Analyst

Office of the Secretary/DHHS
200 Independence Avenue, SW
HHH Building, Room 615
Washington, DC 20201
Telephone: 202-690-5654
Facsimile: 202-690-7595

Ciro V. Sumaya, M.D., M.P.H.T.M.
Former Administrator

Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 14-05
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-2216
Facsimile: 301-443-1246

Paul Vander Velde

Program Associate

W.K. Kellogg Foundation

One Michigan Avenue East
Battle Creek, Michigan 49017
Telephone: 616-969-2235
Facsimile: 616-969-2128

Robert Waldman, Ph.D.

Violence Consultant

Office of Minority Health/DHHS
Rockwall 1l Building, Suite 1000
5515 Security Lane

Rockville, MD 20857
Telephone: 301-594-0769, ext. 149
Facsimile: 301-443-8280

Leon M. West

Project Director

National Anti-Drug/Violence Campaign

The Congress of National Black Churches, Inc.
1225 Eye Street, NW, Suite 750

Washington, DC  20005-3914

Telephone: 202-371-1091

Facsimile: 202-371-0908

Stella Yu, Sc.D.
Statistician



Maternal and Child Health Bureau
Health Resources and Services
Administration/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-0695
Facsimile: 301-443-4842
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National Invitational Meeting on
Prevention of Family and I ntimate Partner Violence
September 15 - 17, 1996

Glenn Acham

Public Health Analyst

Office of Program Development
Bureau of Health Resources Development
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 720
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-6420
Facsimile: 301-443-3323

Elaine J. Alpert, M.D., M.P.H.

Assistant Dean for Student Affairs

Assistant Professor of Medicine & Public Health
Boston University School of Medicine

80 East Concord, Room B-531

Boston, MA 02118

Telephone: 617-638-4118

Facsimile: 617-638-8289

Stephanie Avila

Hedlth Speciaist

National Council of La Raza
1111 19th Street, NW, Suite 1000
Washington, DC 20036
Telephone: 202-785-1670
Facsimile: 202-776-1792

Mirtha Beadle

Deputy Director, Special Projects of National
Significance

Bureau of Health Resources Development
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 7A-08

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6439

Facsimile: 301-594-2511

Tillie Black Bear, M.A., ED./A.B.D.
Acting Executive Director

White Buffalo Calf Woman Society, Inc.
Shelter for Battered Women

Rosebud Sicangu Nation

101 South Main Street

St. Francis, SD 57572

Telephone: 605-856-2317

Facsimile: 605-747-2379

Eric “Ric” Bothwell, D.D.S., M.P.H., M.A., Ph.D.
Acting MCH Coordinator, Dental Branch

Indian Health Service/l DHHS

Parklawn Building, Room 6A-30

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-1106

Facsimile: 301-594-6610

Bonnie Brandl, M.SW.

Program Coordinator

Older Battered Women's Program

Wisconsin Coalition Against Domestic Violence
1400 East Washington Avenue, Suite 232
Madison, WI 53703

Telephone: 608-255-0539

Facsimile: 608-255-3560

Edward N. Brandt, Jr., M.D., Ph.D.

Regents Professor

Director of the Center for Health Policy
University of Oklahoma Health Sciences Center
801 Northeast 13th, Room 357

Oklahoma City, OK 73104

Telephone: 405-271-3230

Facsimile; 405-271-3397
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AngelaBrowne, Ph.D.

Assistant Director of Research/Research Scientist
Better Homes Foundation

181 Wells Avenue

Newton, MA 02159

Telephone: 617-964-3834

Facsimile: 617-244-1758

Stephanie Bryn

Senior Program Management Office
Materna and Child Health Bureau
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-6091

Sarah M. Buel, J.D.

Specia Counsel

Texas Digtrict and County Attorneys Association
1210 Nueces

Austin, TX 78748

Telephone: 512-282-9688

Facsimile; 512-478-4112

Jennifer Burks

Chief, Planning, Evaluation and Legidation Branch
Office of Research and Planning
Bureau of Health Professions
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 8-67
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-1590
Facsimile: 301-443-7904

Marlyne M. Campbell, M.Div., M.Ed
Project Director

M assachusetts Older Women and Domestic
Violence Prevention Project

M assachusetts Department of Public Health
250 Washington Street, 4th Floor

Boston, MA 02108

Telephone: 617-624-5407

Facsimile: 617-624-5075



Karen Carney, R.N., M.SW., L.C.SW.
Director, Lifesaver Project

Hartford Hospital

P.O. Box 5037

Hartford, CT 06102-5037

Telephone: 860-545-1669

Facsimile: 860-545-3134

Linda Chamberlain, Ph.D., M.P.H.

Director, Alaska Domestic Violence Training
Project

Section of Maternal, Child and Family Health
State of Alaska Department of Health and Social
Services

1231 Gambell Street, Suite 213

Anchorage, AK 99501

Telephone: 907-269-3453

Facsimile: 907-269-3414

Anne H. Chang, M.P.H.

Management Anayst, Office of Field Coordination
Health Resources and Services
Administration/DHHS

Parklawn Building, Room 11-25

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-7492

Facsimile: 301-443-2173

Gwendolyn Clark

Project Officer

HRSA Family and Intimate Partner Violence
Prevention Initiative

Office of Minority Health
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 14-48
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-5619
Facsimile: 301-443-7853

Luis Antonio Cortés, Jr., M.Div.
Executive Director

Nueva Esperanza, Inc.
2530 North Second Street
Philadelphia, PA 19133
Telephone: 215-634-4311
Facsimile: 215-634-1181

Carmen P. Cortez, M.A.

Vice President for Program Services and
Development

AVANCE, Inc.

301 South Frio, Suite 310

San Antonio, TX 78207

Telephone: 210-270-4630

Facsimile; 210-270-4612

Michael Douglas

Program Analyst

Office of Minority Health

Office of Public Health and Science/DHHS
5515 Security Lane

Rockville, MD 20852

Telephone: 301-594-0769

Facsimile: 301-443-5655

Charlene L. Edwards

Program Associate

The Bush Foundation

E-900 First National Bank Building
332 Minnesota Street

St. Paul, MN 55101

Telephone: 612-227-0891
Facsimile: 612-297-6485

Juanita Evans, L.C.SW.

Chief, Adolescent Health

Office of Adolescent Health
Materna and Child Health Bureau
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 18-A39
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-4028
Facsimile: 301-443-1296
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Florence B. Fiori, Dr.P.H.
Deputy Director

Maternd and Child Health Bureau
Health Resources and Services
Adminigtratio/DHHS

Parklawn Building, Room 18-05
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-2170
Facsimile: 301-443-1797

Vincent J. Fontana, M.D.

Medical Director and Pediatrician-in-Chief
New Y ork Foundling Hospital

590 Avenue of the Americas

New York, NY 10011

Telephone: 212-886-4050

Facsimile: 212-886-4048

and

Professor of Clinical Pediatrics

New York University School of Medicine

William A. Freeman, Sr.

Project Coordinator

Family Life Empowerment Center

School of Nursing

North Carolina Agricultural and Technical State
Universty

1601 East Market Street, Noble Hall
Greenshoro, NC 27411

Telephone: 910-334-7751

Facsimile: 910-334-7637

Loretta Fuddy, A.C.SW., M.P.H.

Chief, Maternal and Child Hedlth Branch
State of Hawaii Department of Hedlth
741-A Sunset Avenue, Room 203
Honolulu, HI 96816

Telephone: 808-733-9022

Facsimile: 808-733-9032

Anne Fuller, M.Ed., S.P.H.R., CEA.P.
Behavior Risk Manager

Food Lion, Inc.

2110 Executive Drive

Salisbury, NC 28144

Telephone: 704-633-8250
Facsimile: 704-637-2581

Marisue Garganta

Assistant Director

Corporate Alliance to End Partner Violence
1457 West Alameda, Suite 10 Alameda Court
Tempe, AZ 85282-3228

Telephone: 602-517-0950

Facsimile: 602-517-0957

Cristobal Gonzaez

Project Director

Bienestar Family Services
Washington State Migrant Council
301 North First Street, Suite One
Sunnyside, WA 98944
Telephone: 509-837-8909
Facsimile: 509-837-3424

Malcolm A. Gordon, Ph.D.

Chief, Victims of Interpersona Violence
Research Program

Nationd Institute of Mental Health
National Institutes of HealthDHHS
Parklawn Building, Room 10C-24

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-3728

Facsimile: 301-443-4045

Carol A. Goss, M.S.W.
Program Officer

Stuart Foundations

177 Steuart Avenue, Suite 420
San Francisco, CA 94105
Telephone: 415-495-1144, x 13
Facsimile: 415-495-0439

James Gray

Senior Staff Management Office

Office of Minority and Women's Hedlth
Bureau of Primary Health Care
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Health Resources and Services
Adminigtration/DHHS

4350 East-West Highway, Room 3-2D4
Bethesda, MD 20814

Telephone: 301-594-4490

Facsimile: 301-594-0089

Susan M. Hadley, M.P.H.

Founder and Director

WomanKind: Support Systems for Battered
Women

Fairview Health System

6401 France Avenue South

Minneapolis, MN 55435

Telephone: 612-924-5775

Facsimile: 612-924-5012

Betty Hambleton

Women's Health Coordinator
Health Resources and Services
Administratio/DHHS

Parklawn Building, Room 14-15
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-5862
Facsimile: 301-443-0192

Raobert L. Hampton, Ph.D.

Associate Provost for Academic Affairs
Dean for Undergraduate Studies
University of Maryland

2130 Mitchell Building

College Park, MD 20742-6031
Telephone: 301-405-9354

Facsimile: 301-314-9896

lleana C. Herrell, Ph.D.

Former Director

Office of Minority Health
Health Resources and Services
Administration/DHHS

Parklawn Building, Room 14-48
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-2964

Facsimile: 301-443-7853

Berta Hinojosa

Coordinator for Domestic Violence and
Sexual Assault Programs

Mujeres Latinas en Accion

1823 West 17th Street

Chicago, Il 60608

Telephone: 312-226-1544

Facsimile: 312-226-2720

Deborah L. Horan

Manager of Special Issues

American College of Obstetricians and
Gynecologists

409 12th Street, SW

Washington, DC 20024

Telephone: 202-863-2487

Facsimile: 202-484-3917

M. June Horner

Acting Director

Office of Minority Hedlth
Health Resources and Services
Adminigtration/DHHS
Parklawn Building

5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-2964
Facsimile: 301-443-7853

Sandra N. Howard

Senior Policy Analyst

Office of the Assistant Secretary for Planning
and Evauation/DHHS

200 Independence Avenue, SW, Room 442 E
Washington, DC 20201

Telephone: 202-690-7778

Facsimile: 202-401-7321

Heidi Hsa, Ph.D.
Consultant
11137 Broad Green Drive



Potomac, MD 20854
Telephone: 301-983-8643
Facsimile: 301-983-8759

Joan Hurley, M.H.S,, J.D.

Deputy Director

Research and Program Development Division
Office of Juvenile Justice and Delinquency
Prevention

U.S. Department of Justice

633 Indiana Avenue, NW, Room 778
Washington, DC 20531

Telephone: 202-616-3641

Facsimile: 202-514-6382

Denise Johnson, M.S.

Acting Team Leader

Family and Intimate Partner Violence

Prevention Team

Centers for Disease Control and Prevention/DHHS
NCIPC/IVPT

4770 Buford Highway, N.E., Mail Stop K60
Atlanta, GA 30041

Telephone: 770-488-4277

Facsimile: 770-488-4349

Kae Monico Klen

Coordinator of Women’'s Services

San Francisco Department of Public Health
101 Grove Street, Room 310

San Francisco, CA 94102

Telephone: 415-554-2608

Facsimile: 415-554-2806

DonnaLackie, M.SW., C.SW., A.C.SW.
Director, Education and Family Support Programs
CHAMPSII

Oakland Family Services

114 Orchard Lake Road

Pontiac, Ml 48341

Telephone: 810-858-7766, x 233

Facsimile: 810-858-8227

Bestriz Panya L uciano
Project Coordinator, Sexual Violence Project
Black, Indian, Hispanic, and Asian Women

49

in Action (BIHA)

122 W. Franklin Avenue, Suite 306
Minneapolis, MI 55404
Telephone: 612-870-0855
Facsimile: 612-870-0855

Sandra R. Mason, M.SW., L. M.SW.
Program Manager

San Antonio Metropolitan Health District
332 West Commerce Street

San Antonio, TX 78205

Telephone: 210-733-6491

Facsimile; 210-733-6533

Karen Mountain, M.B.A., M.SN., R.N.
Chief Executive Director

Migrant Clinicians Network, Inc.
3340-E Bee Cave Road

Austin, TX 78746

Telephone: 512-327-2017

Facsimile: 512-327-0719

Lisa Nerenberg, M.SW., M.P.H.
Director, San Francisco Consortium for
Elder Abuse Prevention

Goldman Institute on Aging

3330 Geary Boulevard

San Francisco, CA 94118

Telephone: 415-750-4137

Facsimile: 415-750-4136

Janet Nudelman, M.A.

Director

Health Resource Center on Domestic Violence
Family Violence Prevention Fund

383 Rhode Island Avenue, Suite 304

San Francisco, CA 94103-5133

Telephone: 415-252-8900

Facsimile: 415-252-8991



Renette Oklewicz

Senior Program Officer
Freddie Mac Foundation
8200 Jones Branch Drive
McLean, VA 22102
Telephone: 703-903-2417
Facsimile: 703-903-3585

Francess E. Page, R.N., A.D.N., B.SN., M.P.H.

Senior Policy Analyst

Office on Women’'s Health

Office of Public Health and Science/DHHS
200 Independence Avenue, SW, Room 728F
Washington, DC 20201

Telephone: 202-690-6373

Facsimile: 202-260-6537

Ruth J. Page

Public Health Analyst

Bureau of Health Resources Development
Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 7-74

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-5401

Facsimile: 301-443-3323

Patricia Paluzzi, CN.M., M.P.H.

Director, Domestic Violence Education Project
American College of Nurse-Midwives

Specia Projects Section

818 Connecticut Avenue, NW, Suite 900
Washington, DC 20006

Telephone: 202-728-9864

Facsimile: 202-728-9896

Betty Paugh

Director, Maternal and Child Health Programs
National Council of La Raza

1111 19th Street, NW, Suite 1000
Washington, DC 20036

Telephone: 202-785-1670
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Facsimile: 202-776-1792

Victor H. Perez, M.S.4

Johns Hopkins University School of Medicine
American Academy of Pediatrics

601 13th Street, NW, Suite 400 North
Washington, DC 20005

Telephone: 202-347-8600

Facsimile: 202-393-6137

Cynthia E. Morris Prather, Ph.D.

Violence Coordinator, Office of Administrator
Substance Abuse Mental Health Service
Administration/DHHS

Parklawn Building, Room 12C-15

5600 Fishers Lane

Rockville, MD 20857

Telephone: 301-443-5305

Facsimile: 301-443-3817

Sher Quaday

Director, Violence Prevention Programs
Center for Public Health Practice
Harvard School of Public Health

718 Huntington Avenue

Boston, MA 02115

Telephone: 617-432-0842

Facsimile: 617-432-3015

AnaRivas-Beck, J.D.

Senior Policy Advisor

National Coadlition of Hispanic Health and Human
Services Organizations

1501 Sixteenth Street, NW

Washington, DC 20036

Telephone: 202-797-4331

Facsimile: 202-797-4353

Evelyn M. Rodriguez, M.D., M.P.H.
Chief, Program Development Branch
Bureau of Hedlth Professions



Health Resources and Services
Adminigtration/DHHS

Parklawn Building, Room 8A-09
5600 Fishers Lane

Rockville, MD 20857
Telephone: 301-443-1679
Facsimile: 301-443-5242

Rachel Rodriguez, Ph.D., R.N.

Director of Family Violence Research Network
Migrant Clinicians Network, Inc.

University of Texas, HSC, School of Nursing
7703 Floyd Curl Drive

San Antonio, TX 78284-7950

Telephone: 210-567-5846

Facsimile: 210-737-9671

John Romero-Campbell

Project Coordinator

Latin American Research and Service Agency
(LARASA)

309 West First Avenue

Denver, CO 80223

Telephone: 303-722-5150

Facsimile: 303-722-5118

Elizabeth J. Sandéll, Ph.D.
Executive Director

MELD

123 North 3rd Street, Suite 507
Minneapolis, MN 55401
Telephone: 612-332-7563
Facsimile: 612-344-1959

Julie Skidmore

Projects Coordinator

Commission on Domestic Violence
American Bar Association

740 15th Street, NW

Washington, DC 20005-1009
Telephone: 202-662-1744
Facsimile: 202-662-1594

Brenda Solorzano, J.D.

Project Director

Latino Codition for a Hedlthy Cdifornia
1535 Mission Street
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SUGGESTED EDUCATIONAL RESOURCES

A Community Checklist: Important Steps To End Violence Against Women “ ...what can we
do about it?”

U.S. Department of Hedlth and Human Services and U.S. Department of Justice

Contact: Office on Violence Againg Women

U.S. Department of Justice

Telephone: 202-616-8894

Adolescent Maltreatment Technical Information Bulletin
Contact: Nationa Maternal and Child Hedlth Clearinghouse
Telephone: 703-821-8955, ext. 5

AVANCE Parenting Education Curriculum
Contact: Carmen P. Cortez, M.A.

Vice Presdent for Program Services and Devel opment
AVANCE, Inc.

301 South Frio, Suite 310

San Antonio, Texas 78207

Telephone: 210-270-4630

CommuniKit (Workplace Education)

Contact: Corporate Alliance to End Partner Violence
1457 West Alameda, Suite 10 Alameda Court
Tempe, Arizona 85282

Telephone: 602-517-0950

Elder Abuse Documents:
1) Domestic Maltreatment of the Elderly, Toward Prevention
2) Soouse/Partner Abuse in Later Life, Resource Guide for Service Providers

3) Toward the Prevention of Domestic Mistreatment or Abuse, A Training Course
Contact: Crimind Justice Services

American Association of Retired Persons

601 E Street, NW

Washington, DC 20049

Telephone: 202-434-2222

Elder Abuse: Questions and Answers. An Information Guide for Professionals and
Concerned Citizens.

Contact: Nationa Center on Elder Abuse

c/o American Public Wefare Association

810 Firgt Street, NE, Suite 500

Washington, DC 20002-4267



Telephone: 202-682-0100

Family Violence Across the Lifespan

Barnett, OlaW.; Miller-Perrin, Cindy L.; and Perrin, Robin.
Contect: Sage Publications, Inc.

P.O. Box 5084

Thousand Oaks, California 91359

Telephone: 805-499-9774

Hedth Professonads Materids:
1) Improving the Health Care Response to Domestic Violence
2) General Information Packet

3) Primary Care Packet

4) Emergency Department Packet

5) Screening Patients for Domestic Violence
6) Mandatory Reporting Discussion Paper
7) Sample Domestic Violence Protocols

8) Practitioner Reference Cards

9) Safety Information Card

Contact: Hedth Resource Center on Domestic Violence
Family Violence Prevention Fund

383 Rhode Idand Street, Suite 304

San Francisco, Cdifornia 94103

Telephone: 415-252-8900

Improving the Response to Domestic Violence: Recommendations to Federal Agencies
Schechter, Susan.

Contract: Centersfor Disease Control and Prevention

Telephone: 770-488-4410

Looking for a Better Road—The Farmworker Women's Domestic Violence Training Project—
1995 Year End Report

Contact: Karen Mountain, M.B.A., M.SN., R.N.

Chief Executive Director

Migrant Clinicians Network

P.O. Box 164285

Audtin, Texas 78716

Telephone: 512-327-2017

Non-Violent Parenting Training Manual

Contact: Montgomery County Abused Persons Program
4905 Dd Ray Avenue, Suite 200

Bethesda, Maryland
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Telephone: 301-986-5885

Nunca Mas—Never Again (Docudrama on Violence with Guide)
Contact: BertaHinojosa

Coordinator, Domestic Violence and Sexud Assault Programs
Mujeres Latinas en Accion

1823 West 17th Street

Chicago, lllinois 60608

Telephone: 312-226-1544

Parenting Education and Pargprofessond Staff Training Materids:
1) Prenatal Curriculum

2) Healthy Start Manual

3) A Dance with Your Baby

4) Parent and Baby Play Book

5) Infant/Toddler Training Curriculum

6) A Rhythm of Our Own

7) Parent-Child Activities, 3-5 Years

Contact: Gladys Wong

Community and Family Support ServicesHedthy Start
2881 Waimano Home Road

Pearl City, Hawaii 96782

Telephone: 808-453-6020

Facsimile: 808-453-6023

Reports from the U.S. Advisory Board on Child Abuse and Neglect:

1) A Nation’s Shame: Fatal Child Abuse and Neglect in the United States. 1995

2) Neighbors Helping Neighbors. A New Strategy for the Protection of Children. 1993

3) Creating Caring Communities: Blueprint for Effective Federal Policy on Child Abuse
and Neglect. 1991

Contact: Nationa Clearinghouse on Child Abuse and Neglect Information

P.O. Box 1182

Washington, DC 20013-1182

Telephone: 800-FY 1-3366

Facsimile: 703-385-3206

Serving the Older Battered WWoman

Contact: San Francisco Consortium for Elder Abuse Prevention
Goldmean Indtitute on Aging

3330 Geary Boulevard

San Francisco, Cdlifornia 94118
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Telephone: 415-750-4188

Together We Can—A Guide for Crafting a Profamily System of Education and Human
Services

U.S. Department of Education and U.S. Department of Hedlth and Human Services
Contact: U.S. Government Printing Office

Superintendent of Documents

Mail Stop SSOP

Washington, DC  20402-9328

Violence-Related Articles on Women and Children:

1) Browne, A. 1993. “Violence Against Women by Mde Partners.” American
Psychologist (October 1993).

2) Browne, A. Fal 1995. “Reshaping the Rhetoric: The Nexus of Violence, Poverty, and
Minority Status in the Lives of Women and Children in the United States.” Geor getown
Journal on Fighting Poverty (Val. 3): No. 1.

Contact: AngelaBrowne, Ph.D., Assigtant Director of Research/Research Scientist

Better Homes Foundation

181 Wdls Avenue

Newton, Massachusetts 02159

Telephone: 617-964-3834

Violence and Teen Pregnancy (Resource Guide)
Contact: Michelle Stober

Children’s Safety Network

Education Development Center

Telephone: 617-969-7100

WomanKind Program Information:

Hadley, Susan M.; Short, Lynn M.; Lezin, Nicole; and Zook, Eric. Winter 1995. “WomanKind:
An Innovative Modd of Hedlth Care Response to Domestic Violence.”

Women' s Health Issues (Val. 5): No. 4.

Contact: Susan Hadley, M.P.H., Founder and Director

WomanKind: Support Systems for Battered Women

Farview Hedth Sysem

6401 France Avenue South

Minnegpolis, Minnesota 55435

Telephone: 612-924-5775
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Women's Health Protocol: Violence/Abuse/Battering
Contact: Joan Clayton, Assstant Director of Nursing
San Antonio Metropolitan Hedlth Didtrict

332 West Commerce

San Antonio, Texas 78205

Telephone: 210-207-8808

ZERO to THREE Bulletin, June/duly 1996. (Parent Groups)
Contact: Publications Department, ZERO to THREE
Telephone: 202-638-0840 or 800-899-4301

Massachusetts Medical Society Seminar Series on Domestic Violence. Four-part curriculum for
medica professonasin 3-ring binder. Includestext, handouts, dides, video, CD-ROM, and
teaching guide.

Contact: Susan Webb, Director, Public Hedlth Services

Massachusetts Medica Society

1440 Main Street

Watham, Massachusetts 02154

Telephone: 800-332-2303, ext. 1015

E-Mail: dph@mms.org

Diagnosis: Domestic Violence. Videotape, Run Time 23:40.
Contact: Amy Seeherman

Office of the Attorney General, Commonwealth of Massachusetts
1 Ashburton Place

Boston, Massachusetts 02108

Telephone: 617-7272200, ext. 2553

Understanding Partner Abuse. CD-ROM. Three-disc set for hedth professond training.
Contact: David Doepe

Echo Bridge Productions

Telephone: 800-738-0786

The American College of Obgtetricians and Gynecologists Information:

Domestic violence: the Role of the Physician in Identification, Intervention, and Prevention.
A dide lecture which contains 68 dides, ingtructiona notes, and resource ligts. It isacomprehensve
overview of domestic violence that is suitable for awide variety of audiences.

English and Spanish

Technica Bulletin #101, entitled Sexual Assault

Technicd Bulletin #209, entitled Domestic Violence

Rolodex cards - featuring screening questions and Nationad Domestic Violence toll free hotline
numbers
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Continuing education videos and monographs
Contact: Deborah L. Horan

Telephone: 202-863-2487

Facamile: 202-484-3917

E-Mail: dhoran@acog.org

Domestic Violence: How to Ask and What to Say - Videotape
Contect: Hedlth Partners
Telephone: 612-883-6745

El Camino Hacia La Seguridad—Como Los Tribunales Pueden Ayudarie a Obtener
Protecicion (Journey to Safety—How Can Courts Help Y ou Get Protection From Domestic
Violence) - Videotapes

Contact: Montgomery County Abused Persons Program

4905 Del Ray Avenue, Suite 200

Bethesda, Maryland

Telephone: 301-986-5885, ext. 0

Mujer Valorate (Woman: Vaue Yoursdf) - Videotape
Contact: Hermanas Unidas, Ayuda, Inc.

1736 Columbia Road, NW

Washington, DC 20009

Telephone: 202-387-2870
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APPENDIX E

SELECTED NATIONAL INVITATIONAL MEETING
MATERIALS



A. Descriptions of Model Programs Presented at the National
I nvitational Meeting

AVANCE Family Support and Education Program

Contact: Ms. Carmen P. Cortez

Vice President for Program Services and Development
AVANCE, Inc.

301 South Frio, Suite 310

San Antonio, TX 78207

Telephone: 210-270-4630 / Facsmile: 210-270-4612

Program Type: AVANCE Chapters provide direct family intervention through parent education,
early childhood education, youth programs, socid support systems, adult basic and higher
education, and community development. Training and technical assistance services are available for
afeefor other groups.

Target Population: Hispanic familieswith children under age three. Participating families are
characterized by economic poverty.

Setting: Center-based, school-based, and mobile services to familiesin multiple locations in Texas.
Training and technical assistance services are available on-gite or in San Antonio.

Program Description: Established in 1973, AVANCE is one of the first family support and
education programsin the U.S. and one of the first comprehensive, community-based, family
support programs to target at-risk and Hispanic populations.

AVANCE gods are to strengthen families and prevent child abuse and neglect; conduct research on
the conditions and factors associated with the socia/economic problems of at-risk communities;
evauate the effectiveness of service ddivery; and operate aNationd Training Center to disseminate
information to service providers and policy makers interested in supporting a-risk Hispanic families.
Programs conducted by AVANCE are:

C Parent-Child Education Program:  a nine-month parent education program serving families
and their children age three and younger; parents learn about al aspects of child
development, community services, and nutrition.

C Even Sart: afamily-centered program focusing on family literacy and parent education in
neighborhood dementary schools. Smultaneoudy involving parents and children, it enables
parents to gain knowledge of and participate in the early learning of their children, increase
school parenta involvement, and to further their own education through AVANCE Adult
Literacy Programs.

C Adult Literacy and Higher Education: basic literacy, GED, English as a second language
courses, aswell as child care, transportation, referra, scholarship, placement, and
regisiration ass stance services.



C Early Head Start Program: health and nutrition information, medica services, counsdling,
crigsintervention, adult literacy training, youth development and job skillstraining, job
placement, housing assistance, and substance abuse treatment referrds. AVANCE
graduates are provided appropriate opportunities for becoming employed outside the home
or self-employed, an initiative that is contracted through collaboration with existing job
training and placement services.

C Child Abuse and Neglect Intervention: comprehensive in-home support and case
management services for court-referred families. Through a direct intervention program,
AVANCE offers comprehensive, community-based services to parents and children aimed
a helping parents understand their roles, build up saf-esteem, and help parents get out of
the cycles of abuse.

C Fatherhood and Couples Classes: a supporting component designed to enhance the parenta
role of the father and partnerships by providing parenting information, socia support and
positive socid outlets.

C Y outh Development and Delinquency Prevention Program: youth activities, persond and
socid development classes, tutoring, scout programs, and recresetiona/enrichment activities.

Along with city, county, state, and Federal government sources, the AVANCE Nationd Officeis
funded through multiple foundations, including:

Carnegie Foundation W K. Kdlogg Foundation
Ford Foundation Kraft Foundation
Foundation for Child Development Meadows Foundation
Hasbro Children’s Foundation Mott Foundation

Hilton Foundation Rockefdler Foundation

During 1994-95, more than 6,000 adults and children receilved AVANCE services. AVANCE
information has been disseminated in more than 40 states, curriculum has been sold in 15 States, and
training has reached individuas from 24 dates.

An extensve scientific evauation funded by the Carnegie Corporation of New Y ork has provided
strong evidence supporting the program’s effectiveness. Two annud cohorts were followed for two
years at two program sites. Control groups, randomly assigned at one Site and matched at the
second Site, were dso employed. Upon completion of the program and then again one yeer later,
datawas collected concerning materna knowledge, behavior, attitudes, and continuing education.
Among the findings on program effectiveness were:

C AVANCE mothers were observed to be more posgitive in interacting with their children,
provide a more organized and stimulating home environment, use more contingent praise
with their children, and offer more encouragement of their children’s verbdizations;
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C AVANCE mothers reported more opposition to physical punishment, more nurturing
attitudes toward their children, enhanced views of sdlf astheir children’ s teacher, and
increased knowledge and use of community resources; and

C More AVANCE participants elected to continue their education: 57 percent of mothers
who dropped out completed their GED; 64 percent of mothers who completed high school
or their GED attended college or atechnica program; 94 percent of children completed high
school or their GED; and 43 percent of children were attending college.

Bienestar Family Service Project

Contact: Mr. Cristobal Gonzaez

Washington State Migrant Council

301 North Firgt Street, Suite One

Sunnyside, WA 98944

Telephone: 509-837-8909 / Facsimile: 509-837-3424

Program Type: Family education and prevention promotion, service delivery.

Target Population: Rurd and minority (mostly Higpanic migrant/seasond and American Indian)
substance abusing parents and their children under age 18.

Setting: Family Support Services and Resdentid Center in Y akima County, Washington.
Program Description: The Washington State Migrant Council provides multiple servicesto rurd
and minority children and familiesin the lower Y akima Valey through its Family Support Services
and Resdentia Center (FSSRC). Y akima County has a significantly large minority population, 44
percent of which is comprised of Higpanic and American Indian families. In addition to these
groups, there are an estimated 50,000 Hispanic migrant/seasona workers who are employed in the
lower Y akima Vdley region during harvest season. Many former migrants resde permanently in the
region.

The overdl god of the Washington State Migrant Council’ s Bienestar Family Service Project isto
provide culturdly rdevant, emergency family support servicesto rurd and minority familieswhere
the cycle of abuse is compounded by the adverse effects of drugs and acohal. Included are referra
sarvices and bilingud public awareness information, education, and training to community service
providers and the community. All services of the project are divered in a culturaly and
linguigtically appropriate manner to meet the needs of the target population. The Project’ s resdentia
center—the Bienestar Family Support Services and Residentia Center—provides:

C criss and emergency residentia care for children from 3-16 years of age, who have been or

are at-risk of being abused and/or neglected as a result of adult substance abuse or other
family criss
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C comprehendgve case management services for parents to obtain skills that help them improve
the qudity of lifefor ther families, and

C community education on substance abuse, child abuse and neglect prevention and
intervention resource capabilities.

The Residentid Center, open 24 hours every day, is staffed by extensvely trained house parents.
Within the homelike environment, staff offer children/youth emationa support, a stable, secure living
Sructure, and activities that encourage positive development. The case management component
focuses on preventing abuse and neglect, offering parents information, counsding, and referras.
Respite care offers parents a brief period of time without their children to seek help for themsalves.
Other family support services include assessment, development of afamily service plan, service
linkages and coordination, emergency transportation, advocacy, mediation, information, and
education. Staff commitment remains a halmark of the project and is subgtantiated by postive
feedback from participants.

To help families reduce the risk of child matreatment due to substance abuse, the FSSRC project
collaborates with numerous community agencies to provide criss counsdling, detoxification, chemica
dependency assessment and treatment, and comprehensve aftercare services. Children of
Substance abusing parents benefit from family thergpy, counsding, and education. In coordination
with other Washington State Migrant Council components, the Bienestar Family Support Project
spearheaded WSMC' s State Conference on Children, Youth, and Familiesin 1995, which
dedicated an entire strand to child abuse prevention and intervention in families. Project services are
made possible by the U.S. Department of Health and Human Services Nationa Center on Child
Abuse and Neglect (NCCAN). The project was origindly funded for three years and received a
13-month continuation grant. The project has an interna evauator who monitors and eva uates the
impact and success of the Bienestar Project. Additionally, NCCAN has atechnica assstance team
that meets with staff and previous clients twice a year to collect data and develop findings.

Domestic Violence Education Project

Contact: Ms. PatriciaA. Pduzzi

Domestic Violence Education Project

Specid Projects Section

American College of Nurse-Midwives

818 Connecticut Avenue, NW, Suite 900

Washington, DC 20006

Telephone: 202-728-9863 / Facamile: 202-728-9896 / Email: ppauzzi@acnm.org

Program Type: A nationwide education project for women's hedlth care providers, primarily

Certified Nurse-Midwives (CNMs), on the issue of domestic violence, including assessment, clinical
impact, intervention, and referrdl.
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Target Population: Nurse-midwifery clinicians and educators.

Setting: Severd training sessions have occurred in various regions of the United States.
Program Description: Funded by the Materna Child Hedlth Bureau of DHHS, this three-year
education project began in October 1994. The primary god is to promote universal screening for
domestic violence among women presenting for midwifery care in the United States. The
methodol ogies employed to meet thisgod involve the topics of education, advocacy, networking,
and sugainability.

C

Education is two-fold with CEU-based activities for clinicians offered in four different
regions as part of the sandard American College of Nurse-Midwives (ACNM) mode of
Regiona Workshops and as a pre-annua meeting training in Years 2 and 3. Whilethe
primary audience is nurse-midwives, registration was not restricted. Two Training-of-
Trainers (TOTs) for midwifery educators were held with an emphasis on dinicd skillsand
integration of the materid into the curricula of midwifery schools.

Materids developed to support the education include a domestic violence education
module, which has been given to dl participants of both the CEU-based trainings and the
TOTs. A training curriculum for women's hedth care professionas was released in October
of 1996. It includes atwo-video presentation with a companion manual.

Advocacy isincluded as apart of the curriculum for al trainings and discussed as an
important aspect of addressing the issue. In addition, the Project Director, Advisory Board
and Expert Consultants to the project are dl active advocates for the issue in the broader
community. Part of thisadvocacy isto respond to requests for trainings at additiond Stes
nationwide to promote a community-based response to the issue.

Networking has primarily involved participation in various fora and the utilization of funds
from other sources to produce and promote more patient and clinician resource materials.
Presenting elther the project or training a a variety of nationa conferences has aso been an
active part of the project.

Sustainability has been afoca point for the project and has been targeted through two
endeavors. An Ad Hoc Committee on Violence Against Women was formed to write and
advocate for the publication of a Position Statement and Clinica Guidelines from ACNM on
theissue. Additiondly, dong with the Project Director, the Committee is spearheading the
incluson of domestic abuse as part of the core competencies in midwifery curriculum. The
Position Statement and Clinica Guiddines were published in October 1995 and espouse
“zero tolerance” and universal screening. This established screening as a standard of care
for nurse-midwives. The core competencies are currently under review and the amended
materias have been presented. If accepted, dl future midwifery sudents will learn
assessment and intervention of domestic abuse as astandard of care. Findly, the project
supports Ste vidts to schools and clinical Sites as they integrate this materid into their
practices and is establishing an ACNM office as aresource for information.
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Education programs were asked to submit their pertinent curriculum materias before the project
began. They will be assessed at 12, 30, and 36 months post-TOT for changesin the curriculum.
All participants of any of the trainings complete an on-Site pre-test. Podt-tests will be mailed at 6
and 12 months post-training. Forty-six of the fifty midwifery programsin the United States attended
one of the TOTs. Thisrepresents atota of about 900 students impacted in the first year post-TOT.
The Regiona Workshops and additiona presentations were attended by approximately 325
persons. Midwife clinicians see approximately 310 women per month;  the impact thus far exceeds
750,000 women.

Family Violence Prevention Fund (FUND)

Contact: Ms. Esta Soler, Executive Director

Family Violence Prevention Fund

383 Rhode Idand Street, Suite 304

San Francisco, CA 94103-5133

Telephone: 415-252-8900

Facamile: 415-252-8991

Health Resource Center on Domestic Violence Toll-Free Number: 1-888-RX-ABUSE

Program Type: Policy development and reform, domestic violence education and prevention
Target Population: The genera public through nationd public education and prevention
campaigns, aswell asthe justice, hedth, and child welfare systlems, and policy makers. Specid
projects with Higpanic and Filipino immigrant battered women.

Setting: Hospitals and clinics, courts, and the workplace nationwide.

Program Description: Established in 1980, the Family Violence Prevention Fund (FUND) isa
nationa nonprofit organization focusing on domestic violence education, prevention, and policy
reform. Funding sources include Federd and State grants, funds from private foundations and
corporaions, and fundraising activities. Throughout its history, FUND has developed pioneering
prevention drategiesin the justice, public education, and hedth fiedds. FUND publications and
modd programs have been ditributed to and replicated in every state and severd foreign countries.
The FUND’ s divisons address different agpects of family and domestic violence:

C Hedlth Resource Center on Domestic Violence: FUND functions as the nationa
clearinghouse for domestic violence as a hedth issue, digtributing information to researchers,
hedlth care and domestic violence professionals, and others. It develops policy papers,
resource materids, and training programs on domestic violence for avariety of hedth
Settings, including emergency, primary care, and obstetrics/gynecology. FUND has dso
developed amodd emergency department program and resource manud for physicians,
nurses and socia workers.

C Children’s Program: FUND developed anationa curriculum on domestic violence for
family preservation practitioners designed to teach skillsin identifying and intervening

7



effectively with victims, abusers, and children. FUND conducted a nationd training-of-
trainers program to develop multi-disciplinary training teams to provide education on family
violence to family preservetion practitioners. Soon to be published isa smilar curriculum for
child protective services workers. FUND is aso developing a comprehensive plan for the
firgt collaborative community-based program that focuses on prevention of child abuse and
partner abuse within the same context. 1n the child custody arena, FUND has authored a
curriculum entitled Domestic Violence: Resolving Custody and Visitation Disputes.
Nationa Workplace Resource Center on Domestic Violence: assists businesses and |abor
organizations address the human resource policy, workplace safety and security, lega
concerns, and other issues that affect employees, managers, and business owners dedling
with domedtic violence.

Battered Immigrant and Refugee Women's Rights Project: a community-based domestic
violence prevention educeation project with components for Hispanic and Filipino battered
women to expand their accessto legal assstance and culturally appropriate services.

Public Education: FUND launched in 1994 the first nationa public education campaign
designed to promote prevention and promotion entitled, There' s No Excuse for Domestic
Violence. The campaign includestelevison, radio, and print PSAs, community organizing,
etc.

Judicid Education Project: worksto improve courts handling of casesinvolving domestic
violence. FUND has crafted two sets of nationd training curricula—one for judges
presiding in the crimina courts and one for judges hearing civil court cases—and is
developing complementary interactive software for each. Another program being developed
isto educate judges on how domestic violence affects children.

Public Policy: focuses on highlighting the public hedth dimensions of domestic violence and
the need for concerted prevention and education efforts. FUND worked closdaly with policy
makers to establish anationd violence againgt women prevention program under the
auspices of the Centers for Disease Control and Prevention.

San Francisco Family Violence Project: provides specidized services and training on
domedtic violence to law enforcement professionals, judges, hedlth care professonds, and
other service providers.

Massachusetts Older Women and Domestic Violence
Prevention Project

Contact: Dianalaskin Segd, Acting Director, Elder Care
Massachusetts Older Women and Domestic Violence Prevention Project
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Department of Public Hedlth

250 Washington Street, 4th Floor
Boston, MA 02108

Telephone: 617-624-5407
Facsimile: 617-624-5075

Program Type: Professond education and training, policy development and reform, training of
peer leaders, public education and awareness building, coordination among severd agencies
working in areas connected with older women and domestic violence.

Target Population: Service providers, older women and older battered women statewide, with an
emphasis on culturd diversty and outreach to minority populations, including African American,
Hispanic, and Asan American populations.

Setting: Massachusetts.

Program Description: The Massachusetts Older Women and Domestic Violence Prevention
Project, started in 1994, is one of five organizations funded by the U.S. Administration on Aging.
The project uses collaborative relationships to provide cross training for service providers, conduct
amedia campaign, conduct a peer outreach worker component, build a very diverse advisory
board, and educate the genera public and especialy older women. Specificdly, this project:

C established ongoing relationships among four co-gponsors—the Massachusetts Department
of Public Hedlth, Massachusetts Executive Office of Elder Affairs, the Massachusetts
Association of Older Americans, and the Massachusetts Health Research Ingtitute—and
three partners—the Massachusetts Codition of Battered Women's Services, the
Massachusetts Codlition of Rape Crisis Services, and the Network for Battered Leshbians
and Bisexua Women;

C developed training curriculaand held professiond training programs & five regiond training
steswhich covered amogt the entire Sate, targeting service providers from networks such
as Elder Services, Protective Services, Battered Woman's Services, Rape Crisis Centers,
Home Care Cooperations, community health centers, guardianship agencies, hospitas,
police, and legd services,

C included subgtantial emphasis on culturd diversity in Saffing the project administration,
recruitment of peer leaders, outreach to minority older women, and in creation of an
Advisory Board;

C conducted peer leader training programs, with emphasis on outreach to minority
populaions, including African American, Hispanic, and ASan American populations,

C devel oped and updated a resource manual describing state service providers and other
resources,

79



C worked with batterer intervention programs to promote intervention and services for older
men;

C worked with the only existing support group for older women to extend services to more
older battered women;

C deveoped brochures and posters, conducted public awvareness raisang activities, and
presented at numerous workshops,

C provided technical assistance to physicians and nurse training programs of the
Massachusetts Medical Society and SANE nurse education program;

C included the Older Women and Domestic Violence Prevention Project as amodule in the
Harvard Upper New England Geriatric Education program,

C developed and will develop articles for publication in nationa hedth and gerontological
journds, and

C disseminated and will disseminate project materias to State Units on Aging, state hedlth
departments and state domestic violence coditions, the public, and professonds.

WomanKind: Support Systems for Battered Women
Contact: Ms. Susan M. Hadley, M.P.H.

Founder and Director

WomanKind: Support Systems for Battered Women

Farview Hedth Sysem

6401 France Avenue South

Minnegpolis, MN 55435

Telephone: 612-924-5775 | Facsmile: 612-924-5012

Program Type: Advocacy/Case Management Services, Education/Consultation for Health
Professonds.

Target Population: Victims of domestic abuse entering the health care system through urban and
suburban hospitds. African American, Native American, ASan American, and Hispanic women
generdly utilize the urban hospitd location.

Setting: One urban and two suburban Minnegpolis hospitals and 50 affiliated clinics.

Program Description: The first program of itskind in the United States, WomanKind was
founded in 1986 to better identify and treat abused women who come into the hedlth care system
through two suburban hospitals. In 1994, services were expanded to the urban hospital.
WomanKind's god isto integrate the issue of domestic abuse into the totd hedlth care of each
patient, resulting in overal system change whereby routine assessment and identification, combined

80



with early intervention, may result in prevention of more serious injuries and symptoms to women
and their families.

Nearly 100 clients are referred each month to WomanKind from inpatient and outpatient sources, as
well as the surrounding community. WomanKind provides a connection between the victim in the
hedlth care setting and available community resources. It offers a safe, supportive, nonjudgmental
environment, 24 hours-a-day, seven days-a-week, in which women can receive support, sort
options, set priorities, and make decisons. Advocacy services provided to abused women include:

crigsintervention;

evauation of domestic abuse issues;
development of a protection plan/action plan;
setting of short- and long-term godls;

support, education, and ongoing assistance; and
community referras.

OO OOOO

WomanKind staff and volunteer advocates are available to assst women during and after their
emergency department vidt or hospital stay. The services are dso available for referrds from
affiliate clinics, aswel as community resdents. A weekly support group, held in a confidentia
location, is available for women who are or have been in an abusive rdationship. Thereis no charge
for WomanKind services.

WomanKind aso provides education to and consultation with hospita staff and other health
professonasto assst them to more readily identify and treat abused women. Educated
professionds often intervene a a point where abuse can be identified, and support and information
about available community resources can be given.

The WomanKind program has been selected by the Centers for Disease Control and Prevention to
participate in atwo-year evauation project on hedth system intervention for victims of domestic
abuse and violence. The evauations will assess the services provided by WomanKind gaff in the
aress of case management/advocacy services, professiona training and education, and
communication and networking with community service agencies.

WomanKind is nationaly recognized and has been profiled in publications of the Journal of the
American Medical Association, The Journal of Emergency Nursing, Hospitals, Minnesota
Medicine, Medical Economics, Emergency Medicine News and Women's Health Issues. It has
been featured on hedth care reports of the NBC TODAY Show, Lifetime s Physician’s Journal
Update, and on Today’ s Breakthroughs, Tomorrow’'s Cures.
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B. Keynote Address Presented to the National I nvitational Meeting
on Prevention of Family and I ntimate Partner Violence

I mproving the Response to Family and I ntimate Partner Violence,
presented by Vincent J. Fontana, M.D., FAAP*on September 15, 1996

This afternoon | would like to share some thoughts with you in your roles as participantsin HRSA's
godsin studying the ways and means of preventing and bresking the cycle of family and intimate
partner violence. We dl have in our work with children and families learned agrest dedl over the
yearsin talking with parents, children, professonas, community leeders, aswell as paliticians. So, |
thought it worthwhile to share some of the more timely lessons | have learned over the last three
decades.

Violence is a public hedth problem that is swegping American society and is claming young victims
and adults at record rates. The most darming trend in this country is the extent to which our children
are killing other children. According to the Nationa Center for Hedlth Statistics, there are on
average 65 homicides in the United States every day and 450 victims, of dl ages, every week.
These figures trandate into 2,000 homicides a month and an estimated 24,500 Americans murdered
each year. Child maltrestment kills as many as 4,000 children each year, and in New Y ork City an
average of 2 children each week die as aresult of abuse and neglect. An estimated 3 to 4 million
American women are the victims of domestic violence annualy—"estimated” because many cases
go unreported. Domestic violence in America damsthe lives of more than 10 women every single
day. Nowhere are the effects of this human violence so starkly revedled asin our hospital emergency
rooms. We see the battered bodies of children, broken bones, gunshot wounds, wife beatings,
incest, rape, and elderly abuse. The problem is enormous, and it is having tremendous impact on our
hedlth, child welfare, educationa, and pend systems. The psychologica impact on children and
adults who are abused or neglected is enormous. Abused children as well as those who witness
parenta violence are more likely to use physicd violence againgt others when they are older.

Family violence is inextricably linked with unbeerable stress, with impossible living conditions, with
meaterid or siritud poverty, with distorted values, with disrespect for human life, and with drug
addiction, acoholism, assaults, murders, and the other illsin the midst of which welive. Itisa
symptom of not just family trouble, but neighborhood and community trouble as well.

If we are to save oursalves and achieve any amount of success with the devastating problem of
family and intimate partner violence that confronts our society, we must go to the root causes of
violence. Aswith any disease, the mogt effective way to combeat family violence isto treet the cause.
| believe that the breakdown of the nuclear family and the decomposition of our communities

*Medica Director, Pediatrician-in-Chief, The New Y ork Foundling Hospita, Author of
“ SOMEWHERE A CHILD ISCRYING” and “ SAVE THE FAMILY, SAVE THE CHILD.”
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contributes very dramaticdly to the violence in our country. Violence and hatred begin in the home.
We must restore a sense of family, arenewa of what parenting is al about. Let us begin by training
parents, particularly those at risk of abusing their children. We must empower parents as primary
models for their children by improving their parenting skills and cognitive knowledge. And equaly
important, teach them how to handle the pressures of being a parent. We must teach our young
children the vaues that work and make a civilized society possible.

Teachers have aresponsbility to teach common civility, respect, and self-respect. Respect for the
rights of others. Respect for human life and the qudity of life. Train youth in conflict resolution,
mentor young people with specia adults who can provide a positive, caring influence and a standard
of human conduct. Counsdl the young victims of violence so that they do not become the future
perpetrators of violence. Limit the access of youth to acohal, drugs, and firearms.

Thereis no question that far reaching socia and economic changes in our nation must take place if
we are to fundamentaly dter the lives of our young people and families and thereby prevent the
violence in our communities. We aso have to reckon with the socid environment of our times,
namely, our violent drug-infested streets, the violence in our schools, and the glorification of sex and
violence in entertainment, media, and publications.

To reduce the heavy tall of substance abuse on family violence, care providers must take afamily-
centered approach to treatment. Children’s services must be a part of the parent’ s rehabilitation
program. It is pointlessto treat users of acohol and drugs and ignore what might be happening to
their children. We must establish support services for parents under stress, such as child care,
respite care, criss nurseries, shelters, parent help-lines, and a community network of sdf-help
groups. Let it not be thought that funding a chain of such programswill take away from the war
againg poverty or the war againg drugs, or the war againg crime. We may never know in what
heart of darkness lies the deep-down seed that grows into family and intimate partner violence, but
we do know that poverty and crime and the drug epidemic feed into societal violence, and violence
feedsinto them.

To address the problem of child and spousa abusein clinica practice, there must be wider use of
domedtic violence protocols in adult and pediatric medica care. The engagement of preventive
interventions should include both children and their mothers. The overlagp between the victimization
of children and their mothers suggests a need for aredefinition of both problems, focusing on
violence in the family. We need to be aware that the child within aviolent family unit is never an
innocent bystander, oblivious to the violence. The child is aways involved emotiondly and is e high
risk for becoming physicaly or sexudly abused. Children are never safe from domestic violence.
Thereisaneed for stronger linkages to be established between schools, law enforcement, drug
rehab programs, shdlters for battered women, child protective service workers, and child care
agencies. Last but not least, there must be clearly defined laws for the protection of children and
victims of domestic violence.
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A multidisciplinary gpproach is criticad when addressing the issue of family and intimate partner
violence. It isimpossible to approach a multidisciplinary problem with asingle discipline service unit.
We mugt develop a multidisciplinary human service unit which can cut acrass many of the traditions
and unworkable rules and regulations that are built into most human service ddlivery units. Turf
barriers are dill a problem and an impediment to future progress. We must develop strong
successful linkages between community-based programs, city agencies, and the public sector. We
must develop within the bureaucracy amultidisciplinary gpproach in dedling with the causes and
effects of family violenceif the best interests and safety of the community are to be achieved. There
arebadcdly four “firgt points of entry” to the system which responds to child abuse, spouse abuse,
and dderly abuse, namely, medicd, law enforcement, mental health, and child protective and victim
sarvices. Currently, cities and states have a complex array of programs and initiativesinvolving dl
these systems. Unfortunately, there is no mechanism or plan in place that provides and ensures a
coordinated, cooperative effort to communicate in the intervention, prevention, and trestment of
family violence. Such a plan would maximize and more effectively utilize the resources which are
now available, and provide the opportunity for the exchange of ideas and information by
professonas from the different disciplines. Thistype of interagency communication, cooperation,
and coordination will ensure success in the achievement of our ultimate goa, namely the prevention
of family and intimate partner violence.

The gods of preventive interventions include the reduction of the risk factors associated with
violence, the improvement of outcomes of individuas or families exposed to such risk factors, and
the provision of protective factors that could mitigate or buffer the individua from the effects of
violence.

There are two things that can undercut and sometimes even totally sabotage our effortsin the
development and implementation of programs aimed &t the prevention of violence. Oneisthe
absence of nationd policy and leadership, and the other growing out of the former isthe
uncoordinated, fragmented, and oftentimes wasteful overlgpping of systlems which are meant to
deliver medicd and socid servicesto families at risk. Developing a research agenda for the
epidemiology of family violence will give us much needed information on causes and consequences
of violence which will help achieve our prevention gods. We need to gain a better, overdl, system-
wide understanding of family and intimate partner violence, including more accurate documentation
of fatdities and incidents. More research is needed to determine effective ways to prevent violence
and violent behavior through the implementation and eva uation of violence prevention programs. |
would expect the Presdent of the United States to provide leadership by committing mgor
resources to research and to the development of model programs that demonstrate way's to prevent
violence in different kinds of communities. Governmentd leadership is needed to foster the
integration of research from related fidlds that offer Sgnificant insghts into the causes, consequences,
and prevention of societd violence. The multi-nature of family and intimate partner violence requires
developing specidized inter-disciplinary expertise and opportunities for collaborative research
Studies.



Early intervention is the top priority for every program and policy addressing family violence. There
are ways to effect early intervention that can strengthen the family and prevent violence at the same
time. We have the know how, and we have the technology for ingant communication to effect a
nationwide plan of action. We have al the resources necessary for the devel opment of
comprehensive, coordinated, community-wide, family-centered prevention programs. We know
what works. Prenatal and postnatal care, education for parenting, preschool programs, crisis
nurseries, homemaker services, self-hep services, home vidts, lay therapists, day care, and a
shopping list of other successful preventive programs have al proved themsdlves. | would like to see
aprogram in which a complete package of essentia human support services are pulled together at
the neighborhood leve, with al previoudy separated programs linked together in one Family Center.
However, there are obstacles that must be overcome. In addition to alack of adequate funding,
there is the complex array of services supported by many different funding streams and governed by
avaiety of digibility requirements. If we are to be successful in making it eesier for familiesto
access critical services, we must make changes in our bureaucratic ways in order to maximize scarce
resources and must do more to coordinate these services.

We must reach out to foundations, the business community, and national advocacy and professond
organizations to help us achieve our gods and inform them of the benefits to the community at large.
Let us persuade American philanthropists that there is no more important cause than the prevention
of family and intimate partner violence. That no disease is more devadtating to our nationa hedlth,
our environment, our work force, our children, and our battle against drugs and crime, than the
pervasive disease of family violence. And, finadly, there has been debate and question these past
severd months as to whether or not it takes a village to raise a child. Politics aside, my experience
tells me that oftentimes it takes a village with its hospitas, schools, and child care centersto help a
parent raiseachild. Ittakesdl of us. So let usbuild and support the villages that will help prevent
violence within our familiesand in our society.

Can we stop child abuse, domestic violence, and elderly abuse? We can, if we have the courage to
change the organi zation and bureauicracies we have been living with and make them work for the
children and families who are being victimized by violence. America can no longer ignore the
violence in our homes and communities. Working together we can make a difference, we can make
it Un-American for any child or adult to be abused, exploited, or aandoned. It isthe only way that
will make it possible for usto bresk the cycle of violence breeding violence from generation to
generdtion.
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