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FOREWORD 

Thiss-cudy was undertaken in September 1979 when legislation 
for a categorical program of financial assistance for the provi­
sion of services to victims of domest.ic violence was being con­
sidered by the Congress. The Department of Health and Human 
Services, recognizing that violence within the home was a serious 
problem,,, wanted to know how existing programs, fLtanced by the 
Department, respo~ded to the needs of domestic violence victims 
and their abusers. Because none of the programs of this Depart­
ment had a spe'cific mandate to provide services to these victims, 
no information on service availability and usage was routinely 
collected. 

The study indicates that some DHHS programs have been utilized 
within the flexibility of their legislative atithorization to 
respond to these needs. At both the State and community levels 
staff have developed special programs, outreach efforts, and 
coordinating "and referral mechanisms. Most respondents to the 
'survey, however, did not believe that sufficient resources were 
available in their State or community to meet the need. The 
three-volume final report presents the findings of the study 
from different perspectives: Volume I reports the findings on 
a program-by-program basis1 Volume II' presents case studies on 
how services are delivered in three communities1 Volume III 
presents', on a Stat'e-by-S\tate basis, the findings from the 
interviews conducted with State level staff. 

With the enactm~,nt of the Omnibus Budget Reconciliation Act in 
August of ,;1981, some of the categorical DHHS programs discussed 
in this report are now consolidated into State block grant pro­
grams. Specifically these are: 

o 

o 

o 

Title XX--now a block grant which provides States with 
mor~ flexibility in providing 'a wide range of sO,cial serv­
ices including emergency shelt,er for children and adults, 
counseling for'the entire household unit, including the 
abuser, and employment referral and training. 

Community mental health centers, alcohol formula grants 
and alcoholism treatment and rehabilitation, and dru,g 
abuse demonstration and community services programs--these 
programs have been consolidated into a single, State grant 
for mental health" ~lcoholism and drug 'abuse services. 

Community health centers--although direct Federal funding 
will continue for fiscal year 1982, this program will be a 
block grant operated by the States beginning October 1982. 
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Additionally, the child abuse and neglect prevention and treat­
ment project grant demonstration program has been included in 
a broad-based social services discretionary fund which is man­
aged by the Assistant Secretary for Human Development Services. 

Because of these and other legislative changes affecting the 
programs included in this study, the informatipn presented in 
this report may no longer reflect statutory and regulatory. 
requirements and prohibitions which are effective as ofO(ttober 
1, 1981. However, the report does provide

0 

a state-of-thelart 
perspective on;.how some DHHS programs have and can "be used\to 
provide assista~~~e to victims of d v,telence. ,.' 1-
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Gera d H. ten 
Deputy Assistant Secretary 

for Program Systems 
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EXECUTIVE SUMMARY 
!J 

This study, initiated by the Department of Health and Human Services 
(DHHS) in October, 1979, provides information on where and how selected DHHS, 
State, and locally funded programs are making services available to victims 
of domestic violence. The study's Final Report entitled, "Services to Vic­
tims of Domestic Violence: A Review of Selected Department of Health and 
Human Services Programs," was prepared under Contract HHS-100-79-0l85 by 
CSR, Incorporated, whose main office is located at 805 15th Street, N.W., 
Washington, D.C., 20005. 

BACKGROUND 

Public concern about violence in the family has increased over the past 
several years. This conce.rn was directed first on helping abused children. 
Recently, there has been growing concern about providing help to abused 
spouses and their families. 

The service needs of batte~ed women extend to nearly every aspect of 
their personal and family life--physical and mental health, economic 
security, legal protection, interpersonal relationships, and general well­
being. The existing human services delivery system, comprised in large part 
of DHHS funded programs, has the potential to help meet the comprehensive 
service needs of victims of domestic violence and their families. However" 
the extent to which DHHS funded programs currently do meet the needs of 
battered women and their families was not investigated prior to this study. 

OBJECTIVE S OF THE STUDY 

The following DHHS programs were included in the study: Aid to F,amilies 
with Dependent Children (Social Security Act, Title IVA); Emergency AssJst­
ance (Social Security Act, Title IVA); Child Welfare Services (Social 
Security Act, Title IVB); Medical Assistance (Social $ecurity Act, Title 
XIX);~ Social Services (Social Security!J Act , Title XX); Child Abuse and 
Neglect Prevention and Treatment (Child Abuse Prevention and Tre3tment Act); 
Community Health Centerl) (Public Health Services Act, Title III, Section 
330, as amended); Co~nity Mental Health Centers (Community Mental Health 
Centers Act of 1975, Title III', Public Health Services Act, as amended); 
Indian Health Services (Indian Self-Determination Educational Assistance c 

Act); Work Incentive Program (Social Security Act, Amendments of" i9.67); 
Alcoholism Treatm~nt and Rehabilitation and Alcohol Formula Grants (Compre-

,hensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilita~ion 
~ Act of 1970);C and Drug Abuse Demonstration and COmlnunity Service Programs 

(Drug Abuse Office,and Treatment Act of 1972, as amended). 

In addition to the' DHHS funded programs, State" and local programs on 
domestic violence and local shelters for battered women were included in the 
study sample. Furtherf when "close and substantive working relationships" 
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related to the problem of domestic violence were identified between the sur­
veyed DHHS funded programs and other Federal or private programs, these 
other programs were surveyed as well. 

STUDY OBJECTIVE S AND METHODOLOGY 

Three primary objectives were developed for, this study -- first, to 
assess the extent to which staff from the selected programs provide assist­
ance to batt~red women and their families; second, to identify legal and/or 
administrative constraints of programs which affect the extent to which 
staff serve this population; third, to identify other factors which have an 
effect on service provision, for example, staff opinions and community 
characteristics. 

Two distinct surveys wer~ conducted to obtain the data required t~ 
address these objectives: a State level survey and a community level survey. 

The State survey, conducted by telephone, was initiated in March, 1980. 
Every State and the District of Columbia were included in this phase of the 
study. Respondents were selected on the basis of their knowledge of the 
selected program's policies, procedures, regulations, and services, and/or 
their knowledge of the selected program's activities related to the problem 
of domestic violence. The findings reflect a composite viewpoint 
of each program's activities. Administrators from a total of 484 programs 
were interviewed; the response rate for the State survey was 98 percent. 

The field work for the community survey was initiated in July, 1980. 
Fifteen States were initially selected based on stratification of all States 
according to geography and level of service activity for victims of domestic 
violence as reflected by the State survey data. From these 15 States, 88 
communities were selected~ based on a random probability sampling approach. 

A matrix of all programs under study located in each of the 88 c~~un­
ities was prepared. Specific programs in each community then were selected 
randomly for inc Ius ion in ,the survey. The number of DHHS funded programs ' 
sampled across all 88 communities ranged from 25 to 47, except for the Indian 
Health Services and Child Abuse Prevention and Treatment programs which had 
four and six local programs, recpectively. A total of 444 programs, with 
interviews from 1,313 respondents, constitute the computerized data bas~ for 
the community survey. The distribution of the 1,313 respondents, according 
to job function, is: 368 administrators, 724 direct service staff, and 221 
staff who function in both capacities. 

Eight additional sites (two Indian res'ervations and five communities in 
California) were selected for special analyses. Interviews with administra­
tors and direct service staff from another 45 community based programs form 
the basis for these analyses. The findings fr.om thes~,.(interviews are treated 
separately in a supplemental case study report 'andit(:t:hapter 2 of the Final 
Rep~rt. 
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NAJOR FINDINGS 

The major study findings relate to the scope of current DHHS program 
efforts; the pot~ntial of DHHS programs to serve battered women and their 
families; and Stat6and local domestic violence program initiatives. These 
findings are sumnlarized in the following sections with particular emphasis 
on'the current efforts and potential of the DHHS funded programs. 

Domestic Violence Victims asa Focus of DHHS Program Efforts 

Each DHHS funded program surveyed is authorized to provide financial 
~,ssistance/services to individuals or families who meet the program's eligi­
~ility criteria. The eligibility criteria vary from program to program, but, 
in general, the selected programs concentrate on helping persons who have 
incomes under specified levels and/or who have specified service needs. 

Although the legislative mandates for the DHHS programs surveyed do not 
reference victims of spouse abuse as a target population, some victims are 
eligible to receive program services. These victims possess other charac­
teristics which concur with the program's mandate and eligibility criteria. 
Of special interest to this study is the extent to which State and local 
staff, on their own initiative or in response to State or community concern, 
have singled out victims as a focus of program efforts. 

At the State level an emphasis on battered women varies considerably 
across the DHHS funded programs surveyed. None of the Work Incentive Pro­
gram (WIN) respondents reported a focus on battered women, while respondents 
from 34 percent of the Social Services programs reported this focus. This 
varied emphasis on battered women is found at the community level as well. 
None of the WIN or Medicaid programs surveyed at the local level have a focus 
on battered women, while 29 percent of the Community Mental Health Cen,ters 
do. With the exception of several respondents from the Child Welfare Ser­
vices program reporting a focus on the children of battered women, c~ildren, 
abusers, and battered "men are less likely than battered women to be a focus 
of any DHHS funded program efforts. 

Where DHHS funded programs have a focus on battered women, a larger pro­
portion of State level respondents than community respondents report this 
focus. (The two exceptions to this trend are Emergency Assistance and Com­
munity M~~tal Health Center programs.) Divergence between State and local 
program respondents' reports is particularly evident in fiVe of t~e DHHS 
funded programs surveyed,; the Child Welfare Services, Child Protective Ser-

,vices, Social Services, Alcoholism Treatment and Rehabilitation/Alcohol For­
mula Grants, and Drug Abuse Demonstration/Community Service programs. It may 
be that while activities to help battered women are planned or discussed by 
staff of these programs at the State level, the realities of funding and 
staff limitations lead staff at the community level to report only on 
activities which are implemented. 

In brief,' these findings show that few staff of DHHS funded programs are 
focusing on battered women as a special subpopulation, particularly staff 
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involved in direct intervention at the local level. The children of bat­
tered women, battered men, and ~busing spouses are the focus of program 
efforts even less often. However, the few State and local DHHS .funded pro­
grams with a focus on victims and their families demonstrate that States and 
communities have flexibility in determining program emphases within the 
broad legislative mandates of these DHHS programs. 

Defining the Problem of Domestic Violence 

This study aleo investigated the extent to which staff of DHHS funded 
programs, at State and local levels, have established/adopted a definition 
of domestic violence. The existence of a definition indicates formal recog­
nition of the problem. 

Very few DHHS funded programs have established or adopted definitions of 
domestic violence. At the State level', Social Ser.vices (22%) and Alcoholism 
Treatment programs (18%) are more likely than other DHHS funded programs to 
have such definitions. At the community level, the Emergency Assistance 
(23%), Child Protective Services (16%), and Social Services (16%) programs 
are more likely to have established a definition. Most frequently, respond­
ents from the programs with a definition of domestic violence indicated that 
the definition originated in State domestic violence legislation. 

In brief, these findings show that most DHHS funded program staff are 
operating without a program definition of domestic violence. This factor 
may be curtailing staff recognition of domestic violence as a problem ex­
perienced by their service population. On the other hand, the establishment 
of a very specific program definition of domestic violence was cited by some 
respondents as r.estricting staff from responding to the needs of victims 
seeking services. 

Establishing Program Goals 

Across the programs' surveyed, there is considerable flexibility granted 
by DHHS to States and communities in the determination of program goals, as 
long as the goals have relevance to the broader leg~slated mandate. Thus, 
one purpose of this study was to assess the extent to which DHHS funded pro­
grams, at State and local levels, have goals pertaining to the needs of 
abused spouses and their families. 

Again, the findings show that some State and local staff are t~king 
advantage of the flexibility provided within their respective program 
mandates. At the State level, this is especially true of staff from the 
Social Services (20%), Alcoholism Treatment (26%) and Drug Abuse programs. 
At the local level, Community Mental Health Center staff (32%) have exercised 
this option moat often. 

Of note are t&;~ differences across DHHS funded programs reg.afding the 
extent to which State and community programs have developed goals to assist 
battered women. In some programs (e.g., Child Protective Services and Alco­
holism TJ;"eatment) a larger percentage of State than community respondents 
identified such goa~s. Perhaps some State plans include these goals, but 
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t~.~ goals are not adopted consistently by all community service providers. 
In'contrast, in other programs surveyed (e.g., Medicaid and Community Mental 
He,alth Centers), a larger percentage of local than State level respondents 
identified goals for battered women. Some local staff apparently are estab­
lishing these goals in response to the problem of spouse abuse evidenced in 
their community. 

Although a minority of .DHHS funded programs surveyed have goals pertain­
ing to the needs of battered women, there appears to be the potential for 
further development in this area. 

Providing Services and Coordinating Resources 

All DHHS funded programs offer services which battered women and their 
families may receive on the basis of their broader eligibility for program 
assistance. There were no data available from respoudents which woul.d show 
the number of these victims currently receiving various program services. 

Across all DHHS funded programs surveyed, a minority of States and/or 
communities have elected to provide some special services for battered women. 
At the State level, those programs most frequently reporting special services 
include Social Services (38%), Community Mental Health Centers (27%), Drug 
Abuse (22%)1 Alcoholism Treatment (20%), and Child Protective Services (20%). 
At the coqununity level, it is the Community Mental Health Centers (43%), 
Social Services (25%), and Drug Abuse Treatment (24%) programs which are more 
inclined to have special services. 

A broad range of activities was reported by respondents from DHHS funded 
programs offering special services to victims and their families. Examples 
include the provision of food, clothing, and temporary shelter; offering 
supportive services such as cOllnseling and client advocacy; assigning spe­
cialized staff to work with battered women identified by other program 
staff; training staff to serve as paralegals for battered women involved in 
court processes; operating 24 hour hotlines; and establishing special family 
counseling and peer group counseling services for victims. 

Although these examples suggest that some DHHS program resources can be 
directed toward victims ot spouse abuse, the vast majority of respondents 
indicated that their programs have few, if any, resources which could be 
used especially for victims and their families. However, many respondents 
reported that program" staff are attempting to assist victims through 
coordination efforts with other agencies. Thus, it is not surprising that 
many. respondents also helieve that State and local coordination of services 
is the most feasible future program activity. 

Coordination Strategies 
c) 

DHHS funded program staff have used several mechanisms to coordinate 
activities with other agenpies; for e~ample, 'participation on State/local 
domestic violence task forces, Governor's Advisory Councils and Commissions 
on Women; service agreements with other programs/agencies; informal meetings 
with other program staff to discuss service provision to victims and their 
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families; aud sharing of staff on jointly sponsored activities related to 
the problem of domestic violence. 

Respondents identified some specific accomplishments resulting from these 
coordination activities: 1) c1arificati.on of DHHS financial reimbursement 
policies for services provided by shelters to. battered women; 2) ~.stablish­
ment of formalized referral procedures between and among programs; 3) in­
creases in the numbers of battered women referr.ed by programs to various 
needed services; 4) the development of DHHS and shelter record keeping pro­
cedures to ensure client confidentiality; 5) joint staff training on domestic 
violence issues; 6) publication of a resource handbook for victims of domes­
tic violence; 7) collection of needs assessment and incidence data; and 8) 
communit~ education campaigns~ 

1'he coordination activities assumed by the program staff in s.ome S~ates 
and communities include a wide spectrum of. human service programs (e.g., the 
Departments of Social Services, Education, Criminal Justice, Transportation, 
Public Health, and Coalitions Against Domestic Violence). On the community 
level, however, coordination is more likely to involve a small number of 
program staff who operate .on a case-by-case basis. 

Advocac} and Staff Training 

This study also ex~mined the extent to which DHHS funded programs are 
involved in advocacy and staff training related to the problem of domestic 
violence. Respondents were asked to report any advocacy activities on 
behalf of victims occurring within and/or outside their program and any 
staff training related to the problem. 

Across. all DHHS ftind'ed programs surveyed, some program staff identified 
tLemselve~.:or co-workers as advocates for· domestic violence victims. These 
advocates are mqre likely to work within the Alcoholism Treatment, DrUg~1 
Abuse, grpcial Services, Child Protective Services, and Child Welfare Servil!es 
programs •. DHHS program staff are engaged in several kinds of advocacy . 
activities: 1) flexibility in interpreting program regulations to facilitate 
services to battered women; Z) involvement in community education campaigns; 
3) support of the establishment of shelter programs; 4) inclusion of services 
for battered women in program plans and budgets; 5) lobbying for State 
domestic violence legislation; and 6) sharing knowledge with battered women 
about services available in the community. The staff interviewed for the 
Indian Health Services program also see themselves as advocates for battered 
women. Their efforts focus on encouraging Native America,,. battered women to 
advocate more for themselves and on ehcouraging .tribal go,Jlernments to recog­
}tize domest'ic violence as a serious problem on the reservation. 

Respondents from DHHS funded programs also were asked to report any 
training they or their co-workers hadoreceived to better understand the 
problem of domestic violence. Across all DHHS funded programs surveyer;1, 
some staff have received this training. With the exception of the Chilld 
Welfare Services .and Child Protective"Services programs, thIs is a more" 
COmmon occurrence for program staff at the community level than at the State 
level. On the local level, a large percentage of the Community Mental 
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Health Centers (71%), Drug Abuse (48%), Alcoholism Treatment (45%), Social 
Services (44%) , and Child Protective Services (42%) programs have staff who 
received some specialized training. 

Perceptions of the Problem 

Respondents were asked to comment on the severity of the problem of 
domestic violence, to identify factors which may contribute to the problem, 
and to identify other proble.m areas frequently experienced by battered 
women. The vast majorIty of respondents across all DHHS funded programs, at 
both the State and community level, believe th2t domestic violence is a 
severe problem. Most respondents also believe that economic factors such as 
financial stress and unemployment are an underlying cause. State and com­
munity respondents tend t~ agree less often with regard to other underlying 
factors. State level respondents identified societal factors (such as sex 
role stereotypes and the changing role of the family) second only to economic 
factors, whereas local respondents more frequently commented on the presence 
of substance abuse, particularly alcoholism, as a factor related to spousal 
abuse. Familial factors such as learning abusive behavior within the family, 
personal factors such as emotional difficulties and stress, and interpersonal 
factors, such as communica~ion problems, were generally identified with the 
same frequency by State ami local respondents. 

Dat.a show that most staff of DHHS funded programs recognize spouse abuse 
as a severe ~nd complex problem requiring the local provision of many dif­
ferent services. Respondents also perceive their communities as having 
insufficient resources to meet the serv~,ce needs. The fol~()~ing,section 
discusses addit'ional barriers identifi~d by respondents asC:r~std.cting their 
programs from filling the gaps in the service delivery sydtem. 

Barriers to Service Delivery 

Program respondents id~ntified mUltiple barriers which they believe 
restrict their programs from responding to the needs of battered women and 
their families. Some of these barriers are viewed as resulting from Federal 
and State legislation and regulations. Other barriers are seen as resulting 
from limited program resources available to deal with the problem. Finally, 
there are barriers perceived as a result of community attitudes and victims' 
characteristics. 

Respondents repeatedly noted that it is not within the purview of their 
programs to provide any special assistanc~ to victims and their families. 
While it is true that some of the DHHS funded programs surveyed cannot target 
services 6n any special population not eligible by legislative mandate (e.g., 
income eligible, or eligible because of substance abuse), the mandates d.9 not 
preclude staff from initiating special activities to help victims who are 
eligible for basic program services. 

Respondencs from several programs, particularly the WIN, Community Mental 
Health Centers, Alcoholism Treatment 'and Drug Abuse programs, noted that 
Federal,and State ~egulations on financial reimbursement restrict them from 

7 



\ ,----:, 
l."-...... _ ..... ' __ .;::~l~ __ .... 

"<--:-;~ ~~ 
",,\--" 

.~--------------.. -.-~~ ... -~.~ -~-.~~ 

helping battered women and their families 
pIe, reported that there are'. • Some WIN respondents, for exam-
the problem of domestic viole:~ere1~bursable service cat.egories related to 
that services extended to famil' ~ug Ab~se ~rogram respondents reported 
reimbursable. Thus respondent~ ~:m e~~ 0 su stance abuser~ often are not 
women whose husband~ are thesubst o~ ~se programs comrnented that battered 
any direct program services. ance a users usually are not provided with 

Respondents also noted that several DHHS f d d 
separate processes for determinlng I' u~ e ,programs have established 
service eligibility M d an app 1c~nt s f1nancial eligibility and 
of this policy dete;s t~~Yi~:~~~;i~;~~ perc

d
e1ve

f
that stt'ict interpretation 

i co . 10n an re erral of battered women b 
d~te:;e~a~~otmenraenfce s~aff., M~ny respondents also believe that they are y 

err1ng V1ct1ms to other p b ' 
to client confidentialitYI; ,rograms ecause of l.ssues related 

The limited availability of program res " 
barrier to serving battered wome ' ources 1S ~1ewed as another major 
cU,rtail activities in ongoing ma~~ t F~nd1ng and staffl.llg shortages already 
ents consider the commitment of adda'te . prolgfram ~reas; most program respond-

, , l. 10na undl.ng and staff as e 
prerequ1s1tes to expanding services to battered women and their ~::i~~::: 

Comm 't 'd 
capacityU~~ ~s:~:~t~ ;St aPdParently further restrict DHHS funded programs' 

a_ ere women. Repeatedly comm 't ' 
intervening in "private" ~a 'I l'f ,unl. y reSl.stance to 

" ... m1 y 1 e was noted by respondents S h com-
mun1ty at~l.tudes apparently extend into the service provider ~etw~Crk 

/ as well. 
Many respondents noted ba' t " 

tered woman's personal sittiat~~1ersF 0 serV1ce del1very created by the bat-
children are not eligible for A;~C ~r example, b~ttered women with no , 
Services, Child Prot;ective Serv' ' mergency Assl.stance! Child Welfare i.', 

battered women must meet the ' 1ces, or ~N program serVlces. In additibn, 
bi~ity criteria specified by ~~~0;~HSr~s1:e~cy, and/or oth:r types of eligi­
wh1le similar basic services ~re n d dU~ e programs. Th1S means that 
"for those services has to be dete e: e d y most battered womet.t, eligibility 
time cOl:!suming task which most ag:~yne t °fnfa c~se-:by-case b<is1s. This is a 

s a are not mandated to assume. 

Further, many respondents bel' h b 
reluc~ant to seek program service~ev~e!a:! attered women,are gene:ally 
reactlon, are too embarrassed to ad it t ~ ~heYbare afra1d of the1r spouses' 
stigma attached to receipt of "welf:re ll ~r ~l.ng h~tte:e~, fee~ there is a 
afraid that their children will be lac d ' psyc l.atrl.c. Ser'71.CeS, or are 
respondents believe that battered p e fl.n foster fam1ly homes. Other 
able, or ha"e no means of transpor;~~:n otten are unaware ~f services avail-
they need. 10n 0 pro~rams offer1ng the services 

Finally, one significant b . 
of the DHHS f d d ' arner, reported by more than'one ... half (51%) 

h un e. program respondents at the community level is that th . 
~~~~:::: ave no lntak: proc;d?res for identifying battered w~men." Thus eu 
to other wome~ and th:1r fam1l1es are not routinely identified or referr~d 

serV1ce provl.ders. 
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In brief, a variety of barriers are perceived by respqndents as inter­
rering with the development of program strategies to assist victims of 
domestic violence and their families. Some of these barriers re.sult from 
actual constr.aints on program resources! lack of community support, or lack 
of staff knowledge on how to identify and intervene with victims and abusers. 
Other barriers, however, stem from staff misinterpretation of program man­
dates, policies, and regulations. Clarification of these latter areas by 
Federal and State administrators appea~s to be a significant prerequisite to 
further use of DHHS program resources for victims. 

Some DHHS funded programs surveyed are able to address the needs of bat­
tered women in spite of the barriers noted above. In addition, program 
res~ondents offered other suggestions for resolving barriers to service 
delivery. These recommendations are discussed in the next section. 

Respondent Recommendations to Enhance Service Delivery 

Program respondents were asked to suggest methods for overcoming barriers 
and improving the d~livery of services to victims and their families. Sug­
gestions often relate to changes in: 1) program mandates, regulations, and 
resources; 2) internal program policie~ and procedures; 3) interagency link­
ages; and 4) training and technical assistance activities. 

Many respondents expressed the need for changes in current program man­
dates, regulations, and resource allocation to enable direct service provi­
sion and other activities on behalf of battered women and their families. 
They suggested: 1) revision of program mandates to permit and/or encourage 
the targeting of DHHS ,activities on victims of domestic violence; 2) revision 
of program regulations to allow Federal reimbursement for services to all 
members of a client's family; and 3) clarification of issues of client con­
fidentiality with respect.lto reporting cases of spouse abuse and sharing 
information with other service providers. In addition, nearly all respond­
ents emphasized that their programs need additional ,resources (funding and 
staff) to focus specifically on the service needs of battered women and men, 
abusing spouses, and their children. 

Recommendations regarding internal program policies and procedures pri­
marily pertain to changes at the local program level. Respondents recom­
mended the establishment of agency intake policies, which require probes for 
the identification of spouse abuse as well as procedures to follow once the 
problem is identified. When spouse abuse is the presenting problem, they 
suggest speeding up the application process or waiving some of the eligibil­
ityrequirements which may place her in further danger (e.g., pursuit of 
child support, returning horne to obtain documents necessary for verification 
of assets, birth records, et~.). 

Appointing staff as domestic violence intervention ~nd referral special­
ists is another suggestion made to facilitate the program's responsiveness 
to victims and their families. Several respondents believe that the devel­
opment/expansion of crisis intervention, family treatment; and group coun­
seling approaches within their agencies would further facilitate the d~livery 
of services to battered women. 

9 
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Respondents also have suggestions for improving interagency linkages and 
the coordination of services provided by various agencies. Although they 
recognize that battered women have a range of service needs, many respondents 
suggest that one agency be designated as the focal point of domestic violence 
intervention. This State/local agency would assume primary responsibility 
for community and professional education, service coordination, and direct 
intervention. In addition, this agency would help staff from other programs 
to clarify their roles and options in do~estic violence cases. Staffing and 
funding from various programs could be combined to provide this agency with 
resources needed to carry out its activities. Further, respondents suggest 
that formal referral and follow-up procedures on behalf of victims and their 
families be developed among agencies. 

Finally, respondents suggest that program staff receive training/techni­
cal assistance to improve their capacity to intervene with families experi­
encing domestic violence. 

State and Local Domestic Violence Program Initiatives 

State funded and grassroots programs are making important contributions 
to the delivery of services for victims and their families. Often, these 
programs are providing services, such as emergency housing and specialized 
crisis intervention, which are not available elsewhere in the community. 
Staff also are providing services to abused spouses who are not eligible for 
DHHS pr?gram services. Program staff are increasing community and government 
awareness of the special service needs of victims. 

1\ 

Victims of dom~stic violence, in turn, are increasingly turning to both 
the special programs and DHHS funded programs for help. Staff of the DHHS 
programs surveyed view the specialized programs as critical referral 
resources for their clients. It appears that the resources of both are J 
necessary if victims' needs are to be met, even partially. 

I' '\' ,t 

One must remember that these special programs do not ex~/~t everywhere. 
We estimate from our findings that nearly qne-half of the communities across 
the country have no special programs, not even hotlines or crisis interven­
tion programs, for battered spouses. Further, many of the special programs 
which do exist are experiencing severe financial difficulties. Services for 
children and abusing spo:~ses are virtually undeveloped. 

;! 
Summary 

Study findings indicate that most staff of DHHS funded programs are 
aware of the problem of spouse abuse, its complexity, and the special needs 
of victims. They also recognize that many service needs of victims are not 
being met through existing community resources. The.se findings, coupled 
with the findings related to State and local domestic violence programs, 
reinforce the fact that there is no one program which can meet alt the 
service needs of victims and their families. Rather, the challenge ahead is 
learning how to make better use of existing program resources available 
through Federal, State, and local auspices. 
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FINAL REPORT 

The Final Report includes five chapters and two supplemental r.eports 
which are bound separately. Chapter 1 of the Final Report includes a dis­
cussion of the problem of domestic violence and a detailed description of 
the study methodology. Chapter 2 presents the major study findings on a 
program-by-program Irasis. Examples of individual program activities related 
to the. problems of spouse abuse are documented, as well as the barriers to 
service delivery and the. recommendations for change identified by survey 
respondents. Chapter 3 provides an overview of the study findings across 
all programs surveyed, including recommendations from survey respondents on 
training and technical assistance activities that would 'enhance staff capa­
city to deal with families experiencing domestic violence. Chapter 4 
explores ~he relationship between var.ious types of programs and variables 
which potentially could influence service delivery to victims of domestic 
violence. Chapter 5 highlights components of the programs studied which 
benefit (or have the potential to benefit) victims and their families. 

Two supplemental reports present study findings from different perspec­
tives. The first supplemental report presents the major findings of the 
State survey on a State-by-State hasis. The second supplemental report is 
comprised of three case studies, each of which addresses activities related 
to domestic violence at the community level. The first of these describes 
DHHS and locally funded program activities occurring across five California 
communities. California was selected for special study because of the 
~~tensive involvement of grassroots organizations with the problem of spouse 
abu,se, and because of its concentrated populations of Hispanic and Asian 
women. The second case study examines State funded domestic violence pro­
grams in two Michigan communities, particularly with regard to how these 
programs evolved and developed coordination linkages with other service 
providers. The final case study details the domestic violence intervention 
activities taking place on three military bases, with an emphasis on Camp 
Pendleton, a marine base in California. 
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INTRODUCTION 

This study, initiated by the Department of Health and Human Services 
(UHHS) in October 1979, and conducted by CSR, Incorporated, provides informa­
tion on where and how selected DHHS, State, and locally funded programs are 
making services available to victims of domestic violence. Although domestic 
violence may refer to any physical, sexual, emotional, and verbal abuse 
occurring between or among members of the same household, this study focuses 
on women who are abused physically by their partners. To a lesser degree, the 
study also focuses on the children of battered women, battered men, and abus- . 
ing spouses. This study d(\es not focus on abused childre.!l. 

In addition to determining the ~cope of program activities related to the 
problem of domestic violence, this st6dy identifies barriers to service provi­
sion as well as the potential of program staff to resolve barriers and provide 
services to victims. Data related to these study areas were obtained primar­
ily through two major survey efforts. The first survey, the State Survey, 
occurred between Apri 1 and June 1980, and included telephone interviews with 
State level program administrators in every State and the District of Columbia. 
The second survey, the Community Survey, occurred between JUly and September 
1980, and included personal interviews with local program administrators and 
direct service providers in 88 communities. (Interv{ews in an additional 
eight communities were conducted for supplemental analyses.) 

The DHHS funded programs selected for these two surveys have no Federal 
mandate to provide services especially for abused spouses and their families. 
Ra ther, the s.elected DHHS funded programs are Fed,erally legislated and autho­
I.zed to serve income eligible and other special populations. These .. rrroader 
service populations, however, may include victims of spous" abuse,/'many of 
whom could benefit by special intervention from program st~"ff. 

While working within the framework of their programs' present legislntive 
authorizations, some State and local staff of DHHS funded programs are all }ady 
taking steps to recognize and address the service needs of these victims. <. 

This study documents these efforts s providing examples for other States and 
communities to follow. Further, some States and communities have developed 
special programs for abused spouses and their families and/or have expanded 
existing human service programs, including those funded by DHHS, to better 
meet the needs of victims. Some States have passed legislation related to 
domestic violence and some have engaged in other State initiatives toward be­
coming more responsive to victims' needs. Thus, this study also offers the 
opportunity to report on these efforts and to learn from them. 

Within this context, DHHS anticipated that study findings on program 
activities at both the State and community level would: 

• Allow for DHHS dissemination of information on seemingly effective 
and efficient methods of service delivery to victims of domestic 
v~olence. 
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• Assist DHHS identification of barriers to domestic violence service 
provision which occur at the State or community level and which can 
be eliminated only by action at these levels. 

• Provide DHHS with information which would support decisions on 
whether changes should be made in DHHS funded programs, or whether 
DHHS should assume other activities in conjunction with State or 
local agencies and organizations to provide services to victims of 
domestic violence. 

This report includes five chapters, and two supplemental reports which 
are bound separately.. Chapter 1, "Study Overview," summarizes the problem of 
domestic violence and the study's design, methodology and data limitations.~ 
Chapter 2, ''Major Study Findings," presents the State and Community Survey 
findings, in detail, on a program-by-program basis. Examples of individual 
program activities related to the problem of spouse abuse are documented, as 
well as the barriers to service delivery and the recommendations for change 
identified by survey respondents. Chapter 3, "Study Findings from a National 
Perspective," provides an overview across all programs surveyed, including 
recommendations from survey respondents on training and technical assistance 
activities that would enhance staff capacity to deal with families experiencing 
domestic violence. Chapter 4, "Special Analyses of State and Community Survey 
Findings" explores the relationship between various types of programs and 
variables which potentially cquld influence service delivery to victims of· 
domestic violence. Chapter 5, "Strategies for Service Delivery" highlights 
components of the programs studied which benefit (or have the potential to 
benefit) victims and their families. 

The two supp,~emental reports address more specific aspects of the total 
study eff'iort. The first supplemental report presents the major findings of 
the State Survey on a State-by-State basis. Each State has its own profile 
which describes, from the perspective of State administrators, State and pro­
gram activities related to the problem of domestic violence. The second sup­
plem~ntal report is comprised of three case studies, each of which addresses 
activities related to domestic viplence at the community level. The first of 
these describes DHHS and locally funded program activities occurring across 
five California communities. Califo:rnia was selected for special study because 
of the extensive involvement of grassroots organizations with the problem of 
spouse abuse, and because of its concentrated populations of Hispanic and Asian 
women. The second case study examines State funded domestic violence programs 
in two Michigan communities, particularly with regard to how there programs 
evolved and developed coordination linkages with other service pro,riders. The 
final case study details the dome.stic violence intervention activities taking 
place on thre.e military bases, with an emphasis on Camp Pendleton, a marine 
base in California. 

Chapter 1 which follows provides the framework for subsequent discussions 
on study findings. 
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CHAPTER 1: STUDY OVERVIEW 

STATEMENT OF THE PROBLEM 

Public concern about violence in the family has increased over the past 
several years. This concern was directed first on helping abused children •. 
Now, there is growing concern about providing help to abused spouses and the1r 
families. 

Spouse abuse is not a new phenomena. It has always existed. l ~owever, 
the public and victims, themselves, have just re:ently turned to leg1~1~tors, 
adminis trators, and service providers for help W1 th the problem. Ind1v1duals 
within the legal and human services systems at Federal, ~tate, B::?d local,· 
levels are seeking a response to this new demand for ass1stan~e. 

Although the exact extent of spouse abuse is not kno~r ~he:e is evide~ce 
that the problem is widespread. Where special programs for v1ct1ms and the1r 
families exist, the requests for services exceed the a~ail~ble pro~ram re- . 
sources. Estimates on the number of victims of domest1c v10lence.1n the Un1ted 
States vary, ranging from 1 million to 28 million. 2 A recent nat1~nat sur~ey 
funded by the National Institute of Mental Health (NIMH) resulted _ 1n a proJec­
tion that over 1.7 million wives are severely abused per year. 3 Straus 
qualifies this estimate by suggesting that "the. true incidence rate for any use 
of violence in a marriage is probably closer to 50 to 60 percent of all 
couples; •• ,,4 The findings of these an~ other studies emphasize both the 
seriousness of the problem as well as its prevalence across all social, eco­
nomic, and racial/ethnic groups in all geographic areas. 

Several themes relating to the conditions and causes of wife abuse recur 
throughout the literature. Much of the literature focuses on the societal 
conditions which have sanctioned abuse. For example, the legal system and 

lDavidson, Terry. 
Beating Pattern. 

Conjugal Crime:, Understanding and Changing the Wife 
New York, Hawthorne Books, 1978, pp 95-113. 

hI 
~i ~' 

2Jacobson, Beverly. "Battered Women." In Civil Rights Digest, Vol. 9, No. 
4, 1977, pp 2-11. 

3 StraU's,. Murray; Gelles, Richard; and Steinmetz, Suzanne. Behind Closed 
Doors: Violence in the American Family. New York, Anchor Press, 1980. 

4 " . f B' Causes, Treatment and Research Needs. In Straus, M~ A. W1 e eat1ng: . 
Battered Women: Issues of Public Policy. U.S. Commission on Civil R1ghts, 
Ja n. 1978, p. 46 7 • 
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laws relating to the marital institution historically have condoned the hus­
band's physical violence toward his wif~.5 Further, the general acceptanc.e 
of violence as part of our society has perpetuated the manifestation of vio­
lence in the family unit. 6 Research has indicated that the acceptance or 
use of interpersonal violence by an adult is related to the extent to which an 
individual initiates, receiv;~s or observes interpersonal violence as a 
child.

7 
A recent NIMH study found that "the sons of the most violent parents 

have a rate of wife-beating 1,000 percent greater than that of the sons ofnon-­
violent parents."S 

\\ 

Other researchers focus on the problem of domestic ';iolence as li,eflectin.-:' 
the overall status O.f women in society and their lack of political, economic,'­
and social power. 9 From this perspective, spousal abui~e is viewed as only 
one of many actiflns which are used to subordinate 'to70nleh in our society. 

The conditions and characteristics associated with domestic violence can 
be viewed two ways. First, studies have. focused on the correlation between 
specific variables or factors and the incidence and severity of violence. For 
example, research has shown that the use of alcohol is correlated with family 
members' inflicting violence on their spouses and children. lO ~~;~lker deter-. " , , m1ned that the most violent physical abuse was suffered by women whose men 
were consistent drinkers."ll Gil found t~at stress related to temporary or 
chronic unemployment and underemployment fs characteristic in violent 

5Eisenberg, S. E.; and Micklow, P. L. "The Assaulted Wife: 'Catch 22' 
Revisited." In Women's Rights Law Reporter, Vol. 3,1977, pp. 138-161-

6Steinmetz, s. K.; and Straus, M. (eds.) Vi~lence in the Family. New Yorl 
Dodd, Mead & Co., 1974. 

7Owens , D. J.; and Straus, M. A. "The Social Structure of Violence in 
Childhood and Approval of Violence as. 'an Adult." In Aggressive Behavior, 
Va 1. 1, 1975, pp. 193-211. 

8Strauss, et al. Behind 'Closed Doors, p. 101. 

9! . .&., Martin, Del. Battered Wives. San Francisco, Glide Publications, 
1976; and Pagelow, M. D. "Secondary Battering: Breaking the Cycle of 
Domestic Violence." Paper presented at American Sociological Association, 
197}. 

10 ! . .&. , 
1979 ; 
1974. 

"Alcohol and Domestic' Violence." 
Gelles, R. J. The Vio1:o.:nt Home. 

In Response, Vol. 2, No.3, Jan. 
Beverly Hills, CA, Sage Pub IJcations, 

1 lWa lker, L. E. The Battered Woman, Harper and Row, New York, 1979, p. 25. 
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families. 12 Gelles13 and Steinmetz14 found a high correlation between 
previous experience with violence and violence committed as an adult. Also, 
in families where child abuse and neglect are identified, spousal abuse often 
exists. IS 

A second way of viewing conditions related to domestic violence is to 
look at why many women;-whc are abused continue to remain in the violent home, 
or, after attempting to leave home, return. Del Martin suggests asking the 
question, "Mtat is it about marriage and society that keeps a woman captive in 
a violent marriage?"16 Various researchers have examined the stated reasons 
for women~taying in violent situations. These reasons include: 

• Fear for one's own or -the children's safety. 

• Lack of, or perceived lack of, police protection. 

• Lack of financial resources and economic dependence on the spouse. 

• Feelings regarding the children's welfare (~.g., children need a 
father; no means to support the children on one's own). 

• Cultural and societal expectations (e.g., social approval of mar­
riage and disapproval of "broken homes If) • 

• Knowledge of the traditional non-intervention of government, com­
munity, friends, ~nd extended family into ''marital problems." 

(t Physical and social isolation. 

• Lack of knowledge regarding legal rights and possible legal options. 

• Previous unsuccessful ~t-t;empt~' in seeking assistance from social' 
service agencies or from the criminal justice system. 

l2Gil, D. G. Violence Against Children. Cambridge, MA, Harvard University 
Press" 1970. Gil reported that close to 50% of fathers who were abusers 
experienced unemployment in the year precedipg the abuse. 

13Gelles, R. J. "Abused Wives: Why Do They Stay?" Journal of Marriage and 
the Family, Vol. 38, No. 10, 1976. 

14Steinmetz, S. K. "The Cycle of Viole~ce: From Family to Society." In The 
Qycle of Violence: Assertive, Aggressive and ]husive Family Interaction:­
New York, Praeger, 1977. 

l5Gayford, J. J. ''Wife Battering~ A Preliminary Survey of 100 Cases.',' In 
British Medical Journal 1(595l):194~1?7, 1975. 

l6Mart in, Del. "Overview--Scope of the Problem." In Battered Wome~; 
Issuesp£ Public Policy, U.S. Commission on Civil Rights, 1978, p. 216. 
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These conditions and characteristics suggest that the problem of 
domestic violence cannot be ignored. In interpreting the findings of this 
study, we are concerned not only with what is being done currently to serve 
victims, but with what mechanisms and forums are appropriate'and best suited to 
deal with the problem in the future. 

SIGN~FICANCE OF THIS STUDY 

The service needs of battered women extend to nearly every aspect of their 
personal and family life--physical and mental health, economic security, legal 
protection, interpersonal relationships, and general well-being. Overall, the 
human service delivery system can play a key role in providing the services and 
resources required by battered women. The DHHS funded programs urider study 
represent ~ major portion of the human services system already existing in 
every State. These programs have the potential to help meet the comprehensive 
service needs of vict\~,ms and: their families. 

In some of the States or communities surveyed, staff are addressing the 
needs of victims and their families through DHHS program resources. These ef­
forts are discussed in this report so ,that they may provide guidance to State 
and local staff working in or with DHHS funded programs elsewhere. Program 
ba~riers to serving abused spouses and their families, as perceived by State 
and local staff, are documented herein to assist program staff in developing 
resolutions to these constraints. 

Despite th~. apparent potential of DHllS programs to assist victims of 
domestic violenc'e and their I,families, some victims are not eligible for DHHS 
program services and/or their needs extend beyond DHHSprogram resources. This 
study's ex~tnation of , State funded andcommupity based dome~ti: violence pro­
grams, therefore" provldes data on how staff from these speclallzed programs 
are filling some of the gaps in the service delivery system. Moreover, as 
staff from vaiI"ious DHHS, State, and locally funded programs are provided with 
knowledge about each other's program strengtos and limitations, they also can 
learn how to supplement ~;ich other's resources more effectively. 

STUDY DESIGN 

From among the many possible DHHS funded programs to survey, the follow­
'ing DHHS programs were selected for this study. 

• 

• 
• 

DHHS Program 

Aid to Families with 
Dependent Children 

Emergency Assistance 

Child Welfare Services 

. 17 

Authorizing Legislation 
I· ) 

Social Security Act, Title IVA 

Social Security Act, Title IVA 

Socfal Security Act, Title IVB 
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• 
• 
• 

• 

• 

• 

• 

• 

• 

Medical Assistance (Medicaid) 

Social Services* 

Child Abuse 'and Neglect 
Prevention and Treatment 

Community Health Centers 

Community Mental Health Centers 

Indian Health Services 
,FV' 

Work Incentive Program 

Alcoholism Treatment and 
Rehabilitation and 
Alcohol Formu'la Grants 

1': 

Drug Abuse Demonstration and 
Community Service Programs 

S3cial Security Act, Title XIX 

Social Security Act, Title XX 

Child Abuse Prevention and 
Treatment Act 

Public Health Services Act, 
Title III, Section 330, as 
amended 

Community Hental Health Cen'ters 
Act of 1975, Title III, Public 
Health Services Act, as amended 

Indian Self-Determination Edu­
cational Assistance Act 

Social Security Act, Amendments 
of 1967 :1 

Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment 
and Rehabilitation Act of 1970 

Drug Abuse Office and Treatment 
Act of 1972, as amended. 

This se1ec'tion of programs by DHHS is based on three primary factors. First, 
the total range of services offered by these programs appears to have the most 
relevance to the known service needs of abu~~d spouses and their families. 
Financial assistance, medical care, co~nse1ing, and employment-related ser­
vices are needed frequently by battered women. Second, as most of these DHHS 
programs exist in every State, staff have the potential for identifying vi:­
tims and providing direct services and/or referrals tooother. programs. Th1rd, 
these programs repxesent a potentially rich resource ,for the collection of 
information on the scope of the problem and the demand for services. 

In addition to the DRHS funded· 'programs , DRRS also reque:3ted that St'ate 
and local programs on domestic violence and local shelters for battered women 
be included in the study sample. Further, when "close and substantive working 
relationships" related to the problem of domestic violence were ident;ified 
between the surveyed DHHS funded programs and othe; Federal or private pro­
grams, tnese other programs were surveyed as well. DHRS requested that 
representatives of State Coalitions Against pomestic Violence and various 
grassroots organizations be contacted prior to initiation of the State Survey 

\",' " . 

*Forthe purposes of this report, child protective services provided through 
Social Services (Title XX) are addressed as a distinct program component, 
Child Protective Services. 
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to document their efforts on behalf of battered women and their perspectives 
,on the service delivery system. 

DHHS provided 14 research questions to guide this study's review of pro­
gram activities related to victims of domestic violence. 

• 

• 

• 

• 
\1 

• 

• 

• 

'w 

• 

Have victims of domestic violence .been identified as a specific tar­
get popuJation in need of services? 

Are there any implicit or explicit policies regarding services for 
viti:tims of domestic violence? If yes, what are they? 

Has the agency identified any practices, interpretations of language 
in statutes, regulations, or guidelines which inhibit or enhance 
service delivery to victims of domestic violence? If yes, what are 
they? I;\, If such practices or interpretations pose barriers to service 
delivery, have any actions been taken to make the necessary changes? 

Are there other types of barriers to services perceiveC! by the 
agency? 

" ' 

Is there a mechanism .for coordination with other programs, including 
shelters which engage in service delivery or advocacy activities for 
victims. of domestic violence? If yes, what is the mechanism? What 
kinds of administrative, outreach, or other arrangements are used to 
coordinate and maximize service delivery? Does the agency perceive 
these arrangements as effective? 

Are there any special programs for victims of domestic violence or 
services for which domestic violence victims have group eligibility? 
What are these programs and what services are offered? 

Which Federal programs and funding sources actually provide assis­
tance to victims of domestic violence and how extensive is the pro-
vision of services?" .' 

Which programs potentially could provide assistance to victims of 
domestic violence? 

What barriers exis t, if any, wtll.ch 1 imi t a program I ~, responsiveness 
to the needs of battered women? Iii, 

.f( IJ 

barders resulting ,from Federal, State, and lrical legislation, 
reg~~a~)ions, or~inancesJ policies, and gUid11nes? '" 

barr1ers result1ng fx-om Federal, State, or local interpretation 
of program objectives and functions? 

Are there service needs for victims of domestic violence which pro­
viders believe 'are not be~ng met through existing programs? 
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• 

• 

• 

• 

o 

1re there programs or activities which have be,en undertaken at the 
State or community level which appear to have \)otential for increas;;... 
ing service delivery td victims of domestic violence in other local­
ities? 

Are there any advocacy groups which the agency believes have had an 
impact on the delivery of services to}domestic violence victims? 
Has that impact been negative or positive? 

Is there infonnation available as-,-~to the number of ' victims of domes­
tic violence served and the cost of these services? 

What is the agency definit~on of domestic violence? Is this defini­
tion'used: to detennine service eligibility? 

Based on a review of these questions, three primary study objectives were 
developed: 1) to assess the extent to which staff' from the selected programs 
provide assistance to battered women and their f~milies; 2) to identify leg~l 
and/or administrative constraints of programs wh1ch affect the e~te~t to wh1ch 
staff serve this population;' and 3) to identify other factors wh1ch have an 
ef:t;ect on service provision, for example, st{~ff opinions and community 

1/ characteristics. ;I 

STUDY, METHODOLOGY 

Two distinct surveys were conducted to obtain the data, required to 
address the study questions: a State lev'€il survey and a community level sur­
vey. Major findings from the State Survey also were used~s the basis for 
selecting th\e States to be included in the Community Sur~'!;;Jl.The sampling: 
plans, ques~lonnaire designs, respondent selection, and'~tudy procedures for 
each survev.fare described as follows. / \ 

/ ~\ 
r(___ The State Survey ~ , '; 

(11 ,~ 

Since two of the sele'cted",rfHHS funded programs", Chpd Abuse Prevention 
and Treatmenf, and Co~unity Hearth, pro~~d: gran~s ~ir&ct1y t? communi;ies and 
do not have, (.brrei~pond1ng State level ~dm1n1str,at1Q~.s, ';:J.,t lo1,~,~ ,;L~~PP:r,op:r,:t,llt:e 1:;0 
include tly~~ in. th(t,~~ate Surv:y sample. Howev:r, ~ll the other DHHS funde? _ 
program.s,)'~1th 1solated except10ns, were ,operat1v:e 1n every State and the D1S 
trict of CO'lumbia. Thus, since all programs wer~ surveyed, there was no need 
to develop a sampling plan. 

The questionnaire ,which was developed 'for the State Survey restricted the i! 

data collection to infonnation: 

• Describing staff activities to assist battered women and their 
families and the barrif'!rs to ser~ice delivery. " 

it' 

l.\ . .~ 
• Identifying special State domestic violence 'initiatives, the 

servic~s provided, and the administrative structure of service 
provision. 

I) 
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Describing substantive interaction among DHHS funded programs arid 
" other Federally or privately funded programs. 

• 

T~is approach ensured that the full range of DHHS funded program activities 
d1r;C~e? on the problem o~spouse abuse would be documented as well as State 
act1v1t1es targeted espec1ally on victims. The questionnaire in final fonn 
was organiz:d.i?t~ five major. areas: 1) program/respondent d~ta, 2) po1icie~ 
a~d respons1b1l1t1es, 3) barr1ers a~d facilitators, 4) services, and 5) 
l1nkages. " 

The q,;es~i?nn?ire and State Survey p:toce~ures were pretested in Delaware 
and West V1rg1n1a 1n November, 1979. In addition, a detailed Procedural Manual 
W?S deve1?ped to'supp1ement the questionnaire. This manual provided CSR inter­
Vlewers w1th.p:otocol and clearance procedures, a glossary of survey terms, and 
program s~ec1f1c ~robes for use during the administration of the questionnaire. 
The study s techn1ca1 consultants and Advisory Board members also reviewed the 
questionnaire and 'suggested revisions which were incorporated into the final 
version. 

.'~he State Sur,?,ey, conducted by telephone, was initiated in March 1980, 
1mmed1ate1y follow1ng.c~ear~nce from the Office of Management and Budget 
(OMB). Letters descr1b1ng the State Survey and requesting pennissiori to pro­
ceed,were, ~ent to every Governor and the Mayor of the District of Columbia. 
All 1ntervle~e:s.were s~l~cted from central office eSR staff and they received 
two days o~ lIu.t1al tra1n1ng plus weekly follow":up training. The interviewers 
made a ser1es", of call.1:I to Governors, department commissioners/directors and 
top and sub-l~vel State program administrators to"obtaiu final c1earanc;' for 
the SU1:vey and to identify potential respondent;s.l;: Individuals selected as 
respon?ent~ were "screened," by r€lferral sources and eSR staff on the basis of 
two Crl.ter1a: I? most knowledgeable of the selected pr6gram's policies, pro­
cedures, regulahons, and services; and/or 2) most knowledgeable of the, 
selec~ed.program's activities related to the problem of domestic violence. 
The.f~ndl.ngs reflect a composite 'viewpoint of each program's activities. 
Adm1nlstrators" from a total of 484 programs we1:e interviewed~ the response 
rate for the State Survey was 98 percent. 

The" Community Survel 

The sampling plan for the Community Survey involved three distinct steps: 
1) devel()pmen~ of a classification system for the States; 2) stratification of 
States. acc?rd:mg to geography and level of service activity for victims of 
domest1c v10lence as reflected by the State survey data; and 3) selection of 
15 States and 88 communities within the selected States the latter based on a 
random,probability s~mpling aperoach.* Each of these s~eps is described 
more fully in subsequent paragraphs. 

*~ total of ?6 communit.ies were surveyed for this study. However, the find-
1ngs . fromelght of thes,e commu,nities are analyzed separately in two case 
studles. One of the 'case" studies pertains to the Rosebud and White River" 
Indian Reservations (included in tti next Chapter) and th'e other to the sample 
of five communities in California, ('included in a supplement to this Report). 
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Upon completion of the State Su,rvey, CSR developed a system of c las.sify~ 
ing the States with regard to several criterion variables. These variab~es 
included: 1) the presence/absence and/or comprehensiveness of State legisla­
tion on domestic violence; 2) the existence of and activity level of a State 
Coalition Against Domestic Violence; 3) .the presence/absence of a State 
authorized and funded·· program on domestic violence; 4) responses to specific 
questions asked of program respondents; and 5) the interviewer's assessment of 
the level of program activity directed toward the problem of spouse abuse. 
The questions, which were used as criterion variables, addressed the extent of 
program involvement in assisting battered women an~ th:ir fam~l~e~" through 
program emphases and goals, direct ~ervices, coord1nat10n act1v1t1es, staff 
training, and technical assistance. 

Based on the above variables, activity level scores were computed for 
each State and the District of Columbia. These scores were placed along a 
continuum to determine the range of variation ~nd clustering of scores. The 
States then were a.ssigned to one of twelve categories, representill~~. the Census 
Bureau's four major geographic regions (Northeast, South, North Ce~lt:ral, and 
West) and activity level classifications (active, in-between, and inactive). 
In turn, 15 States, representative of the nation, were selected from the.cate­
gories for inc Ius ion in the second maj or survey, the Community Survey. The 15 
States selected for the Community Survey were: Alabama, Arizona, Kentucky, 
Maine, Michigan, Missouri, Nebraska, New Jersey, North Carolina, Ohio, Okla­
homa, Oregon, Pennsylvania, Utah, and Vermont.* 

From the 15 States, 88 communities were selected for in-depth, face-·to­
face interviews with local program admi~istrators and direct service staff. 
Community was defined as "a county, or an independent .city." 

There were two major considerations in constructing the sample of communi­
ties (sites). First, the process was designed to meet the requirements delin­
eated in the Request for Proposal. These requirements were: at least three 
sites had to be selected in each State and at least five programs had t~ be 
surveyed at each site; and, in the entire sample, five sites had to b~ r{llt'al" 
two sites had to include a substantial military population, and two s1t~.;i~ h~d 
to be Indian reservations. Second, the process had to ensure a representat1ve 
cross-cutting of communities with different popUlation characteristics •. :The 
procedures developed for selecting the communities for survey utilized 'a ran­
doll).. probability sampling approach which took into account these considerations. 

(' ! 

'..: A matrix of all programs under study located in eac~ of the 88 commun':cties 
was prepat~d. Specific programs in each community then ~ere selected randomly 
for inclusion in the survey. The number ~f programs initially selected across 
the sites totaled 490. The number of DHHS funded programs sampled across all 
88 communities ranged from 25 to 47, "except for the Indian Health Services and 
Child Abuue Prevention and Treatment programs which had four and six local 
pro grams, re sp'~c t i ve ly • 

*In addition to these 15 States, South Dakota was purposely added to the 
State sample to exemplify activities undertaken on behalf of battered women 
and their families by the Rosebud Indian Reservation and its surrounding 
community, Todd County. California also was purposely actded to exemplify 
activities performed by various local programs on behalf of battered women, 
especially minority women. 
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A pretest of the Community Survey procedures and questionnaire also had 
been conducted in Delaware and West Virginia in November 1979. Revisions then 
were incorporated into the final version of the community questionnaire. Its 
content, patterned after the State questionnaire, included additional questions 
seeking ll).ore in-depth information about program practices related to intake 
procedures and assessment of clients, as well as data on clients identified as 
battered women. As with the State Survey, an Interviewer's Procedural Manual 
and program specific probes were developed and used during the administration 
of the structured questionnaire. 

Prior to the initiation of any direct contacts in the selected States and 
communities, letters describing the Community Survey were sent to the Gover­
nors, State program administrators, and local program administrators. Forty­
five field staff were recruited and trained on the Community Survey clearance 
and interview processes. Field staff resided in or near the communities 
assigned to them in the majority of instances. 

One administrator and (up to) three direct service staff were interviewed 
in each program selected within a community. CSR central staff consistently 
monitored the field staff'~; work by making site visits, accompanying field 
staff on in~ "'l"views, reviewing completed questionnaires, and calling field 
staff for v'l<,..:.tly progress reports. 

The field work for the Community Survey was initiated on July 17, 1980, 
wi th September 8, 1980 establis:hed as the target date for completion. A total 
of 444 programs, with interviews~rom 1,313 respondents, constitute the 
computerized data base. The distribution of the 1,313 respondents, according 
to job functon, is: 368 administrators, 724 direct service staff, and 221 
staff who function in both capacities. 

In the eight sites selected for special analyses, inter.views with admini­
strators and direct service staff from another 45 community based programs 
took place over the same period of time. As noted earlier, the findings from 
these intervi.faws are treated separately in the supplemental case study report 
and in a report on domestic violence intervention activities on two American 
Indian reservations which follm'1s the Indian Heal th Services program descrip­
tion in Chapter 2. 

DATA LIMITATIONS 

In unde!'takiilg the survey- efforts, CSR staff recognized two major factors 
which influenced the conduct of the wor~. First, the DHHS funded programs 
under study show considerable variation in the allocation of funds and admin­
istrative structure from State to State. For example, Social Services (Title 
XX) is often a major source of funding for the· services offered to clients by 
AFDC, Child Welfare Services, and Worl\; Incentive program staff. In attetr.p;'s to 
clarify program funding amounts and sources, CSR learned that program respon­
dents (and even State finance officers) often did not k.now which (or how) DHRS 
monies flowed into specific State programs. Although these variations were 
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addressed, to the degree possible in the study design, their actual effect on 
the delivery of DHHS funded services to victims and their families requires 
further analyses. 

Second, as Community Survey efforts were undertaken, program additions 
and substitutions in the original sample were made. Additions occurred when 
interviews with local DHHS funded program staff revealed "close and substan­
tive working relationships" with other community programs, or revealed the 
existence of programs in the c011llI\unity focusing on a unique aspect of service 
delivery (for example, a program that provides help for abusing spouses). 
Program substitutions were made when the programs/projects originally identi­
fied for the Community Survey were no longer in existence or had lost their 
Federal funding. Additionally, in Michigan, planned interviews with local 
staff from programs funded by the Michigan Department of Social Services (DSS) 
were cancelled at the request of the State. The State Department of Social 
Servies was concerned that local staff were experiencing an upsurge in work 
loads due to Michigan's growing rate of unemployment, and, therefore, did not 
have time to participate in the Community Survey. However, CSR was given 
approval by the Michigan DSS to proceed with interviews with staff working 
directly in DSS sponsored domestic abuse programs. Interviews in Michigan 
with staff from other departments were conducted as planned. The data 
collected in these interviews are integrated into the overall data base 
analyzed in this report. 

In addition, it is important to note that the scope of this study did not 
include extensive research of the enabling legislation and regulations of the 
selected DHHS funded programs surveyed. Generally, States have flexihility in 
interpreting the DHHS program mandates as evidenced by the survey findliLngs on 
staff activities aimed at assisting victims of domestic violence. Additional 
clarification by DHHS and State administrators,:however, may be necessl,\ry with 
regard to some respondents' perceptions of Federal and/or State barriers to 
service delivery. 

t_ 
l , Finally, the scope of the study did not include any questions aski) 

directly of victims and their families to gain their perspectives on th~ 
problem, the effectiveness of current services, and unmet service needs. 
However, during the course of the survey, some DHHS funded program staOff, as 
well as domestic violence program staff, acknowledged their own personal 
experiences with the problem. Although their opinions, as respondents, are 
integrated into the data base, a much more tho~6ugh study of victims' perspec­
tives on and experiences with service providers is warranted. 

Each of the DHHS programs surv'eyed is discussed ,;separately in the follow­
ing Chapter. Then, Chapter 3 presents an overview, across all the DHHS funded 
programs stJdied, of program activities related-to the problem of spousal 
abuse. 
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CHAPTER 2: MAJOR STUDY FINDINGS 

This chapter provides detail on the major findings of the study on a 
p~ogra~by-program basis. As applicable, findings from the State Survey, 
the survey of State level program administrators in every State and the 
District of Columbia, are coupled with the findings from the Gomrnunity 
Survey, the in-depth survey of local program administrators and direct 
services staff in 88 communities/IS States. The findings are organized into 
distinct program reports: 

• Aid to Families with Dependent Children 

• Emergency Assistance 

• Child Welfare Services 

• Child Protective Services 

• Child Abuse and Neglect Prevention and Treatment 

• Medical Assistance (Medicaid) 

• Community Health Centers 

• 
• 
• 
• 

• 
• 
• 

Social Services (Title XX) 

Work Incentive 

Indian Health Services 

Community Mental Health Centers 

Alcohol Formula Grants and Alcoholism Treatment 
and Rehabilitation Programs 

Drug Abuse Demonstration and Community Service Programs 

State Funded Domestic Violence Programs 

Other Domestic Violence Programs/ 
Shelters for Battered Women 

In addition, a case study which present:~Community Survey findings related 
to domestic violence intervention activities on two American Indian 
Reservations follows the Indian Health Services report. 

In reviewing the reports of DHHS funded programs, it is important to 
remember that the programs surveyed are under no Federal mandate to engage 
in special efforts related to the problem of spouse abuse, nor is this study 
intended to be an evaluation of program performance. Rather, the reports 
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reflect the extent to which States and communities independently have recog­
nized and responded to the problem, using existing DHHS program structures 
and resources. Within each DHHS program report, examples are provided that 
demonstrate how State administrators and local service providers have 
responded to the needs of abused spouses and their families, while remaining 
within the parameters of their programs and without a Federal mandate to do 
so. Further, in some States and communities, new programs have been estab­
lished specifically to address the needs of spouse abuse victims. The 
reports on these special programs provide the opportunity to learn more about 
specialized domestic violence intervention activities, in~luding the current 
and potential coordination of activities with DHHS funded programs. 

Study findings are organized similarly for each program. The presenta­
tion begins with an overview of the program's purpose, eligibility require­
ments, and primary services. This overview is followed by a statistical 
abstract of study findings to summarize the extent to which the program has 
addressed the problem of spouse abuse. For example, the abstract presents 
the percentage of programs at the State and community levels which have: 
estabished definitions of domestic violence; established goals/objectives 
related to the needs of battered women; and engaged in activities to assist 
battered women. 

Following the abstract of program findings, the potential of the program 
to address the needs of abused spouses is explored through discussions on: 
1) specific program efforts related to battered women and their families, 2) 
barriers to service delivery (as identifieci by program respondents), and 3) 
recommendations from program staff to enhance service delivery. These three 
areas, together, reflect program potential by illustrating the current 
"s tate-of-the-art ," identifying the range of barriers which s taff p~rceive 
as restricting them from being more responsive to victims, and by point.ing 
out the changes necessary to increase staff efforts on behalf of victims and 
thei.r families. 

At the end o~this Chapt~r,. the f~rs~ in a series of tables is pres(tmted 
to enable comparl.son of statl.stl.cal fl.ndl.ngs across 11 of the DHHS fund~'!d 

programs surveyed. The Indian Health Services and Child Abuse Prevention and 
Treatment Programs are omitted from the tables because their administra~ive 
structures and study samples de not lend themselves to comparison. Findings 
from the State funded and other domestic violence programs surveyed also are 
omitted from the tables due to the lack of comparable data. However, com­
plete study findings for these four programs are presented in their respec-
t ive repol!t s. 
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THE AID TO FAMILIES WITH DEPENDENT CHILDREN PROGRAM (AFDC) 

AUTHORIZING LEGISLATION 

Title IV-A, Social Security Act 

FEDERAL AGENCY RESPONSIBLE 

Office of Family Assistance, Social Security Administration, 
Department of Health and Human Services (DHHS) 

PROGRAM OVERv~EW 

The primary purpose of the AFDC program is to furnish financial assis­
tance to needy, dependent children and the parents or relatives with whom they 
live. The target group is children whose parents or other related caretakers 
have insufficient income to meet t.he basic needs of the family. AFDC is 
available to families based on the absence, death or physical or mental inca­
pacity of a parent or re1at·ive with whom a needy child is living. Twenty-two 
states also provide assistance to intact families when deprivation is the 
result of parental unemployment (this provision is referred to as AFDC-U). 
Some States provide assistance to pregnant women (with no other dependents), 
while other States require that women have children to be eligible for ben~­
fits. Several States do provide assistance to women and children who are 
living in emergency shelter care facilities. 

ABSTRACT OF ~JOR PROGRAM FINDINGS 

The findings presented in this report are based on data ootained from 
interviews with State level AFDC program administrators and interviews with 
AFDC program administrators and staff at the community level. Administrators 
from all States and the District of Columbia were interviewed for the State 
Survey. At the community 1eve1~ a totat of 40 AFDC programs across 15 States 
were surveyed. The following findings are based on the two surveys.: 

• AFDC programs in two States (4%) and in three communities (8%) have 
established or adopted a definition of domestic violence and have 
goals which specifically address battered women. 

• AFDC prog~ams in one State (2%) and in four communities (10%) provide 
direct services specifically for battered women. 

• AFDC program staff in 12 States (24%) and in 14 communities (35%) are 
involved in cOQrdination activities related to the problems of domes-
tic violence. 
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• AFDC programs in four States (8%) and in four communities (10%) have 
staff who have received training to better understand the needs of 
abused spouses and their families. 

• In 80 percent of the States and in 68 percent of the communities, 
AFDC staff are aware of the efforts of battered women's advocacy 
groups. Further, 14 percent of the State respondents and 25 percent 
of the community respondents view themselves or other AFDC staff as 
taking on advocacy roles to benefit victims. 

• AFDC program staff in 20 States (39%) and 30 communities (75%) 
identified Federal or State regulations which restrict their ability 
to provide assistance to abused ~pouses and their families. 

ANALYSIS OF PROGRAM POTE~7IAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

This section examines the potential of the AFDC program to initiate and/or 
expand assistance to victims of domestic violence. AFDC eligibility require­
ments and program policies vary across States; thus, the current range of 
activities focused on victims and the potential replicability of these activi­
ties also vary. The discussion is organized into three areas. First, current 
program efforts related to serving battered women ate examined and examples of 
these'efforts are provided. Second, restrictions to ,service provision (as 
identified by respondents) are delineated. Finally, recommendations offered 
by AFDC program respondents for improving the servlce delivery system are 
presented. , 

Specific Program Efforts , 

Generally, the AFDC program is not involved in any special activities to ~ 
assist abused spouses and their families. Very few programs surveyed ha"lj'(' 
developed or adopted a definition of domestic violence. However, one pro'U'::am 
has adopted a definition Which illustrates the potential for the AFDC program 
to help victims of domestic violence. Specifically, the definition states 
that a woman is eligible for AFDC in a "situation where her homelessness ,is 
due to i1ll1!linent or demonstrated violence from a member·, of the household,.which 
imperils her health and safety or that of members of her family." 

"AFDC program administrators in two State programs (4%) and three co~~ni­
ty programs reported that they have program goals specifically related to the 
needs of battered women. Examples of spec~fic program goals include: exten­
sion of assistance to women in shelters, helping battered women secure a home 
in the community, and simplification of the application process. Program 
staff in {.3 percent ofi:he communities surveyed also reported that ~hey refer < 

abused spouses to other agencies for assistance, most often to mental health 
age:4~ies or legal ser~rices, and less often to empJ.oyment s,ervices and special 
programs for battered women. 

In response to the problems presented by battered women, 12 AFDC pro­
grams, representing 24 percent of the States, have staff engaged in dom~sttc 
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',violence program funding, collection of statistics, need assessments, program 
planning, training, consultation, and coordination. At the.,.community level, 
staff from 14 AFDC programs surveyed (35%) reported they engage in similar 
activities directed toward battered women. Since financial assistance is the 
only mandated direct service pr9vided by AFDC, and since AFDC staff are pri­
marily responsible for eligibility determirtation, it is understandable that 
these percentages are not higher. 

Within the AFDC program, there is the opportunity for broad interpretatio':l 
of various policies. For example, some programs surveyed allow a broad inter­
pretation of residency requirements to include any type of living arrangement 
(shelpers, halfway houses, homes for unwed mothers, etc.) Flexibility also is 
all~wed in the determination of an applicant's assets. In determining AFDC 
eligibility, some States consider only the applicant's liquid and accessible 
resources. Thus, in these States, when a battered woman does not have access 
to her own or to her husband's assets, she may still be determined eligible 
for AFDC assistance.* 

The opportunity for flexibility in policy decisions has benefited victims 
in other ways as well. For example, in one State, women in sh~lters receive 
benefits within five days, whereas the usual application period is 30 days. 
In another State, if a Woman on AFDCleaves home because of abuse, the AFDC 
program has a special n~,ed provision which provides additional money (above 
the regular grant) to cover the woman's initial care in a shelter. 

Several local AFDC programs surveyed have intake anc'!"referral procedures 
to facilitate appropria~e referrals of abused spouses. Usually these referral 
networks have required ongoing coordination with other social service agen­
cies. In 12 State AFDC programs (24%) and 14 local AFDe programs (35%), staff 
reported they engage in coordination,activities on behalf of victims. 

Generally, coordination 1.s maintained on an informal basis. For example, 
in one State, periodic meetings are held which include representatives of 
various social services agencies, the domestic violence unit, and the task 
force on domestic violence. In another State, staff from various income main­
t,enance programs (e.g., AFDC, Emergency and General Assistance) meet with a 
battered women's advocacy group and State funded domestic violence program 
staff. The focus of ~hese meetings is to ensure adequate reimbursement of 
shelters and financial assistance to abused spouses and their families. 

In still another State',. AFDC staff participate in an Intradepartmental 
Committee on Battered Women,which also includes representatives of the Dlvi­
sion of Youth and Family Services, Medicaid, the Welfare Department, the Men­
tal Health Department, and severalho~pitals. At the lQcal level, some of the 
~DC staff are developing linkages ~ith shelter programs and displaced home-
makers' programs., \~. 

*&cording to federal AFDC requiremeri'ts, all States, not just, "some," must 
consider only net income available for current use and currently available 
resources. 
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In a few AFDC programs, staff members were identified as advocates for 
battered women. Respondents in seven State AFDC programs (14%) and ten local 
programs (25%) have been involved directly in drafting new state regulation& 
for AFDCregarding eligibility for battered women and in presenting testimony 
before the State legislature on behalf of battered women. In most of the AFDC 
programs surveyed (80% of the State programs and 68% of the community pro­
grams), AFDC staff are aware of the accomplishments of various women's advo­
cacy groups. The accomplishments include: increasing the States' and com­
munities' awareness of the problem of domestic violence; developing effective 
referral networks; establishing shelter and other support services; initiating 
and/or supporting legislation benefiting battered women (e.g., changing zoning 
laws, implementing a marriage license tax); and providing telephone counseling 
and peer support. AFDC program staff engaged in the referral of battered 
women rely significantly on the services of these advocacy and grassroots 
organizations. 

Barriers to Service Delivery 

The majority of AFDC program respondents surveyed at both the community 
and State level believe that it is not feasible for AFDC to e~pand its role in 
domestic violence intervention. Program staff in 39 percent of the States and 
75 percent of the communities identified specific barriers which limit AFDC's 
capacity to meet the needs of victims. Since AFDC eligibility requirements 
and program resources vary considerably across States and communities, a 
variety of barriers were identified by respondents. 

One category of barriers identified relates to the purpose of the AFDC 
program which is to provide assistance to families with dependent children who 
need financial assistance. Therefore, the AFDC program may provide assistance 
only to one group of battered women--those with children. Further, in those 
States not having AFDC-U programs, assistance to intact families is minimal. 
Other barriers identified result from the individual State's eligibility re­
quirements. For example, in some States, an applica.nt must provide a perma­
nent address to be considered eligible for AFDC; thus, it is difficult for a 
battered woman who moves frequently and/or does not want her address known to 
meet this requirement. In other States, a pregnant woman without ehildren is 
not eligible for AFDC assistance. In those States where the program is.State 
supervised and locally administered, it was suggested that incorrect interpre­
tation about eligibility requirements could result in denial of assistance to 
battered women. For example, State level program administrators may recognize 
shelters as legitimate residences while local program administrators may not. 

Other barriers result from the focus and mandate of the AFDC program. 
Federal authorizing legislation precludes the targeting of any specific popu­
lation group; rather, the primary focus of the AFDC program is on children. 
The AFDC program is not designed to be an "emergency" program; the State man­
dates that an income and assets verification be conducted, resulting in a 30 
to 45-day waiti<l~; period for applicants. The AFDe program is not equipped to 
meet the emergency service ne,eds presented by many battered women. 

,," 
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Finally, a barrier identified by most respondents is the lack of adequate 
program resources and funds required to assist battered women and their fami­
lies. At the same time, 68 percent of the AFDC respondents surveyed noted 
that other resources in the community are inadequate to meet the needs of 
battered women. 

Program Recommendations to Enhance Service Delivery 

AFDC staff surveyed at the local level offered several recommendations 
for enhancing the program's capability to address the needs of battered women. 
At the State level, very few suggestions were offered. Thus, the following 
discussion presents PFimarily a community perspective. Most of the changes 
suggested relate to eligibility criteria and increased funding. Specific sug­
gestions include: speeding up the application process for abused spouses; 
raising the payment standard, allowing the targeting of victims, lowering the 
staff client ratio, and allowing AFDC workers to provide social services. In 
addition, program respondents recommended that staff training be provided in 
several areas; for example, the dynamics of battering, identification of abuse, 
resource utilization, and interviewing skills. 

SUMMARY 

There is considerable variance in the type and level of response made by 
AFDC program staff to address the needs of battered women. This variance 
results fzom the flexibility given to States to make policy decisions. For 
the most part, AFDC program staff are not actively involved in assisting bat­
tered women and their families as a group in need of special attention. Ap­
proximately 50 percent of the respondents surveyed believe it is not feasible 
for AFDC staff to do so and many more respondents identified significant bar­
riers which would have to be resolved before victims could be assisted direct­
ly. However, there is evidence from other respondents that some special 
emphasis byAFDC staff can be placed on victims of domestic violence and their 
families within the parameters of the existing AFDC program. 
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THE EMERGENCY ASSISTANCE PROGRAM (EA) 

AUTHORIZING LEGISLATION 

Title IV-A, Social Security Act 

FEDERAL AGENCY RESPONSIBLE 

Office of Family Assistance, Social Security Administration 
Department of Health and Human Services (DHllS) 

PROGRAM OVERVIEW 

The purpose of the Emergency Assistance program is to provide temporary 
assistance (30 days) in order to prevent the destitution of a dependent child 
living with parents or relatives who are faced with financial crisis. The 
eligibility requirements are similar to those for the Aid to Families with 
Dependent Children program (AFDC) but may incl~de families with children not 
otherwise eligible. ' 

This program has the potential to provide aid to abused spouses with 
children who are suffering severe financiaJ hardships. ~nera11y, cash pay­
ments are made to the client to cover housing, food, and necessary medical 
supplies. In some cases, ve~dor payments are made directly by the program to 
landlords, utilIty companies, etc. Only 21 States and the District of 
Columbia have elected to prov;1de this optional program.* 

:~0' " 
,,<'\ 

ABSTRACT OF MAJOR Pl.JGRAM FINDINGS 

The findings presented in this abstract and subsequent sections are based 
on interviews w~th staff at the State and community EA program levels. Admin­
istrators from all 21 States that have an EA program, and the District of 
Columbia"participated in the State Survey. At the community level, admin:f,s­
trators and staff from a sample of 30 communities participated in the study.,. 

Based on these interviews, the following find~ngs are reported: 

• EA programs inl.hine percent of the States and 23 percent of the com­
munities surveyed have developed or adopted a definition of domestic 
vio,lence . ') 

*The States operating an EA program include: Arkansas, Connecticut, Delaware, 
Kansas, Ke1l::tucky "Maryland, Massachusett!", Michigan, Minnesota, Montana, 
Nebraska, New Jersey~ New York, Ohio, Oklahoma; Oregon, Pennsylvanla" Vir­
ginia, Wa,!'Ihington, West Virginia, Wyoming', and the District of Columbia. 
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• In 14 percent of the States and 17 percent of the communities sur­
veyed, E4 staff reported a program focus on battered ~omen and/or 
their families. 

• EA programs in 14 percent of the States and 17 percent of the com­
munities surveyed have goals and/or objectives which specifically 
address the needs of battered women. 

• In nine percent of the States and 10 percent of the communities sur­
veyed, EA programs have mandated responsibilities on behalf of abused 
spouses. 

• 

• 

'. 
• 

• 

• 

In 18 percent of the State~~,and 17 per~ent of the communities sur­
veyed, EA staff provide dire~t; services to battered women and their 
famiHes. 

EA staff in 36 percent of the States and 33 percent of the communi­
ties surveyed have engaged in coordination activities related to the 

, problem of domestic :violence. 

EA staff in 23 p~rcent of the States and 23 percent, of the communi­
ties surveyed have received training to understand better the needs 
of'vict;l.ms of domestic violence and their families. 

EA respondents in 77 percent of the States and 83, percent of the ~om­
munities surveyed indicated an awareness of advocacy activities on 
behalf of victims in their respective States and communities. 

EA respondents in 2~ p~rcent of the States and 27 percent of the com­
munities surveyed Identified th~mselves or other staff in the EA pro­
gram as advocates for abused spouses. 

In 36 percent of th~ States and 80 percent of the communities sur­
veyed, EA respondents identified restrictions, originating at the 
Federal or State level, which impede the delivery of serviGes to 
battered women and th~ir fami1ies~ 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED lVOMEN AND THEIR FAMILIES 
C) ,I 
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Although the current level of EA program activity directed toward "he 
proplem of spouse abuse is limited, as evidenced by the statistics presented 
above, the exceptions to this general pattern.illustrate several successful 
strE.\tegies for assisting abused spouses and their families. The following /; 
discussion provides examples of current EA staff activities directed towar::d 

, vict:lms, service delivery barriers. (as identified by respondents), and 
\i. respcmdent recommendations for improving the delivery of services to battered 

women. 

Specific Program Effort 

EA program staff in nine percent of the States and 23 percent of the 
communities surveyed have established definitions of domestic violence. In 
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StatEs ~here the program is State supervised and locally administered, the 
counties may develop a defini~ion of domestic violence as part of the eligi­
biltiy criteria; ,this accounts for the higher percentage of local EA staff 
reporting such definitions. The following phrases a~e included in some EA 
eligibility criteria: "battered women in shelters," and "need for protective 
services." The general definitions used by EA programs to determine 
emergency/destitution also can apply to abused spouses. , For example the 
definitions in two States are, "a situation that places in immediate' jeopardy 
one or more members of a family" or "being without resources to meet one's 
needs." Thus, the EA program appears to offer a service for which mauy bat­
tered women are technically eligible. However~ while an applicant does not 
have to be eligible for AFDC or already an AFDC recipient, states may limit 
the program's services to this group. Further, the majority of EA programs do 
not use "domestic violence" as a~istinct criterion for eligibility. 

,) 
EA program staff reported a§pecial focus on assisting battered women in 

14 percent of;, the States and 17 percent of the communities surveyed. Often 
this involves the inclusion of "battering" as an" eligibility criterion for 
receipt of assistance. None of the EA program staff at the State or local 
level~ reported a focus on abusing spouses. However, EA statf from one State 
and one community reported a focus on battered men and staff from two State 
and three community programs reported a focus on children of batteTed women. 
The same prog~ams which emphasize assistance to battered women have goals and 
objectives related to the problem area. 

Although most programs do not focus on abused spouses, staff indicated 
that the intake process often includes identification of and contact with 
battered women. Specifically, 47 percent of the local program staff said they 
encounter battered women during the intake process. These pr.ogram staff were 
asked to identify the problems most often presented by battered women; they 
identified other types of marital conflict and housing problems, as well as 
the need for legal protection. . ,\ 

.~~\ 
. .' 

In response to these problems, some EA program staff engage in activities 
on behalf of abused spouses. At the ~tate level, two programs have mandates 
to serve battered women, and five programs engage in non-mandated activities 
related to the problem of domestic violence. At the community level, EA staff 
from nine of the programs surveyed engage in activities to help battered . 
women, and three of the nine programs have mandated responsibilities. Most of 
the activity is in the form of direct services to victims and their families; 
program staff in 18 per.cent of the States and 17 percent of the communities" 
surveye4 proyide direct services to this population. 

The actions of the few program ,j,'fi,aff focJJsing efforts on victims and 
their families represent potentially effective strategies for dealing with the 
problem. In one State, State policy has mandated provision of food, clothing, 
shelter, or other temporary living arrangements to abused spouses. Other 
activities mandated in ~his State include program funding, plannjing, and tech­
nical assistance activities to 'assist victfms more effectively. 'In a few 
other Sta~es and communIties, special procedures have been initiated which 
fecognize the unique circumstances of abused spouses. For example, EA funds 
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can be used by battered women with children who have not yet been determined 
el1gi'~le for AFDC. Also, less stringent verification procedures are used when 
the applicant is a victim of domestic violence. For example, a victim would 
not be required to return home to obtain necessary eligibility documentation. 
Other specific activities which EA program staff have assumed include referral 
to counseling services, provision of temporary shelter, and financial assis­
tance to relocate the household. 

Perhaps the greatest contribution EA program staff can make to serving 
victims of domestic violence and their families is to participate in inter­
agency coordination activities. Currently, EA staff from eight programs at 
the State level (36%) and ten programs at the local level (33%) engage in 
coordination activities on behalf of victims. EA program staff in 23 percent 
of the communities and 14 percent of the States surveyed participate in infor­
mal meetings to improve the service delivery network. For example, staff in 
one State have meetings with the Bureau of Community and Residential Care and 
with shelter staff to discuss methods for confidential record keeping. In 
another State, EA staff participate in j.nformal meetings w'ith other State 
agency staff to coordinate services for battered women. Other activities 
cited by respondents include staff participation in a Statewide referral net­
work and local coordination efforts with shelter programs. 

Three State respondents and two local respondents reported that program 
staff participate on a task force or committee aimed at assisting battered 
women. In one State, a representative from the EA program is involved with an 
Intra-Departmelltal Committee on Battered Women,~ This Committee keeps various 
State agencies informed of developments conc,erning the issue of domestic vio­
lence and promotes information sharing among agencies. 

In addition to coordination activities, a few staff indicated that they, 
or other EA program staff, encourage service prqvision to abused spouses and 
their families. Program staff in 23 percent of the States and 27 percent of 
the communities surveyed identified themselves or other program staff as being 
advocates for victims of domestic'violence. Program staff also are well aware 
of other advocacy efforts on behalf of domestic violence victims; program 
staff in 77 percent of the States and 83 percent of the communities surveyed 
a're aware of such advocacy" activites. The impact of these external advocacy 
efforts, as reported by EA pr~grams staff, is that shelters are .being estab­
lished and battered women are more inclined to seek assistance from their 
program. 

Despi~e the activities of some EA staff, most respondents at the State 
level and approximately one-half of the respondents at the community level do 
not think it is feasible for the EA program to assume any (additional) activi­
ties for victims. Barriers to serving abused spouses, identified by EA pro­
gram respondents, are examined below. 

Barriers to Service Delivery 

Respondents at both the State and community program levels identified 
barriers which .they perceive as limiting the capacity of EA staff to meet the 
needs of battered women and their families. More barriers were cited by ,\ 
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respondents at the local level than by State level respondents. Several 
different types of barriers were cited; some barriers identified are present 
across most States and communities. However, because of the variation in 
eligibility criteria and program interpretation, other barriers are unique to 
specific States and communities. 

Three frequently cited barriers to service delivery include program eli­
gibility requirements, the EA program mandate, and funding limitations. Local 
variability exists within each category of barriers. In terms of federal eli­
gibility criteria, an individual must have dependent children to be eligible 
for assistance. Further, states may limit eligibility to include only AFDC 
and SSI recipients. In addition, financial eligibility limitations often pro­
hibit EA staff from assisting battered, women. For example ,'-'~':n one State, an 
individual's resources must total less than $750 before the person can be con­
sidered eligiblle for EA. Further, according to several respondents, eligi­
bility determinations at the county level may differ, especially when State 
guidelines are not explicit. Thus, within one State there can be considerable 
variation in the interpretation of eligibility requirements. 

Barriers specific to a State's or community's eligibility requirements 
also were cited. In some communities, the battered woman must have already 
established an independent household to receive EA. In contrast, in other 
communities. rather than requiring the woman to establish'an independent house­
hold before she applies for EA, the woman only needs to show a-written promise 
of a rental, demonstrating her intent to establish an independent household. 
Another example of variabil:f.t'y relates to the marital status. In some commun­
ities, the I woman must prove that she is separated from her spouse before she 
can receive EA. 

Another barrier to helping abused spouses emanates froJ;ll the'respondents' 
interpretation of the program mandate. Several respondents"at both the State 
and community levels believe that it is not appropriate or legal for EA to 
place special emphasis on assisting battered women. 

/ \J , , 

The third restriction most frequently mentioned relates to funding lind,: 
tations. In addition to an overall lack of, program funds, there are limita.­
tions On how much and how often assistance can be provided. These limitations 
are imposed by both Federal and State legislation. For example, several 
respondents commented that EA funds are" available to clients for only one 
30-day period in a year. Further, some EA programs are allotted a certain 
budget per quarter, and no increases are given even if demand outstrips supply. 
Lack of funding is related to another barrier identified by program respon­
dents; that is, lack of staff to serve battered women. 

Another barrier cited by program respondents at the "local level is the 
lack of community resources. Almost two-thirds of the community respondents 
surveyed (63%) believe that community resources are inadequate; specifically, 
they cited the lack of housing facilities for batte~ed women, permanent or 
emergency, as a major barrier to effective service provision. 

Overall, several types of barriers exist, and they emanate from various 
sources. Generally, most of these barriers have not been resolved. However, 
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program staff offered some recommendations and changes that would increase the 
capability of the EA program to serve battered 'Women. These recommendations 
follow. 

Program Recommendations to Enhance Service Delivery 

The recommendations offered by EA program staff represent changes which 
they believe would resolve some of the barriers cited earlier. Several changes 
were suggested: 

• Make domestic violence an eligibility criteria for EA, categorically. 

• Implement special procedures when spouse abuse is the reason assis­
tance is needed; for example, process applications more quickly and 
provide extra funding to establish a separate household. 

• Initiate staff training, specifically focusing on topics such as 
crisis intervention, resource utilization, identification of victims, 
and sensitivity to the special needs of victims. 

• Increase program funding and staff. 

Respondents also cited local efforts which are having a positive effect 
on the capacity of EA to provide assistance to abused spouses; for example, 
the emergence of shelters has increased community awareness of the problem and 
this awareness has decreased battered women's reluctance to seek help from EA. 
Further, some local grassroots activities have resulted in effective coordina­
tion between EA and AFDC to expedite receipt of assistance to battered women. 
These occurrences are exceptions; however, the recommendations provided by 
staff indicate that there is further potential for EA staff to assist battered 
women. 

SUMMARY 

Generally, EA program staff are not involved in activities on behalf of 
abused spouses. Further, almost all of the State program level respondents 
and one-half of the community ],evel respondents believe it is not feasible for 
EA to assum~ any additional activities to assist battered women. Major bar­
riers to ser~i-.:<e delivery, identified by respondents, include pro&ram eligi­
bility requirem~~ts, the EA program mandate, and fuhding limitations. Since 
the EA program i~ closely related to the AFDC program, it is not surprising 
that similar barriers were reported by respondents surveyed in both programs. 

,4 

., Changes suggested by program staff to enchance the capability of the EA 
program to service battered women include: (1) allowing abused spouses to be 
categorically eligible for EA, (2) implementing special procedures f?r battered 
women, (3) conducting staff training, and (4) increasing program funding and 
staff. Staff from some EA programs surveyed already have taken steps to ini­
tiate the first three of these recommendations. Therefore, the potential of 
the EA program to assist battered women and their families may be greater than 
currently perceived by most of the survey respondents. 
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THE CHILD WELFARE SERVICES PROGRAM 

AUTIDRIZING LEGISLATION 

Title IV~B, Social Security Act 

FEDERAL AGENCY RESPONSIBLE 

Children's Bur,eau; 
Administration for Children, Youth, and Families; 
Office of Human Development Service; 
Department of Health and Human Services,(DHHS) 

PROGRAM OVERVIEW 

The primary purpose of the Child Welfare Services (CWS) program is to 
assist children whose basic needs are not being met. Specifically, the pro­
gram is to substitute for or to supplement parental care and supervision in 
order to: 

• 

• 
• 

Prevent, remedy or assist in the solution of problems which may 
result from child neglect" abuse or exploitation; 

Protect or care for homeless; dependent or neglected children; 

Protect and promote the welfare of children of worki,ng mother,s', d e,n 

• Otherwise protect and promote the welf~re of children, including the 
strengtheni-q.g of their own families where possible or where need'''d 

• ". . ' Ii J 
prov1de adequate care of ch1ldren away from their homes in foster:-,ll! 
family homes, day care or ot~er child care facilities .:~,; .. 

CWS services theoretically are,avail'able to any child in need, regard-less 
of the economic or social status of the child and/or the family. However', 
because program funds are limited, States and communities tend to give prior­
ity to children and families with fewest financial resources. 

There is considerable flexibility in the kinds of services'provided by 
the CWS program. States and communities typically use Title IV-B funds for 
services related to child protection, day care, foster family care, residential 
treatm~nt, and/or adoptio~~ The study findings presented in this discussion 
are limited to those States and communities which reported at least some use' 
of their Title IV-B funding for services to children in theh' own homes. 

(: 
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ABSTRAC.! OF MAJOR PROGRAM FINDING~ 

The study findings presented in this and subsequent sections are based on 
interviews with State level CWS program administrators in 35 States* and with 
local CWS program administrators and direct services. staff ,in 33 communities: 
These figures (35 and 33) constitute the bases on w~1ch the S~ate and COmmu~1ty 
percentages have been calculated in subsequent sect10ns of th1s repor~. Major 
program' findings are as follows: 

• 

• 

• 

• 

• 

• 

• 

• 

In nine percentt of the States and 12 percent of the communities 
surveyed, CWS staff reported that 'their programs have developed or 
adopted a definition of domestic violence. 

" In 86 percent of the States and 33 percent of the connnunities 
surveyed CWS staff reported a program focus on battered women, 
~hildrens,o£ battered women, battered men, and/or abusing spouses. 

In 11 percent of the States and three percent of the communities 
surveyed, CWS staff identified program goals ,jaimed at addressing the 
needs of abused spouses. 

In 49 percent of the States and 39 percent of the communities 
surveyed, CWS staff reported that they engage in various activities 
on behalf of battered women. 

In 40" percent of the States and 30 percent .o~ the communitie~ 
surveyed, CWS staff have received some tra1n1ng and/or techn1cal . 
assistance to better understand the needs of abused spouses and the1r 
families. 

In 40 percent of the States and 30 percent<;>f the communities 
surveyed, CWS staff were identified as promBting assistance to 
battered women through advocacy efforts. 

In 91 percent of the States and 70 percent of the communities . 
surveyed, CWS staff identified other programs, grassroots organ1-
zations or a,~vocacy groups which direct activities on victims of 
spouse abuse. 

In 57 percent of the States and 64 percent of the communities 
surveyed, CWS staff identified barriers which restrict their 
capacity ,to address the needs of battered women. 

*In 10 States, State level CWS program administrators reported no' use of.Title 
IV-B funding for services to children in their ,own homes. , In another S1X 
States, CWS program representatives chose not to participate in the State 
Survey. 
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ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

In reviewing the CWS program's potential to assist abused spouses and 
their families, this section describes current program activities related to 
the problem of domestic violence and the scope of those activities, barriers 
to service delivery identified by program respondents, and respondents' recom­
mendations for facilitating the delivery of services to victims and their 
families. 

Specific Program Efforts 

CSW respondents from three States (9%) and four local programs (12%) 
reported on definitions of domestic violence. These definitions pertain to 
the crit~ria needed to define child abuse as opposed to other forms of .domestic 
violence. Consequently, in one of the States and two of the communities, CWS 
respondents indicated that th~ definition limits their ability to serve abused 
spouses. 

Ongoing CWS program efforts focused on battered women, children of bat­
tered women, battered men, and/or abusing spouses were reported in 86 percent 
of the State and 33 percent of the community programs surveyed. The predomin­
ant CWS emphasis is on the children of battered women at both the State (51%) 
and the community (33%) program levels. Although 17 percent of the CWS pro­
grams at the State level focus on battered women, none of the programs sur­
veyed at the local level do so. In nine percent of the State and six percent 
of the community programs surveyed, abusing spouses receive some CWS program 
focus, while battered men are a focal group in two States (6%) and in one com­
munity (3%). 

In four State (11%) and one community (3%) program surveyed, CWS staff 
have established goals aimed at meeting the needs of battered women alld tl,eir 
families; for example, "to coordinate services with the Adult Protective Ser­
vices program and to share case information" or "to consider the children"ll)f 
battered women as a priority with respect tq service provision." Other ct;: 
respondents mentioned that they have informal program goals to serve batte,;,1d 
women, but that these goals are not consistently a'pplied. 

Sixteen community CWS programs (48%) have intake and assessment proc~dures 
which include pr9bes for spousal abuse. Respondents from these programs were 
asked to indicate the kinds of problems presented most often by battered wdmen. 
Other forms of marital conflict, s.ocial isolation, emotional and alcohol abuse 
by the spouse, housing needs, legal protection, and child care were identified 
most frequeIlt~y. 

Many CWS respondent!!) at the local program level noted that the purposes 
of the CWS program pertain to children; the primary purpose is to protect the 
tolell-being of the child. Any assistance provided to a battered woman is 
secondary to services provided to her as the mother o'f a child in need of 
help. The majority of CWS respond'Emts indicated 'that when a woman/mother is 
identified as battered, she usually is ,'referred to another service provider 
(e.g., a shelter program or an Adult Protective ,Services program). 
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In a few instances, CWS respondents identified innovative approaches 
which facilitate service provision to battered women. In one State, $90,000 
of Title IV~B funds are used for the State's domestic violence program, which 
primarily serves families. The domestic violence program is administered 
through the Council on the Status of Women. In two other States, the use of a 
"family strategy" for all social service delivery provides an administrative 
rationale for CWS to deliver direct services to battered women and a~using 
spouses, providing there also are children involved. Specific servic0s offered 

'\ 

in these States include shelter, counseling, transportation, crisis irtterven-
tion, and other forms of emergency assistance. 

Since the predominant CWS activity undertaken on behalf of ba:ctered women 
at both the State (49%) and community (39%) program levels is cootdination 
with other agencies, a closer look at coordination mechanisms is :;Warranted. 
Most frequently, coordination is maintained through informal mee/hngs with 
other agency staff. In some cases (23% of the States and l5%0::l the communi­
ties), a CWS program representative participates in a task ~prce or committee 
concerned with the problem of spousal abuse. For example, {(n one Stal;Jh·the 
CWS program is working with a State-authorized task force tOB,!::o!!.d~fa.mily vio'-' 
lence. A major product of this task force is a resource handbook for abused 
spouses. 

In a few cases, specific agreements exist between the CWS program and 
other programs. For example, one CWS program has a~nique agreement with tb;e 
Medicaid program to investiga.te all medical referrals involving suspected 
child abuse and/or spouse abuse in fgmilies with children. Medicaid referrals 
are made each month to the CWS program based on an analysis of child and adult 
trauma cases receiving Medicaid assistance. Staff from another CWS Pvogram 

c~re involved with representatives from Title XX, LEAA, and Coalitions Against 
Domestic Violence to establish shelters throughout the S.tate. In addition to 
these working relationships, at least three CWS program~ have developed 
formalized referral arrangements with Adult Protective Services programs aimed 
at improving the delivery of services to victims of spouse abuse • 

CWS staff from the 16 local programs surveyed (48%) which include probes 
for spousal abuse as part of their intake and assessment procedures were asked 
to iQentify the services to which battered women are referred. Staff from 
eyeryprogram routinely refer b-attered women to health services. Nearly all 
of the staff make referrals to providers of mental health, legal, alcohol and 
drug abuse, housing, employment, ?nd battered women's services. Less fre­
quently, cases are referred to social service agencies. Once these referrals 
are mad:~, CWS staff usually engage in information-sharing or have joint case 
planning meetings. 

Some CWS program staff engage in advQ,cac;::y efforts to help battered women. 
They4fiave testified for passage of State legislation pertaining to domestic 
violence. Others have worked toward the development of a network of services 
available for abused spouses and their Children. Some CWS staff encourage 
direc .. t assistance to" battered women through their program resources or through 
referral .!ind follow-up activities. Advocacy activ'ities are viewed by these 
staff as consistent with CWS policy because of the potential for emotional and 
physi~al .,harm to children during domestic disputes. 'I' 

J 
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CWS staff were asked about any efforts in their State or community which 
might positively affect their progr, am's ability to as~ist battered 

1) 

women. In a number of instances, legislative activities were identified. For 
example, several States have legislation pending to help protect battered women 
and provide needed services, such as counseling, housing, and transportation. 
This would expand the range of referral resources for battered women who are 
identified by CWS staff. In ,another State, a newly-passed law regarding 
restraining orders in cases of domestic assault is viewed as broadening the 
legal base for protection of both children and adults. 

Barriers to Service Delivery 

Most of the CWS respondents perceive eligibility limitations imposed by 
Federal and State ~egislation as the major barriers inhibiting their provision 
of services to battered women: 

• 

• 

• 

State/Federal legislation earmarks funds for services to children 
only. ' 

The primary focus of CWS intervention must be on the welfare of tlte 
child. 

Legislative authority is lacking for CWS staff to serve adults 

According to respondents, CWS programs are mandated to serve children . . ,. , 
andl.f a battered woman does not have children or if. her children are "not in 
~eed of CWS services, she cannot receive"CWS services. Furthermore, in some 
l.nstances! program staff may be unable to find any identifiable adverse impact 
on the ch,l.ld(ren) as a consequenc'e of spouse abuse, thus preventing delivery 
of CWS services to,the fami.ly. 

\~<-~ " 

A number of CWS staff expressed concern about having sufficient funds to 
fulfill their primary responsibilities for children, even less for abused'\" 
adults. Similarly, CWS staff discussed the lack of community resources .t,~i.g;, 
shelters) which exacerbate the difficulties brought about by the lack of'l::WS 
program resources. Furthermore, lack of staff expertise or staff train:i!ng on 
the needs of battered women are viewed as a major barrier to service. provision. 

(> 

Another barrier described by several St~te respondents relates to tl~~ 
organizational structure of the agency, which places the CWS program in one 
division or department and Adult Protective Services (APS) program in anolther. 
The separation of services for children ~nd adults, with little or no coordin­
ation within the agency, limits the effectiveness of treatment strategies 
directed toward families, including those experiencing spousal abuse. 

Respondents identified a major reason why it is not feasible for the CWS 
program to assume (additional) activities on behalf of b~ttered women. This 
relates to the program mandate to focus on children whose basic needs are not 
being met. Fulfilling this mandate, esp:~ially in light' of the magnitude of 
child abuse and neglect problems, utilize~1lnlt exist;;ing resources. 
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Program Recommendations to Enhance Service Delivery 

Program respondents offered recommendations to enhance the capability of 
the CWS staff to serve abused spouses. Repeatedly, respondents at the State 
and local \1 program levels mentioned the need for better coordination with other 
agencies that assist battered women. It,was suggested that the incidenc7 of 
domestic violence and the needs of battered women be documented to benefl.t the 
development and coordination of services. 

Some respondents also" suggested a change in the statutory language to 
allow CWS programs to serve battered women. Additionally, they noted the need 
for increased funding.to support such an effort. Lastly" several forms of 
training and technical assistance were identified, to increase the staff's 
ability to meet the needs of a'bused apouses and their families: 

• 
• 

• 

'. 
SUMMARY 

Causes and dynamics of spousal' abuse and its effect on children; 

Screening techniques to identify abuse in the absence of physical 
evidence; 

Skills and effective treatment strategies in working with domestic 
violence victims and abusers; and 

Information on ways to develop and make domestic violence program 
services accessible, including other providers' experiences. 

Overall, CWS program staIf at both the State and community program lr.!vels 
are aware of the problem of spouse abuse and the needs of battered women and 
their families. The popUlation, served by CWS programs frequently presents 
cases of family violence; thus, familiarity with domestic violence issues and 
services to promote the welfare of the family are program strengths., However, 
in most States and cot\Ui1unities, CWS staff report funding and staff limitations 
as seriously restricting their potential to expand services to batte~red women 
in their service'p'opulation. 

c; 
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CHILD PROTECTIVE SERVICES 
(As provided through the Social Services, Title XX, program) 

AUTHORIZING LEGISLATION 

Title XX, Social Security Act 

FEDERAL AGEN~Y RESPONSIBLE 

Office of Program Coordination and Review, 
Office of the Assistant Secretary for Human Development Services, " 
Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

Although Child Protective Services (CPS) is not a DHHS program per se, 
this report singles out the CPS component of the Title XX program for separate 
analysis. Two primary reasons underlie this separate analysis. First,( 
research studies on child abuse suggest a relationship between the presence of 
child abuse and other forms of family violence in the home, incl)lding spousal 
abuse. Second, many survey respondents from the Child Welfare S~rvices pro­
gram expressed the opinion that data gathered from CPS staff would broaden 
this study's findings. 

Through the Social Services (Title XX) program, States are able to pro­
vide essential human services directed toward the goal of protection of child­
ren from abuse, neglect, and exploitation. States may offer these services to 
anyone who needs them, without regard to income or other eligibility criteria. 

Each State designs its own Social Services plan and sets its own service 
pri~rities. Considerable variation exists among the States in terms of the 
breadth and types of services provided for chiraren in need of protectidn. 
However, CPS investigation, counseling, day care for children, family planning, 
and transportation are among the services offered by most States. 

ABSTRACT OF MAJOR PRGGRAM FINDINGS 

At the State program level, interviews were conducted with CPS adminis­
trators from 45 States and the District of Colulllbia.* At the local level, 
interviews were conducted with CPS administrato~~ and direct services staff in 
31 communities. These samples form the dat.a base for the following discussions 
on study findings and are the basis for the percentages presented. 

The major findings resulting from interviews with CPS staff are high­
lighted as follows· 

*At the State prp,gram level, CPS administrators in five St'ates did not parti­
cipate in the State Survey. 
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• In nine perc'ent of the States and 1,n 16 percent of the communities . , . 
'surveyed, CPS program staff have developed or adopted definitions of 
domestic violence. 

• In 13 percent of the States and in one community (3%) surveyed, CPS 
progr~s focus on. battered women; in four percent of the States on 
battered men; in 28 percent of the States and in 23 percent of the 
communities on the children of battered women; and in four percent of 
the States atlJi seven percent of the communities on abusing spouse';;. 

• CPS program staff in 17 percent of the States and in one community 
surveyed have developed goals which specifically address the needs of 
battered women. 

• Direct services for battered women are provided by 20 percent of the 
States and 10 percent of the community CPS p~ograms surveyed.' 

" 

• In 39 percent of the States and 52 percent of the communities sur­
veyed, CPS program staff reported that they coordinate their activi­
ties with other agencies on behalf of abused spouses and their 
families. 

• In 14 States (30%) and in eight communities (26%) surveyed, there were 
CPS staff identified as advocates for battered women. In addition, 
CPS staff in 80 percent of the States and in 74 percent of the com­
munities reported being aware of other advocacy efforts on behalf of 
abused spouses. 

• Finally, in approximately two-thirds of the CPS programs surveyed at 
both the State (67%) and con~unity (65%) levels, staff reported that 
CPS efforts to assist battered women are restricted by various bar­
riers to service delivery. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

To build upon the major findings presented above, this section elaborates 
upon CPS staff efforts to assist batteredowomen and the barriers to service 
delivery identified by CPS respondents.·, Recommendations made by respondents 
for improving "the delivery of services to battered women also are presented. 

Specific P~ogram Efforts 

tn most States and communities surveyed, CPS staff report'ed that their 
efforts are focused on abused and neglected children; efforts directed toward 
abused spouses are secondary' to this primary focus. Most respondents also 
reported that when victims of spouse abuse are identified by CPS staff,they 
are referred to other service provider~ (e.g., shelte,rs or adult protective 
services programs) for. d.irect help with the problem of spouse abuse. Where 
CPS staff are providing services directly to victims, there are abused or 
neglected childrr.:an involved in the case. 

I) 
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Local CPS staff from 21 of the 31 comrnun1t1es surveyed (68%) reported 
that their intake procedures seek to identify victims of spouse ab!lse. These 
respondents were asked to identify the most frequent problems presented by 
battered women; they cited other types of marital difficulties, including 
emotional abuse by the spouse, and social isolation. 

In 48 pe1;'cent of the States and 52 percent of the communities surveyed, 
CPS staff are involved in some activities on behalf of battered women. Coor­
dination with other service providers is the activity most frequently reported 
(39% of the States and 62% of the communities). A few programs at the State 
level have established formal linkages with other programs to help ~ntegrate 
service delivery to victims. One State is reorganizing its Adult Protective 
Services program with significant collaboration from the child welfare and 
child protective services divisions to develop a coordinated referral ne,twork 
among these service programs. In a' second State, a formal agreement exists 
with the Medicaid program, whereby referrals of Ruspected spouse or child 
abuse cases from the Medicaid staff are investigated by CPS (and other) stafL 
A third State has developed a child abuse register and battered spouse regis­
ter. Cross-referencing these registers permits CPS staff to follow-up on 
referrals and see that providers are providing the needed intervention. 

Direc t services for battered ,,,omen wer~ reported by State level CPS 
administrators :tIl four States. These direct services include counseling 
through hotlines, crisis intervention, and family counseling. Some State 
level CPS programs also channel funds into shelter facilities targe'ted for 
tanri!1ies, children, ane/or battered w.omen. In these instances, the provision 
of direct services to battered women is considered an important part of the 
CPS strategy to assist the entire family. 

CPS coordination activities at the community level are primarily directed 
toward establishing referral procedures among agencies. Apart from coordina­
tion, fewer community than State level program respondents reported carrying 
out activities for battered women. Three CPS programs, at the local lexel, 
however, have mandated activities on hehalf of battered women, such as coor­
dination of services and data collection. 

In a few States and communiti~s surveyed, CPS staff have worked toward 
passage of domestic violence legislation and also have worked to develop 
domestic violence service networks. In some communities, CPS staff have 
developed arrang€!qents with the CO'l~t"ts for alte~native sentencing in spouse 
abuse cases. In o~her communities, staff have worked as volunteers in shel­
ters and participat~:d in workshops on domestic violence. 

The majorit)'~ of CPS State administrators and local staff surveyed are 
aware of advocacy' group efforts outside of their programs. A number of State 
level CPS respondent~ reported that these efforts have had or 'could have an 
effect on their progr~ms, since most of the advocacy efforts center a±ound new 
legislation to protect~and serve battered women. In addition, the provision 
of services (primarily1 shelters) and public awareness campaigns initiated by 
advocacy groups havi:'extended resources to which CPS staff'may refer the bat­
tered women they encounter. 
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Most CPS staff surveyed do not believe it is feasible to increase program 
activities directed toward abused spouses because of the lack of resources. 
However, among those CPS staff who believe it is feasible to increaae activi­
ties, most identified expa~~ion in the provision of direct services, staff 
training, and community ed~ation. 

Barriers to Service Delivery 

In 67 percent of the States .and 65 percent of the communities surveyed, 
CPS program respondents identified barriers to serving abused spouses. Most 
of the respondents cited eligibility limitations imposed by State legislation 
and regulations as the major barriers. 

Families identified as eligible for child protective services in State 
Title XX plans must have a child who is determined to be abused, neglected, or 
"at risk" of abuse or neglect. The child may be served uithout regard to any 
criteria other than the need for services. However, in some States, the adult 
victim in the family must be categorically or income eligible for Title XX in 
order to receive such support services as counseling, vocational education and 
transportation. These eligibility criteria exclude many battered women from 
rece1v1ng services. Even in those States where battered women are considered 
eligible for services, program resources (funding and properly trained staff) 
often are reported to be inadequate to meet the victims' needs.* 

Program Recommendations to Enhance Service Delivery 

CPS respondents at the State program level suggested that documentation 
of the incidence of domestic violence and the needs of abused spouses is 
necessary to encourag~ effective coordina:.tion of services. Local CPS respond­
ents expressed the need for resolving jurisdictional problems involved in 
serving battered women. Several respondents suggested assigning an adult pro­
tective services worker to the CPS staff to promote a more comprehensive, 
integrated approach in serving the entire family. 

To increase assistance to battered women, most State and community level 
CSPrespondents agree that a State mandate, additional program resources, and 
training are necessary prerequisites. Respondents suggested that staff train­
i~g be provided on the dynamics of spouse abuse, how to identify victims of 
spbuse abusl~, and treatment and' intervention techniques for use in working 
with families who experience this problem. 

*To clarify these differences in eligibility among States, it is important to 
note that Federal eligibility requirements do not distinguish between child 
and adult victims of abuse in relation' to access to protective services with­
out regard to income. States, however, may establish eligibility criteria 
which are different for children, or may choose not to provide any services 
without regard to income. 
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SUMMARY 

Child Protective Services staff are minimally involved in serving victims 
of spouse abuse. Generally, when CPS staff become involved with an abused 
spouse, the children are the primary recipients of services. A battered woman 
without children cannot be served directly by CPS staff, although she can be 
referred elsewhere for assistance. 

Most respondents believe that the lack of a State mandate and limited 
funds and staff prevent CPS from expanding services to battered women. How­
ever, three factors influence the potential of the CPS programs to serve adult 
victims. One is the relationship between child abuse and spouse abuse. Evi­
dence from research studies supports the view that both types of abuse fre­
quently coexist within families. CPS staff repeatedly confirmed this view in 
unsolicited comments about the high incidence of adult abuse found in their 
child abuse cas.eloads. As a consequence of exposure to domestic violence in 
the families seL'ved by the program, CPS staff revealed a notably broader view 
than respondents from most other programs about the types of families and indi­
viduals who experience abuse. This factor, in combination with the first, 
helps explain the finding that a relatively high proportion of local CPS pro­
gram staff (68%) probe for instances of battering between spouses in their 
intake and assessment procedures. The last factor relates to the service 
delivery approach taken and/or desired by several respondents; that is, a com­
prehensive service model directed toward the entire family. TOese factors 
contribute favorably to a~y future CPS program activities which may be directed 
toward abused spouses. 

THE CHILD ABUSE AND NEGLECT PREVENTION AND TREATMENT PROGRAM 

AUTHORIZING LEGISLATION 

The Child Abuse Prevention and Treatment Act, as amended 

FEDERAL AGENCY RESPQ~SIBLE 

National Center for Child Abuse and Neglect (NCCAN), 
Children's Bureau, 
Administration .for Children, Youth and Families, 
Office of Human Development Services, 
Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

------------- - -

The overall purpose of this program is to assist State, local, and volun­
teer agencies and organizations in strengthening their capacities to prevent, 
identify, and treat child abuse and neglect. Program funds are used to support 
projects which: (1) provide technical assistance to public and nonprofit pri­
vate agencies and organizations; (2) provide for the development and establish­
ment of multidisciplinary training programs; (3) assist States in developing, 
strengthening, and carrying out child abuse and neglect prevention and treat­
ment programs; (4) conduct research into causes, prevention, and treatment of 
child abuse and neglect; and (5) demonstrate new and/or innovative methods for 
identification, prevention, and treatment of child abuse and neglect. 

Since a substantial portion of the funding for this program is directed 
toward demonstration, training, research, and technical assistance activitie.$, 
funding for the provision of direct services to abused and neglected children 
and their families is limited. However, the direct services which are provided 
by demonstration projects cover a wide range of activities and approaches to 
the prevention, identification, and treatment of child abuse and neglect. For 
example, a project may offer direct services to children which include play 
therapy, group counseling, and day care, as well as direct services to parents 
which include parent support groups, parent effectiveness training, and 
assistance with concrete needs (e.g., food, clothing, housing). In brief, 
almost any human service may be integrated into a project's demonstration of 
ways to identify, prevent, or treat child abuse and neglect. There are a few 
cur:rently funded demonstration projects which are focusing their services on 
abused children as well as on other forms of domestic violence within the 
children's families. . 
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ABSTRACT ~F MAJOR PROGRAM FINDINGS 

This discussion of program findin s . b 
of six.NCCAN funged demonstration rO'!ct lS. ased On a Co~unity Survey sample 
grams ~ncluded id this sample enco~pa~s C~i~~ four St~tes.~ ~he types.of pro-
resource centers a parents' l ct" ", protect~ve serv~ces, fam11y 
. f ' a ~on network and a resid t' 1 f '1" 1n ants. The population eligibl t .' . en ~a aC1 ~ty for 
program. For example st~ff t' e 0 rece~ve serV1ces varies with the type of 
staff from another pro' ';ect t rom

t 
one"p~oJect target services on infants, 

J arge on h~gh- " k" f '1' 
third project serve any family "th bl r~s amL.~es, and staff in a 
One project also has a residenc;l p~o ems related to child abuse or neglect. 
tion to the catchment area A threqu~re~ent that limits its eligible popula-

• no er pro J ec t h' h " 
abused (or who a~e cons~de ed l'k 1 ' w ~c serves parents who have .. ... r 1 e y to ab ) th" h . " 
th~ parents be self-referred. Staff from use e1r c ~l~ren, requires that 
ch~ldren who have severe physic 1 yet an~ther project do not work with 
considered mentally retarded d

a 
orbmental hand~caps or with parents who are 

, rug a users, or psychotic. 

~i~d~ngs from the survey of these six NCCAN . 
a de£ln~tion of domestic violence. Th" d f' . "pro~ects reveal that one has 
child abuse law and theref . ~s e 1n~t10n 1S based on the State 
O ,ore, ~s not cons idered inc l' f 

ne NCCAN project administrato t d USlve 0 spousal abuse. 
of goals directed toward batt

r 
rdepor e ,a program focus on, and the existence 

, ere women. Respondents f h " 
reported that they are mandated to kee st .. ro~ a~ot er project 
abuse within their client pop' 1 t" P at~st1cs on the ~nc1dence of spouse u a ~on. . 

In other areas of inquiry NCCAN " 
~ctivity. In four projects, 's~aff en ~r~J7ct responde~ts ~eported greater 
1ntervention activities with oth g ~ 1n the coord1nat10n of spouse abuse 

. • er serv~ce agencies Staff' th f 
Projects also have received traini g 1 t d • 1n ree 0 these 
another project which does t n re.a e to.spo~se abuse. Staff from 
received simila; training ~o dedn~at~e ~n.coord~nat~on activities, have 

. n a 1 ~on, ~n two of the pro" t " 
or more staff members were ident"f" d d Jec s surveyed, one 
all six programs, staff noted ad~o~:Cya:c~iv~~~tesd~or battered women.; and, in 
s~ouses occurring within their co ,'t' v~ ~es ~rected toward ab~'~d 

mmunl ~es. . .~, .', 
~ S'· 

"Staff from four of the NCCAN ro "ec t· .., ' 
gram regulations and directives Whrch J th s 1de~t1f1ed Fe~eral. ~tate or pro­
serve abused spouses. Staff f fey behe~e restr~ctthe~r ahilit!'y to 

. " rom one 0 the projects ( t"d t'f' 
restr1ct~ons) pointed outth t . h' . no ~ en ~ y~ng such 

. a , 1n t e~r commun~ty th "1 "d 
much d1fference, but that the' avail 'b"l "t f f ~ e aws, 0 not make 

a ~ ~ y 0 und1ng does make a difference. 

*This small sample reflects in p t th 1 ( ~I 
across the countr as co' , ar, e ow number of NCCAN funded p):ogcams 
addition, a few N~CAN progm~:~ed" t~t~thlelr DHHS funded programs under study. In 

, 1 s ~n1 1a y selected for the C . S 
no onger receiving any NCCAN f d' d/ ,ommun~ty urvey were, 
vices. Consequently these un ~ng an or.w7re not providing any direct ser-
final sample of six ;rogramsPI~g~:ms ~~r~ ehm1nated from th,: sample. T~e 

ur a es is as comprehens1ve as possible. 
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AN~YSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

This section includes discussions on NCCAN program activities related to 
spouse abuse, barriers to service delivery, and recommendations to enhance 
service delivery • 

Specific Program Efforts 

Staff from one of the NCCAN projects surveyed have established the goal 
to obtain adequate }l'reparation to deal with the problem of spouse abuse. 
Staff of this program reported that they explore the relationship between 
parents dUring the first interview to identify spouse abuse as well as child 
abuse. Staff of two other NCCAN projects also reported that they explore the 
relationship of parents at intake, but probe for spouse abuse only when it 
seems warranted; further, in one of these projects, staff probe for spouse 
abuse only during intake interviews with mothe'':s, not when fathers are present. 
In general, across the six NCCAN projects surveyed, the identification of 
spouse abuse is most likely to occur through client self-disclosure. Once 
identified, NCCAN project staff normally refer the parents to other service 
lprovidersl for direct intervention. 

Staff of one NCCAN project reported that of the 150 adults served during 
the past year, 25 were known battered women. Staff from two NCCAN projects 
also reported on the most frequent problems presented by the battered women 
to7ithin their client populations; these are emotional abuse by the spouse and 
other types of marital difficulties, child abuse by the spouse, social 
isolation and the need for legal protection. 

Respondents from the project having data on 25 battered women gave infor­
mation on the spouse abuse intervention strategies employed by staff. The two 
administrators and direct services staff of this project agreed that they US!il 
professional staff, therapeutic intervention with the abuser, aJ;ld a traditional 
social services model. One administrator, however, indicated that staff 
provide ongQ,ing treatmeJ;lt and attempt to reconcile the situation in the home~ 
while the dire\~t services staff and the other administrator indicated that 
staff provide crisis intervention and offer emergency shelter to the victim. 

Several NCCAN project staff engage in consultation, coordination, and 
training activities on behalf of abused spouses. One administrator noted that 
the project serves as a domestic violence clearinghouse/information resource 
and provides technical assistance/consultation to other agencies. Respondents 
from four of the projects reported participation on domestic violence task 
forces/committees, and informal meetings, service and confidentiality 
agreements with other agencies, telephone contacts for referrals, and the 
sharing of program staff on activities re1at.ed to the problem area. 

As previously noted, in two projects, there were staff identified as advo­
cates for battered women. For example, one staff member serves on the board 
of a local domestic violence program. With respect to the activities of local 
advocacy groups, several. NCCAN respondents credited them with the opening of 
emergency shelters which, in turn, provide new referral sources. 
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Although not targeted on battered women, there are services presently 
available through NCCAN funded programs which may benefit battered women. For 
example, in addition to the above mentioned coordination and referral services, 
the surveyed NCCAN projects provide a range of services, including crisis 
intervention, counseling, parent education, peer support groups, advocacy, hot­
lines, transportation, and a IIdrop-in" child care center for the children of 
parents under stress. Further, one project operates a crisis play school for 
children under five, which is frequently used as a resource for the children 
of battered women who are staying at a local shelter. 

In terms of future potential, four of the NCCAN administrators indicated 
that their progra~s could assume additional activities (such as technical 
assistance, consu'itation, community education,_ collection of statistics, and 
needs assessment) and take the lead in coordiri~ting efforts on behalf of 
abused spouses. Direct services staff in two of these projects disagreed with 
their administrators and indicated that their current workloads do not permit 
expansion in these areas. 

Barriers to Service Delivery 

According to all NCCAN project respondents, the major barrier to meeting 
the needs of battered women is the program requirement that child abuse or 
neglect also be involved in the case. Another barrier, reported by one 
respondent, is the State's child abuse reporting law; that is, battered women 
whose children also are battered may be reluctant to seek help for fear of 
being reported. 

According to respondents, yet another possible barrier to service provi­
sion for battered women is their own reluctance to seek help. Among the rea­
sons cited for such reluctance among battered women are fear of the abuser, 
fear of having their children placed in foster family homes, lack of k~,'c;wledge 
about resources, lack of confidence in professional services, social isola-
tion, and lack of recognition of the problem. ~, 

In terms of assuming additional activities for victims of spouse .ai?use, 
respondents pointed out that NCCAN projects are funded specifically to fOG.us 
on child,;.:buse and neglect. ,Further, some respondents believe that not 'only 
would it be a duplication of effort for them to deal with abused spouses, but 
they already are struggling to provide adequate services for abused a~d 
neglected children. Respondents also pointed out that, in most cases, their 
communities are straining to provide services to battered women because of 
lack of money and/or community support. Therefore, even their referral 
sources may be cut back in the future. 

Program Recommendations to Enhance Service Delivery 

Respondents from two NCCAN projects provided suggestions for facilitating 
coordination efforts related to the p~oblem of spouse 'abuse. They recommended;, 
that agency staff and resources be shared, that information be made available 
on services available through various agencies, and that groups of agencyCrep­
resentatives be formed in·their communities aimed at helping battered women. 
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, Five program respondents recommend d 'f' 
t~ated within NCCAN funded projects to ~m ;~ec~ ~c ~hanges which could be ini-
Among these were staff training d ? Ve serv~ces to abused spouses 

d ( on omest~c violenc ' • 
pro:e ures e.g., to increase probes f e ~ssues, changes in intake 
fam1ly therapy and crisis intervention

or 
sp?use abuse), and provision of more 

suggested a revision of the NCCAN t serv1Ces. One program respondent also 
~omen. Respondents reported that t:~g::tPOPulation tO,include battered 
1n Contact have viewed legal protection tered,w?men w~th whom they have come 
sh:1ter, employment counseling and jObs' :~:n~~t10nal h?using beyond emergency 
pr1 mary service needs. ,~ncarcerat1on of the abuser as 

• Finally, respondents from five of th ' 
tra1ning they would like to' e projects offered recommendations for 
Th ' rece~ve related to the t ' f ese 1nc1ude: training on the f 'I " op~c 0 spouse abuse. 
sensitivity training' informat' am~ Yhdynam1:s of spousal abuse, including 
't ' , ' 10n on t e s erV1C end f b 1n erv1ew1ng and counseling techni " . ee s 0 attered women; 
stand, and help abusing spouses e~u::i ~nformat10n on how to identify, under­
after the victim enters a shelt~r' p d :ll~ ?n how to deal with the Spouse 
reSOurces available locally. ,an ra1n~ng on domestic violence program 

SUMM&~Y 

,In general, the NCCAN project staff 
serv~ces to abused spouses Wh surveyed are not providing direc r th '. • en spouse abuse' 'd " -

e maJor1ty of the NCCAN project st ff ' 1S ~ ent1f1ed, the response of 
whi:h they consider more appropriateafor1~ t~,make,referrals to other agencies 
project staff, however reported t lea 1ng w~th the problem. NCCAN 
( h 'grea er evels of " . s\lc as coordination of services f b d act1v1ty ~n other areas 
w?ic?, if followed, would increase ~~ ~ use sp~uses), and offered suggestions 
V1ct1ms in the future. e1r potent1al to respond to the needs of 
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THE MEDICAID PROGRAM (TITLE XIX) 

AUTHORIZING LEGISLATION 

Title XIX, Social Security Act, as amended 

FEDERAL AGENCY RESPONSIBLE 

Health Care Financing Administration (HCFA), 
Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

The primary purposes of the Medicaid program are: 1) to provide medical 
assistance on behalf of individuals whose income and resources are insufficient 
to meet the costs of necessary medical services, and 2) to furnish rehabilita­
tion and other services to help individuals attain or retain i~~pabi1ity for 
independence or self-care. The Medicaid program is not mandcitory; for example, 
Arizona does not have a Medicaid program. Program eligibility criteria limit 
assistance and services to needy persons over agE 65, the blind, -the disabled 
(SSI reci.pients), members of AFDC families, the medically needy (persons who 
can independently meet their daily living-expenses but are unable to pay for 
their medical care), and, in some States, persons under age 21 who are ''wards 
of the State." 

The specific program services provided (i.e., the medical care which is 
paid by Medicaid) vary from State to State, except for those general service 
areas mandated by Federal regulations (e. g., in-patient and out-patient! hospi-
tal services, physicians' services, and family planning services.) . 

ABSTRACT OF MAJOR PROGRAM FINDINGS :1. 
The findings presented herein are based on interviews with State level 

Medicaid program administrators and with local staff who have responslbility 
for processing applications to determine eligibility for Medicaid assistance. 
In the State Survey, 48 admini.s trators participated in the study effort. * On 
the local level, staff in 36 communities, representing 14 of the 15 States 
selected for the ConUDunity Survey, participated in the study. 

• In one community (3%) surveyed, Medicaid program staff have developed 
a definition of domestic violence.;. 

• The Medicaid program in one State (2%) focuses on battered wOmen; 
none of the programs surveyed focus on battered men, children of 
battered women Or abusing spouses. 

*As noted, Arizona does not have a Medic.aid program, .. and CSR was unable to 
arrange interviews with program representatives from two other St.ates. 
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Medicaid progr3m staff in tTrlO communities (6%) surveyed, have estab­
lished goals and objective.s pertaining to the needs of battered women. 

Medicaid program staff in one State (2%) and in one community (3%) 
surveyed provide direct services for battered women. In the commun­
ity, the Medicaid program has mandated responsibilities to assist 
battered women. 

In eight percent of the States and in 17 percent of the communities 
surveyed, Medicaid program staff have worked with other agencies to 
coordinate services for victims of domestic violence. 

Medicaid program staff in six percent of the States and 19 percent of 
the communities surveyed have received training related to the problem 
of domestic violence. 

Medicaid program respondents in four percent of the States and 22 
percent of the communities surveyed identifi:d t~emselves.or.other 
Medicaid staff as being advocates for domest1c v10lence v1ct1ms. 

Medicaid program respondents in 54 percent of th7 States and.78 per­
cent of the communities surveyed identified barr1ers to serV1ce pro­
vision for abused spouses. 

ANALYSIS OF PROG~ POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

Federal legislation authorizing the Medicaid program does not. p:~it; 
targeting on any specific group to the exclusion of others; the el1g11n.11ty 
criteria are fairly straightfor.war~ and limit services generally to the poo~ 
and/or, the disabled population. Since intact families usua~ly are not covered 
for health care under Medicaid, women who are abused by the1r spouses represent 
a small pro port ion of Medicaid eligibles. 

Most Medicaid staff reported that victims of spouse abuse who meet the 
program's eligibility requirements receive the same services as other.Medicaid 
recipients. There were few examples cited by respondents of any s~ec1al p:o­
gram efforts to identify or assist victims. Theref~re, the f?110w1ng sect10ns 
describe the Medicaid program's current limited involvement w1th the problem 
of domestic violence. Barriers to service provision, as reported by staff at 
the state and community levels, also are discussed. Finally, program staff 
recommendations for changes to enhance the capability of the Medicaid program 
to assist abused spouses and their families are presented. 

Specific Program Efforts 

Overall any Medicaid services provided to a battered woman are' provided 
on the basis' that she "belongs" to the general eligible population. Most . 
Medica;d program resp~ndents, at the State and community levels, responded that 

-?~~:::::::;:::::::::::==.'; 
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s~aff have not . developed definitions (pf domestic violence, nor have they estab-
11sh:d.goals ~1med at as~i~t~ng abuse~~ spouses. However, a few program staff 
part1c1pated 1n some act1v1t1es on behalf of victims such as direct services 
community education on the problem, and coordination of State and local ' 
resources. 

Generally respondents at the local level indicated that if they identify 
~ b~ttere~ woman,they refer her to Social Services staff for help. However, 
1~ 18 un11kely that an applicant would be identified as a victim of domestic 
v10lence, since the application process does not usually include a social 

'-...,,: assessment. 

As mentioned above, some Medicaid program staff have worked with staff 
from other agencies to coordinate services for abused spouses. In eight per­
cent of the States and in 17 percent of the communities surveyed, Medicaid 
progr~ s~aff have engaged in such coordination efforts. One example of 
c~ord1nat10n occurred subsequent to a State1s passage of a domestic violence 
b111. State Medicaid and Title XX staff established an effective referral 
system, and t~is coordination has continued at the local leveL In addition, 
the~e.are sem1-ann~a1 meetings for Medicaid and Title XX staff which include 
tra1n1ng and techn1cal assistance related to the problem of domestic violence. 

In one State Medicaid program surveyed, staff have' initiated sp~cial 
eff~rt~ on behalf of ,battered women. The Quality Assurance Division of this 
Med1ca1d program has developed a "memo of understanding" with the Professional 
Standards Review Organization (PSRO). ThiS results in a revie~ of all adult 
and child trauma services on a monthly basis, using information stored in a 
comp~ter. Professional analysts'determine whether domestic violence is a 
poss1ble cause of the need for trauma services. If domestic violence is 
suspected, the case is referred to the Division of Children Youth and 
Families (CYF). A CYF caseworker is assigned to follow-up ~n the ~ase. :l 

Staff from two communities in other States have initiated special efforts 
to assist ,battered women which also illustrate' the interventiC"np.otential; of 
th: Medicaid program. In one community, the Medicaid progra~-'~idelines con­
t~1n a "sP7ed:-up" clause r 7qui:-ing virtually immediate processing of appiica­
t10ns oby v1ct1msof domest1c v10'lence. In another community, program staff 
noted the Early Periodic Screening Diagnosis Treatmen~ (EPSD~) program as a 
mecha,?ism for identifying battered women. The EPSDT program, which is ta\l;'geted 
on ch1ldren, requires staff to inform clients of the availability of Medicaid 
for.all psychological and physical help, ages 0 to 21 years. Respondents 
be11eved that this procedure may identify, along with battered children, their 
bat~ered mothers. Thus, the mothers could also receive aid and referral 
assI.stance. 

Medicaid administrators in two States (4%) and staff in eight communities 
(22%) st~ted that they, or other Medicaid staff, take an advocacy role in 
enc.ouragI.ng help for victims. Medicaid staff in 56 percent of the State and 
61 p:rcent of the community programs surveyed also are aware of other advocates 
work1ng on behalf of battered women. 
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r Program respondents were,queried as to the potential of the Med~c~id pro­
gram to assist abused spouses. Respondents in most States and COmmUnI.t1es 
surveyed reported that it is not feasible for Medicaid staff to assume any 
(additional) activities for this population. The reasons why most respondents 
do not believe it is feasible or appropriate are discussed below. 

Barriers to Service Delivery 

Barriers to Medicaid assistance for abused spouses were identified by 
program staff in 54 percent of the States and 78 percent of the communities 
surveyed. 

Before discussing spedific barriers, three underlying issues require. 
review. First, most responae'nts indicated that it is not within the purVl.,ew 
of the Medicaid program's legislative mandate to direct attention on the needs 
of battered women. Thus, even though some barriers cited relate to the pro­
gram mandate, respondents do not necessarily believe tha~ ~he mandate. should 
be changed. Second, some of the barriers cite~ are specI.fI.c.t~ :ertaI.n S:ates 
or communities. This is especially the case w1th program e11gI.bI.lty reqUI.re­
ments and vendor payment policies. Finally, some barriers identified are based 
on perceptions of restricting factors rather than on facts. 

Many of the barriers noted relate to the authorizing Federal legislation. 
Several respondents stated that Medicaid is prohibited from targ:ting ser~ices 
for special populations based on medical diagnoses and theY,c?ns1der phys~cal 
battering a medical diagnosis. The legislEted program emphasI.s also was I.den­
tified as limiting the extent to which victims can be served. For example, 
several p,rogram staff commented that the Medicaid program is con:erned pri­
marily with medical needs, and that the problem of sp~~se abus: 1S related more 
to social needs. Thus, these staff concluded that soc1al serV1ce agencies 
should be the, primary service providers for abused spouses. 

/~> 

Federal'iind State Medicaid legislation also result in other types of 
barriers limiting service delivery. A major barrier cited was :l~g~b~lity 
.,criteria, especially income restrictions. In general,. these el~g1b1l1ty .. 
criteria are Federally imposed; however, State regulat~ons a'ls~ a~f,ect e11g~­
bility. One effect of the eligibility criteria is t~at only v~ct:m~ who are 
poor are eligible for Medicaid services. Further, S1nce AFDC reCI.p1ents are 
eligible for Medicaid services, AFDC eligibility criteria relate directly to 
l>ledicaid eligibility. A respondent in one State mentioned that the ~b~s~n~ 
spouse's income is considered in'determining the battered ~om~n's el1.g~b1lI.~y; 
thus, a battered woman maY' not be eligible for AFDC or MedI.caI.d unless she 1.S 
legally separated or divorcea from her spouse. 

Barriers specific to State legislat~on also were identifie~ by res~on­
dents. For example, State legislation l1.mits the types of serV1.ce provI.ders 
that can be reimbursed. According to program staff in some States, psycholo­
gist.s and clinical social workers csnnot be reimbursed for c?unseling , services 
unless their services are provided through publ~c' or nonprofI.t communI.'~y 
agencies. However, in other S~ates, Medicai~ ~ays for.private counse11ng 
services provided by psycholog1.sts and/or c11nI.cal soc1.al workers. 

'J 

rr 
57 



.. ~ .... ...-----------........----...----------------~-~~ ---~ 42 4£t2J ;% • 

!nother major barrier, cited by respondents, is insufficient program 
resources to provide additional or special services to abused spouses. Also, 
there is a lack of mediC;a.l social workers in the Medicaid program, limiting 
the program's capacity to p~ovide services effectively. This lack of program 
resources tends to limit tone. extent to which the Medicaid program staff can 
coordinate with other programs to serve victims. Coordination among programs, 
according to staff, is also difficult to accomplish because of the issue of 
client confidentiality. Service providers are reluctant to refer abused 
spouses, without their expressed consent, for fear of violating client 
confidentiality. 

Medicaid respondents also reported their concern about the lack of 
shelters and other community services for battered women and their families. 
They cited lack of community awareness of the problem and lack of community 
concern for battered women as contributing to these insufficient local 
resources. 

In summary, several respondents indicated that Social Services (Title XX) 
is the appropriate service delivery mechanism for abused spouses, and that the 
Medicaid program 'would have to be rewritten to aid this population. Generally, 
respondents believe that no special assistance for victims canbe provided by 
the Medicaid program without a specific mandate to do so. Although the poten­
tial for the program to serve abused spouses is considered limited by respon­
dents~ some changes were recommended to increase the potential. 

Program Recommendations to Enhance Service Delivery 

State and local program staff offered some recommendations to enhance the 
Medicaid program's response to the needs of abused spouses and their ·fa'milies. 
However, less than one-half of the State level respondents offered suggestions 
compared to almost all of the local staff. The recommendations should be 
viewed within the context of what most respondents believe is necessary to 
help victims, if the Medicaid program were to assume additional responsibility 
lon this area. 

Most of the changes identified relate to Federal statutes, Federal and 
State eligibility requirements, and the need for increased funding. For 
example) many ~espondents noted the need for a ~andate authorizing Medicaid 
assistance to battered women as a focal group. They also noted that State 
regulations regarding eligibility criteria would require revision for more 
victims to be considered eligible for Medicaid assistance. If such changes 
took place, respondents believe that additional program resources would be 
required as well. . 

Within the scope of current program resources, respondents 8uggested 
training for staff on the problem of domest~'! violence and the implementation 
of intake processes to include screening for spousal abuse. Respondents also 
had suggestions for. improving the coordinatio~ of community services for vic­
tims and their families: Suggestions included training law enforcement per­
sonnel to coordinate with social service agencies, establishing a central 
agency to assume primary service responsibility for victims, and further 'public 
education on the problem of spouse abuse. 
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SUMMARY 

Generally, Medicaid program staff are not involved in special activities 
on behalf of battered women. Most respondents do not believe it is feasible 
or appropriate for the Medicaid program to provide special assistance to 
battered women. However, because States are given considerable flexibility in 
the administration of Medicaid, some program staff have initiated steps to be 
more responsive to the needs of victims. There appears to be furl'ller poten­
tial within the parameters of the existing program randate for staff to out­
reach eligible battered women and their families through the EPSDT program and 
to speed up victims' applications--as long as services providea thereby (e.g., 
physicians' services) are generally available to other beneficiaries of the 
program. Staff also expressed their interest in receiving training on the 
problem and in furthering their coordination activities with other programs. 
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THE COMMUNITY HEALTH CENTER PROGRAM 

AUTHORIZING LEGISLATION 

Public Health Services Act, Title III, Section 330, as amended 

FEDERAL AGENCY RESPONSIBLE 

Bureau of Community Health Service, Health Services Administration, 
Public Health Services, Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

This program supports the development and operation of Community Health 
Centers (CHC) which provide primary, supplemental, and environmental health 
services to medically underserved populations. Three types of Federal grants 
are available for funding CHCs: grants for planning and developing CHCs, 
grants for CHC operation, and grants for the development of prepaid health 
plans. Medically underserved populations eligible for CHC services may be 
defined geographically (e.g., a specific rural area) or on ~he basis of 
specific subpopulations (e.g., minority or disadvantaged groups). 

The provision of primary health services to a medically underserved popu­
lation is the program's chief purpose. Primary health services are mandatory 
for all CRCs and include: the services of physic~ans and physician extenders 
(e.g., nurses, paramedics) for preventive, acute, and chronic primary medical 
care; diagnostic services (e.g., laboratory tests); preventive health services 
(e.g., screening examinations, family planning); emergency medical services; 
and pharmaceutical services. Supplemental and environmental health services 
are optional and range from hospital, mental health, and health education ser­
vices to services directed toward the alleviation of unhealthful conditions. 

Although a State must have on file with DHHS an approved State'health 
plan before CHC grants can be approved, grants are made directly to and ad­
ministered by local CHCs. Local CRCs are run by community boards, not by any 
governm~ntal body, and usually operate on a sliding scale fee basis. Many 
CHCs are located in rural areas and many have small staffs. 

ABSTRACT OF MAJOR PROGRAM FINDINGS 

Because the Community Health Center program operates at the community 
level and does not have a corresponding administration at the State level, all 
interviews were conducted with local CHC program administrators and direct 
services staff. The findiJlgs presented in this and su'bsequent sections ~re 
based on a sample of 25 CHC programs selected randomly across 15 States. 

In general, the findings indicate that the Community Health Center pro­
gram is not directly involved in meeting the needs of battered. women and their 
families: 
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Staff fro~ two CRC programs indicat~d program goals specifically related 
to the needs of victims. These goals actually pertain to "providing accessi­
ble health care" to all residents living in their programs' catchment areas. 
Supplementary comments, however, reflect staff knowledge of and sensitivity to 
the needs of b.attered women; thus, they interpret the general program goals as 
specific to the needs of battered women. 

CRC program staff ine, 52 percent i?f the communities surveyed n3 programs) 
are aware of abused apouses in their client populations, but no statict'ics are 
collected by them on the actual numbers of battered women served. These CRC 
staff were asked to identify the most frequent types of problems presented by 
battered women. They identified other types of marital problems, unemployment, 
alcohOL and emotional abuse by the spouse, child care and child behavioral 
problems, and social isolation. Me,dical problems were identified by less than 
one-half of the CRC respondents. 

In response to the problems presented by battered women, CRC program 
staff in 28 percent of the communities surveyed reported they are involved in 
domestic violence consultation, technical assistance, needs assessment, and 
staff training activities. In 16 percent of the communities, or four CRC 
programs surveyed, staff respond by providing direct services to victims. 

When battered women ate identified, the 13 above-mentioned programs rely 
heavily on referral sources for the provision of services. Battered women are 
frequently referred to: other health service providers (usually hospitals); 
social services and public welfare agencies; mental health agencies; alcohol 
and drug treatment programs; the legal system, including the courts; and 
special programs for battered WOOlen (where available). 

In these 13 programs, staff reported on their two most frequent 
activities following referral. Eight programs routinely share information 
about the battered woman with the referral source(s); seven programs do ~ 
fQllow-up with the battered wanan; thr~'e programs hold joint case planning,; 
meetings; and three programs monitor the referral agency I s act ivities. r:P: I, 

four of the programs, staff reported that: they routi'Qely transfer or close'the 
case upon referral. " / 

In 48 percent of the communiti~s surveyed, CRC program staffs are not 
identifying battered women in their client populations nor are battered women 
being referred by them to other service providers. Several of the C~C program 
staff reported that identification and referral of battered women and/or pro­
vision of direct services to this group are beyond the scope of their programs. 
On the other hand, several other CRC program respondents reported that when 
spouse abus€i is suspected, staff probe for verification and offer either 
direct or referral assistance. One CRC has a referr.al specialist on staff who 
seeks to identify and refer victims to nE!eded services. 

In 40 percent of the cO~Jnities surveyed, CRC staff are involved in 
coordination 'activities for victims and their families. In 16 percent of 
these comnunities, the CRC program ha,s a service agreement with other services 
providers; ~n 12 percent of thecanmunities, CRC program staff participate 
on domestic violence task forces; and in another 12 percent,_ CRe program 
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staff have informal meetings with other service providers. For example, i~ 
one community the CRC program is a member of the Spouse Abuse Net~ork. Th~s 
network includes representatives from the CRC pr~gram, the Commun~ty Mental 
Realth Center, and the Department of Social Serv~ces (DSS). Meet~ngs fo~C~~ 
the coordination of services to battered women and on the development 
emergency shelter with DSS assuming the lead role. 

on 

In eight programs, representing 32 percent of the communities surveyed, 
CRC staff assume an advocacy role to help abused spouses. For.e~ample, the 
staff has conducted in-service tr;aining on spousal abuse, testd~ed b:fore 
State legislatures in favor of legislatio~ to.help battered women, wrltten; _ 
proposals toward the prevention of domest1c v1olence, ~upporte? the establ~sh 
ment of shelter programs~ and initiated direct counsel~ng serv~ces for bat-

tered women. 

In 76 ~ercent of the communities surveyed, ?RC staff is aware of and ,has 
reported on the accomplishments of various women s advocacy groups. Program 
respondents credit these groups with the provision of shelter and ~upport ser­
vices, community education, cr~sis intervention, t:le~h~ne counSe~1ng, a~d peer 

1 t These advocacy groups currently play a s~gn1f~cant serv~ce del~very 
s\.ppor • . . th f al of 
role, according to those CRC program staff who are act~ve ~n e re err 
spouse abuse victims. 

CRC staff in 50 percent of the communities surveyed believe i~ f:asible 
for the CRC program to assume additional activities on beha~f of v1ct:ms and 
their families. Activities most often suggested are comm~n~t~ educat~on, 
staff tr~ining, outreach, technical assistance, and consultat10n. 

Barriers to Service Deliv~1Y - -- .. - .-. ~ 

A variety of barriers to assisting victims were identified by CRC program 
respondents. Barriers cited most often include the lack of a Federal ~andate 
establishing abused spouses and their families as a cnc target pop~lat~?n; the 
lack of adequate and stable Federal funding for CRC staff .and ~erv:ces ~n . 
general; and CRC adherance to the Privacy Act (e.g., conf~de?t1al ~nformat~on 
about a patient cannot be shared by CRC staff unless the pat1ent g~ves 
consent) • 

Other barriers reportedly affecting eRC service delivery in some communi­
ties include: lack of CRe staff knowledge and expertise. related to the prob­
lem of domestic violence; the lack of available CRC serv~ces aft:r norma~ 
working hours; the seemingly small number of battered women seek1ng serV1ces 
from CRCs' and a eHe program focus on other populations (e.g., pregnant 
adolescen~s, individuals seeking family planning services). 

Pr~?~.Re~~endations to E~h?~c~, s~rvice ~elivery 

CHC respondents offered a variety of suggesti"o~s to enhance the P"70gram's 
response to victims and their families. Increases 1n CRC program fund1n~ and 
staff are the most frequently cited recommendations, followed by a nee~ fo~ 
staff training on a variety of topics re~a~ed :0 the problem of domest1c v~o­
lence. Specific suggestions for CRC tra1ulng 1nclude: 
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Activities to increase staff awareness of and sensitivity to the 
probl~m of spouse abuse. 

Workshops aimed at improving skills on the identification of spouse 
abuse through physical indicators as well as through other means 

" (e.g., communication and interviewing). 

Discussions on alternative CHC strategies for service provision to 
battered women and their families. 

Information on referral sources available locally and in neighboring 
communities. 

• Seminars on the psychological aspects of spouse abuse with regard 
to both the victim and the abuser, and accompanyiilg counseling tech­
niques. 

• Information on the legal rights of battered women. 

Other recommendations cited by respondents for enhancing the CHC program { 
responsiveness are: 

• The establishment of CHC program goals and objectives directed toward 
meeting the needs of battered women and their families. ' 

• The development of (additional) CHC linkages with other local service 
providers. 

• The establishment of spouse abuse screening procedures at the point 
of CHC intake. 

1) 
• CHC provision of community education OIrU~he problem of spouse abuse 

as well as provision of group counseling 'and follow-up services.r'lpr 
battered women. 

SUMMARY 

Community Health Centers offer a variety of services which a're generally 
available to medically under served individuals living within their respective 
catchment areas. The study findings indicate that one-half of the CHC 
respondents surveyed are aware of spouse abuse victims within their client 
populations. Of these, four CHes have staff who are involved in providing 
direct services to victims; a larger number -of CHC staff is "involved in some 
referral and coordination activities" on behalf of battered women. I', 

In general, the potential of the CHC program to assist abused spouses is 
in marked dispute among program respondents. ApprQximately,one-half of the 
respondents do not consider it feasible or appropriate for their.~rograms to 
become involved in the problem of domestic violence. The, othe't ha~f Ejupport 
CHC's,expansion into this problem area. Expansion appears to depend upon an 
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THE SOCIAL SERVICES PROGRAM 

AUTHORIZING LEGISLATION 

Title XX, Social Security Act 

FEDERAL AGENCY RESPONSIBLE 

Office of Program Coordination and Review, 
Office of the Assistant Secretary for Human Development Services, 
Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

The Social Services (Title XX) program provides funding to States for 
human services. Each State is required to furnish at least one service 
directed to each of the fol1.owing five goals: (1) financial self-support; 
(2) personal self-care; (3) protection of children and vulnerable adults froIl1 
abuse, neglect, and exploitation, as well as strengthening family life; (/f.) 
avoidance of inappropriate institutionalization by providing services in the 
local community, often in people's own homes; and (5) appropriate institutional 
placement and services when it is in a person's best interests. 

Persons eligible for Title XX services are current recipients of Aid to 
Families with Dependent Children (AFDC), recipients of Supplemental Security 
Income (SSI), and persons whose income does not exceed 115 percent of the 
State's median income for a family of four (adjusted for family size). States 
may offer information anp: referral and family planning services, as well lilS 

services directed toward the goal of protecting children and vulnerable adults 
as needed, without regard to income or other eligibility li~itations. State 
eligibility requirements differ for services, groups, of people, and/or parts 

" 'I, of the State. For example, in one State, Title XX services are provided t~, 
abused spouses on the basis of group eligibility. ' 

Each State designs its own social services plan and sets its OWn social 
services priorities. There is considerable variation among the States in 
terms of the types of services provided as well as their extensiveness. How­
ever, counseling, day care for children, education and training, family plann'­
ing, homemaker services, protective services for children, a,nd transportation 
are among the services offered by most States. 

ABSTRACT OF MAJOR PROGRAM FINDINGS 

The data presented in this abstract are based on interviews conducted 
with State level Title XX program administrators in 50 States, with State 
level administrators of five Adult Protective Services (APS) progr~ms; and 
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with local social services staff in 45 communities.* Due to the very limited 
number of APS programs surveyed, information on APS is presented in subsequent 
sections only where unique activities are noted or where the data from APS 
differs markedly from the Title XX program. 

The numbers 50, 
Title XX programs at 
State APS programs. 

45, and 5 are the bases for the respective data from 
the State level, local Social Services programs, and 
Study findings are as follows: 

• 

• 

• 

• 

• 

• 

• 

In 22 percent of the States'and 16 perce~t of the communi­
ties surveyed, program staff., have establ~shed or adopted 
definitions of domestic violence. 

In 60 percent of the States and 36 percent of the communi­
ties surveyed respondents reported some focus on battered 
women, batter~d men, abusing spouses, and/or children of 
battered women. 

In 20 percent of the States and in 16 percent of the com­
munities surveyed, Title XX plans include goals pertaining 
to the needs of battered women. 

In 22 percent of the States, the Title XX program has a 
State mandate to serve abused spouses. Approximately 16 
percent of the local social services programs surveyed,are 
mandated by the State to provide direct services to th~s 
population; a smaller proportion also are mandated to 
undertake various other activities in the interest of 
battered women. 

On the State level, in 36 percent of the Title XX programs 
surveyed, staff engage in some activities for bat:ered 
women although not mandated to do so. Local soc~al ser­
vices'staff also are engaged in a variety of nonmandated 
activities for battered women, the most common being staff 
training' (13%) and community education (11%). 

In 56 percent of the State Title XX programs and 29 percent 
of the local social services programs surveyed, some coor­
diL'lation activities are directed on the problem of domestic 
violence. 

Training to enable program staff to better understand th7 
needs of abused spouses and t.heir families has been prov~ded 
in 34 percent of the States and in 44 percent of the com­
munities surveyed. 

the 

*The five APS programs surveyed are disti~ct State ~egislated and author~zed 
programs; they are funded primarily by T~tle XX, Tl.tle II a~d Sta:e mon~es. 
The APS programs are included in this report because of the~r rel1ance on 
services funded through the Title XX program. 
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In·46 percent of the States and 36 percent of the communities 
v?ye?, one or mor~ pr~gram staff have functioned as advocates 
v1ct1ms of domest1c v10lence. 

sur­
for 

In 80 percent of the States and 67 percent of the comm 't' ve d un1 l.es sur-
ye., program staff are aware of grassroots' activities focused 0 

serV1ces for domestic violence victims. n 

T' 1 1t e XX r:s~ondents in 72 percent of the, States and 53 percent of 
~~e commun1t1e~ s~rveyed perceive Federal, State or program regula-

10ns as restr1ct1ng the provision of services for abused spouses. 

The following summarizes quantitative data from the five 
grams surveyed: State APS pro-

• 

• 

• 

• 

• 

• 

• 

• 

• 

~o of the five APS programs surveyed have definitions of domestic 
v10lence. 

In three of the five APS programs surveyed, staff are focusing to 
sho~el extent on battered women, battered men, abusing spouses and/or 
c 1 dren of battered women. ' 

Two of the five APS programs have State mandates to serve battered 
women. 

Staff from two other APS programs have d activities con ucted some nonmandated 
to help battered women. 

Staff. fro~ four ~f. t~e five ,APS programs surveyed are i~l:volveG in 
coord1nat10n act1v1t1es related to the problem ", f d - '-':. .' 

'V 0~St'1C v10lence. 

~o of the five APS programs have provided staff training on domest~c 
v10lence. ' ... 

Respondents from two of the five programs view themselves as ad~ro-
cates for battered women. ': 

1') 

Respondents from all five APS programs are 'aware of external advocacy 
efforts focused on services for domestic violence victims. 

In four of the five APS programs, respondefi'ts . . 1dentified Federal or 
State barriers to serving battered women. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

In assessing the potential of Title XX 
and. t~e~r families, the following areas are 
act1v1t1es related to domestic violence and 
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barriers to service delivery identified by program respondents, and recommen­
dations from program respondents for enhancing the delivery of services to ' 
battered women. 

Specific Program Efforts 

As previously noted, administrators of 30 State Title XX progr~ms (60%) 
reported a program, focus on battered women, battered men', children of battered 
women, and/or abusing. spouses. Of these 30 programs, 57 perc'ent focus on bat­
tered women, 43 percent on children of battered women, 40 percent on battered 
men, and 27 percent on abusing spouses. 

At the State level, 11 <:22%) of the Title XX programs surveyed have 
established or adopted definitions of domestic violence and ten (20%) have 
goals pertaining to the needs of abused spouses. Two of the APS programs 
surveyed (40%) have established definitions of domestic violence but none have 
goals related to assisting battered women. 

Some of the State level definitions of domestic violence specifically 
reference spouse abuse while others refer more generally to populations 'in 
need of all adult pro,tective services due to "abuse, neglect, or exploitation." 
Only two respondents on tbe State level, one from a Title XX program and one 
from an APS program, indicated that the staff's ability to serve battered 
women is restricted due to the definition of domestic violence. In these 
instances, the definitions specified the characteristics of victims (e.g., 
marital status) and the types ~f abuse. 

I 

With regard to local social services programs, s\~\aff from 16 (35%) of the 
co~munities surveyed reported a foc~s on battered wom~f' battered men, 
ch1ldren of battered wom,en, or abus1ng spouses. Of th~se 16 programs, 88 
percent focus on the children of battered women, 71 per~~ent on batte'red women, 
35 percent on abusing spouses, and 29 percent on batterEM men •. 

\\ 

Respondents from Seven (16%) local social services programs reported a 
definition of domestic violence, and in four of these programs, respondents 
believe the definition linrl.ts staff ability to serve battered WOmen. Seven 
,local social services programs (16%) have goals aimed at assisting battered 
women. 

In 11 States, Title XX programs (22%) "have a State mandate to assume some 
responsibility for battered women, and in 18 States (36%) Title XX staff are 
engaged in activities without a mandate< The most common activities include: 
program funding (16% mandated, 16% nonmandated)~ program planning (14% man­
dated, 12% nonmandated), program monitoring (16% mandated, 12% nonmandated), 
technicf~l assistance and consultation (14% mandated, 10% nonmandated), and 
provisi~"m of direct services (14% mandated;' 24% nonmandated). 

Di,rect services provided to battered women and their families, as 
reported State Title XX program administrators, include crisis intervention 
services, such as emergency shelter, crisis hotlines, crisis counseling, 
emergency 24 hour care, respite care, angemergency health care, and ongoing 
services such as mental health services, legal aid, transportati.on, advocacy, 
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out:'each, day care, foster family care, health care, an.d court accompaniment. 
It, ~s assumed that these services are provided within the limitations in the 
Titl~ XX l~w a~d regulations. Where battered women do not meet Title XX 
fund~ng cr~ter~a, they.are referred to other service providers or provided 
serv~ces through non-T~tle XX funds. 

In at least one State, the Title XX program has a State mandate to 
provide servic~s to both the victim and the abusing spouse. One Title XX 
progra~ has a mandate ~o serve "vulnerable adults," but it has not yet been 
determ~ned w~ethe: to ~nclude battered WOOlen in this category. Another 
program fulf~lls.~ts mandate by providing generic adult protective services 
rather than serv~ce.'l targeted on abused spouses. 

In several States, services for domestic violence victims are included in 
the Comprehensive Annual State Plan (CASP). One State's CASP has an optional 
category of services to victims of domestic violence. To date, 25 counties in 
this Stat~ offer services un~er this option. In another State, Title XX funds 
are ~sed ~n ~n Emergency .Fam~ly Service Program, through which six shelters 
r:ce~ve fund~ng: In ye~ another State, th~ State Coalition Against Domestic 
V~o:ence uses T~tle XX funds to subcontract for servic.es to battered WOmen and 
the~r children with the goal "to prevent or remedy abuse to adults" in 
programs with three services: 1) emergency shelter, 2) ongoing services, and 
3) emer- gency health care. AnotQer State purchases room and board for 
batter:d women for up to 21 days." This State's Title XX program h8.s funded a 
Statew~de dOOlestic violence incidence survey~ has provided staff training on 
domestic violence, and has engaged in public awarer~;ss activities. , . . 

Several other States also provide limited Title XX funds to shelter 
progr~ms providin~ counseling and support services to those victims eligible 
for T~tle XX serVLces. Some program staff interpret the Federal program goal 
to protect vulnerable adults as applicable to the shelter needs of battered 
wanen. Additionally, in at least two States, Title XX funds are used to 
provide battered women with care in residential facilities that also house 
alcoholic and/or mentally ill women.* 

None of the State Title XX program administrators were able to prov!ide 
exact data on the number of battered women served. However, administrators 
provided data en the proportion of the total Title XX budget which is spent on 
domestic violence-related services. For example, one State, where the total 

*At the time the State Survey was conducted, Federal regulations governing 
Title XX did not allow reirrbursement for emergency shelter for adults unless 
" db d" II' • . ' room an~ oar was ~ntegral but subord'~nate" to a service described in the 
State's CASP. Subsequently, P .L. 96-272 "Adoption Assi$tance and Child 
Welfare Act of 1980" was enacted which allows for Federal re"imbursement of 
emergency shelters for adults as an optional service. 
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Title XX budget is $88 million, allocates $1.2 million for ~ervices to victims 
of domestic violence. Another State's total Ti~le XX budget is $221 million, 
with $1.9 million ~llocated for victims' services. 

Generally, the five APS programs surveyed are less involved in activities 
for abused spouses, even though two have mandates to provide services to bat­
tered women, and two others are involved in nonmandated activities. One APS 
program has a staff member in each county assigned to work exclusively with 
domestic violence victims. Examples of other APS program activities targeted 
onbattereci women are: 1) staff trained as paralegals to act in behalf of 
battered women in court actions and 2) the establishment of a registry of 
spo\lse abuse cases,to which law enforcement personnel are required to report. 
Within 24 hours after receipt of the report, an APS team visits the victims. 
For the purpose of. comple'l:ing the APS investigation, access to the family's 
medical records is authorized. 

On the local level, respondents from 18 of the 45 social services pro­
grams surveyed (40%) indicated that staff engage in activities to help battered 
women. Activities most frequently performed by social services staff include: 
collection of statistics (11% mandated, 7% nonmandated), staff training (U% 
mandated, 13% nonmap.dated), community education (2% mandated, 11% nonmandated), 
and provision of dj;~ect services (lC% mandated, 9% nonmandated). Direct ser­
vices which are available to battered ~\fomen and their families through some 
local programs include: crisis intervention; emergency shelter; emergency 24 
hour care; crisis counseling; investigations of reported abuse; psychological 
testing and evaluation; individual, family, and group counseling; foster 
family care and day care; medical services; job counseling; advocacy; and 
volunteer services. 

Generally, local social services programs do not provide services to a 
battered womam wi,thout regard to her income. Rather, services are provided to 
a battered woman if she meets other eligibility criteria. Respondents, how­
ever, noted that battered. women are usually referred to other service providers 
when they are not eligible for Title XX or when Title XX services do pot meet 
some of their needs. ' Many respondents emphasized that program staff take an 
active role in arranging for services for battered women, for example, by 
setting up appointments with other service providers. 

Two communities surveyed in one Stat~ have social services staff who con­
duct investigations regarding dome;stic violence and provide services to bat­
tered women. These ac.tivities are r~quired by State law; the Department of 
Social Services is vested with the responsibility. In one of these communi­
ties, there is. a specialized adult protective services worker who conducts the 
investigations and provides most neeqed services directly or by referral. In 
the other community, there is not a specialized worker, and none of the staff 
perceive themselves as trained to work with battered women. Thus, once the 
investigation is completed, the staff believe that there is little they can do 
o,ther than some sUPP9rtive counseling. 

Administrative action facilitating service provision to battered women 
wc),s repot'ted in one of the communities surveyed. The local social services 
administrator has determined that protective services should be available to 
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adults in need, including battered women. Thus, in this program 
d~me~tic violen:e is "aggressively addressed," and comprehensive' 
Vl.ctl.ms are aval.lable for six to ten weeks. 

In local programs which provide direct services to battered women and 
their families, staff were asked about the service strategies they use. Of 
these 11 ~rograms, 91 percent use professional staff and 9 percent use lay 
staff. El.ght programs (73%) are oriented toward crisis intervention rather 
tha~ ongoing services. Six of the 11 programs (54%) focus on reconciliation 
of the battered woman with the abuser, while four programs (36%) focus on 
provision of emergency shelter, and one program respondent did not know which 
strategy was most applicable. With regard to therapeutic versus court inter­
vention, respondents from six programs advocate the former, four advocate the 
latter, and one did not know. Finally, 73 percent of the 11 programs use a 
traditional social service model and 27 percent use a self-help model. 

Twenty-six of the 45 local programs participating in the Community Survey 
have intake procedures .)Hhich incorporate some methods for identifying batt;ered 
women. Respondents frqm these 26 programs were asked to identify the kit.Js of 
problems most frequently presented by battered women. The most common include 
othe: types of marital problems (92% of the 26 programs), unemployment (40%), 
emotl.onal abuse by the spouse (62%), housing needs (46%) and legal protection 
(46%) . ' 

Very few local staff were able to provide details on the number of 
victims served or the proportion of the Title XX budget'spent on services to 
victims. One program served 606 battered women and 814 children of battered 
women last year and allocated approximately two percent of a total budget of 
$330,000 .for services to victims. Another program respondent estimated that 
380 battered women were served during the past year out of a client population 
of 12,000. Still another respondent estimated 30 to 40 battered women served 
out of a total client population of approximately 1800 per year. 

A number of Title XX program respondents, both on the State and community 
level, indicated that it is feasible for their programs to aSSume activities 
~or additional a~tivities) in the interest of battered women. Most frequently, 
~:ate and c~mmunl.ty program staff suggested they have the potential to provide 
dl.re~t serVl.ces to battered women. Other activities frequently considered 
feasl.b~e on both levels are needs assessment, staff training, and comzrunity 
educatl.on, plus, at the local level only, the establishment of a clearinghouse. 
Many responden~s qualified their answers, however, saying that these types of 
activities are possible only if funding levels increase. 

Coordination activities by program staff for battered women appear to be 
more extensive on the State than on the community level. Fifty-six_percent 
(56%) of the State Title XX staff and staH fJ;om four State APS programs (80%) 
participate in coordination activities for this popUlation. By comparison, 29 
percent of the local programs have staff who coordinate with other agencies to 
serve battered women. 

In analyz~.tlg coordination activities in more detail, a variety of 
activities were described by respondents. At the State level, one Ti~le XX 

! 
I 

I 
~ 

I 
~ 
I 
I 
i 
I 
! II 

I 
~ , 
I 
I 
I 
.1 

\\ 

r 
.. r 
1 c 

L 
1 
~ 
I 
I 
\ 

\ 

t 
f; 

" 
'·1 

'I 
i ., 
1 
~ 

,1 
I 
;1 
i 
J 
i 

i 1 
i 
" 

J 

I 
I 
! 

,I 

program is participating in a Statewide effort to coordinate services for 
battered women. In another State, staff from the adult protective services 
division and child and family services division have worked together to 
identify and develop a list of resources for battered women. In yet another 
State, a confidentiality agreement was reached with a shelter, whereby codes 
(rather than names) are used by the shelter to identify clients for Title XX 
reimbursement purposes~ Several respondents also mentioned active involvement 
with other groups working toward passage of legislation favorable to domestic 
violence victims. 

Some Title XX program staff coordinate their activities with a variety of 
other programs. One State's Title XX program has established formal funding 
procedures with the Division of Women and the State Law Enforcement Planning 
Agency. This program also has formal meetings with members of the State's 
Coalition Against Domestic Violence who act as advisors to Title ~, with the 
Department of Public. Welfare conc~,rning assistance payments, and wl.th the 
Department of Education regarding school issues for children in shelters. 
Respondents from Title XX programs in several States reported they hold 
meet1ngs with the staff of spouse abuse programs to coordinate act~vities.and 
develop better communication. Other State Title XX programs coordl.nate Wl.th 
agencies, such as Child Protective Services (CPS), Councils on the Status vf 
Women, Divisions of Children and Youth, Family and Children Bureaus, Food 
Stamp offices, LEAA, and school systems, to consider and resolve overlapping 
problems concerning battered women and their families. In many instances, 
Title XX program staff assumed the initiative for these activities. 

Based on discussions with State level Title XX respondents, it appears 
that much of the ongoing coordination activity occurs at the local level. . 
Several State respondents specified that local program staff work closely wl.th 
staff from various other community agencies, such as welfare departments, 
mental health agencies, private clinicians, shelters, and police departments. 

-'However, based on responses from the local social services programs surveyed, 
coordination aetivity is more limited than it is perceived to be by the 
t·espondents at the State level. Many local re~pondents mentione~ :e~erral 
activities; however, there is little coordinatl.on subseque~t to l.nl.t1al 
referrals. Only a few local staff identified coordination)! activities with 
agencies such as law enforcement groups and mental health centers. 

On the State level, 46 percent of Title XX program respondents noted that 
some of their staff members are advocates for battered women. Respondents 
from two of the five APS programs surveyed also rep6rted that they h~rve staff 
who advocate for battered women's services. On the community leve 1, staff" 
from 36 percent of the local programs reported having. staff w~o enc?urage 
assistance to battered women. Some staff are advocatl.ng for l.nclusl.on of 
domestic violence services in the Comprehensive Annual State Plan. Others 
have worked to dev~lop specific direct services, such as safe homes or emer­
gency·shelters for adults, or have encouraged provision of training on domes­
tic violence for social services staff. Lobbying for legislation related to 
services for battered women is another area where local staff are vocal. Some 
of this advocacy by staff takes place within their own agencies; in other 
cases, it occurs through staff involvement in grassroots organizations. 
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In a high percentage of Titl XX f 
and local (67%) levels, staff are

e un~ed programs at both the State (80%) 
tered women. Advocacy groups repo:;:~~ 0 ex~ernal ad~ocacy groups for bat­
activities and in legislative d yare l.nvolved l.n community awareness 
on domestic violence victims a~ocacr and are successful in focusing attention 
vices for battered women • 'f,eya so have helped to establish direct ser-
aid, and supportive servic:~ec·l.Al.caldl~ safe homes, shelters, counseling, 1 
h ' • ccor l.ng to respondent d egal 

ave ral.sed funds both for di t' s, a vocacy groups also 
lence. Finally external ad' rec serVl.ces and for research on domestic vio-

d ' ' vocacy groups are credit d 'th f ' coor l.nation of services for batt d e Wl. aCl.litating the 
1 ' ere Women through the' '1 ' g;am p annl.ng, education, and the establ' 1r l.nvo vement l.n pro-

Sl.on networks. l.shment of referral and service provi-

Barriers to Service Delivery 

, , On the State level, 72 percent of the T' 
tl.fl.ed Federal, State or program b' l.~le XX program respondents iden-
t b ' arrl.ers whl.ch restri t " o attered women. On the communit ' c provl.s~on of services 
the Social Services staff identifie~ ;7v~i' appro~l.mately one-half (53%) of 
women. In analyzing respondents' l.ml. ar bar r 1.7rs to serving battered 
" , caranents on barrl.ers 1 b Les emerge. Fl.rst Federal f d' . 1 ,severa road categor-, " un~ I-ng evels and fundi d ' as a major barrl.er to provid)" g"" ng pror.:e ures are percel.ved 
Re d ;(1 serVl.ces to battered - h ," 

spon ents reported that:c)"ie Fede 1 '1" w?IDen trough Tl.tle XX. 
take into account the need\f;o r.~ cel. l.ng set on Tl.tle XX funds does not 
F d / . , r serVl.ces to abused spo I . e eral State funding matdvirequires ,uses. n some cases, the 
funds, barely enabling ti~~ -;St t t a~ un~su~lly hl.gh percentage of State 
One responde~t said that'the a e ,0 mal.ntal!.n l.ts present level of services 
services is a barrier Also re~u~~ement of a local funding match for opti~nal 
services would have t~ be de' a , de current fu?ding levels, other optional 

, 1 crease to add serVl.ces 'f' 1 Vl.O ence victims. In addition th F d ,specl. l.ca ly for domestic 
difficult to plan services' St't el eleral,f~ndl.ng p.rocess makes it very 
bt' , , a e eve adml.nl.strato s d o al.n l.nformation about the t f r reporte they c.annot 

enough in advance. amoun 0 funds allocated to their States far 

, Respondents perceived some additional F d 
l.S no Federal mandate to proVl.'de ' e eral level restrictions. There 

serVl.ces e~pec' 11 f 
through Title XX, and in the past T'tl XX~ l.a,~ or battered spouses, 
ment for emergency shelter care f~r ~du~ts regulatl.ons prohibited ;eimburse-
gral but subordinate part' of ' ' except where such care l.S an inte-
:egulations. Some respo~dent: :~~:l.~el~a~~age as defin7d in the Federal 
l.ncome eligibility prevent many dan~' ,at Feder~l ~l.tle XX guidelines for 
services. es l.C vl.olence Vl.ctl.ms from receiving 

,Respondents from both State and local ' 
barrl.ers to serving b.:l-ttered women. "\ Of programs al~o cl.ted Stat.e level 
targeted services. In many States te ~en, ~tate fu~dl.ng levels preclude any 
for servic;:es to victims. In some Stat g slatl.o? ~rovl.des no funds specifically 
tied t .. o protective services clauses ' eSs t, Ptrovll.s~on of emergency shelter is 
, . l.n a e egl.slati b d " l.8 not l.ncorporated into these def' 't' on, u~, omestl.C vl.olence , d' . l.nl. l.ons. For exa 1 d ' , l.n l.vl.duals often must be certified h' . mp e, un er APS, ell.gl.ble 

unable to serve their o'.~ l.'nt . as p YSl.cally or mentallYI: impaired and 
wu erests. .. 
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State policies sometimes present barriers to Title XX services. For 
exampfe, one State does not permit "room and board" payment through Title XX 
for a child who accompanies his/her mother to a shelter, and payment for room 
and board is limited to a 30 day maximum. In many States, services to 
battered women are not incorporated into the Comprehen~ive Annual State Plan 
(CASP) and, thus, are not built into the Title XX service delivery system. 

The Title XX funding priorities established by States are frequently 
cited as barriers to implementing services for battered women. Some States 
e~x.'i:tasize the use of 'fitle XX funds for children's services and, in turn, 
neglect services for adults. Priorities on other population groups, such as 
the elderly or disabled individuals, also may deter Title XX services for 
dome~tic violence victims. In setting priorities for services, many States do 
not recognize domestic violence as an area of need. 

State, like Federal, guidelines for eligibility may preclude services to 
domestic violence victims. In addition, State policie.s often limit or elimi­
nate services needed by battered wq?en. For example, some States do not allow 
the use of Title XX funds for crisis intervention services or transportation. 
One State has a policy eliminating the social service component from local 
assistance boards so that no direct services or home visits by staff are 
allowed. Other States do not permit funding for work performed by staff after 
normal working hours. 

On the local level, there is not always a clear understanding by staff of 
policies and eligibility requirements applicable to battered women. Differing 
interpretations of program regulations were also cited: inconsistent inter­
pretations of payment limits for room and board, limitations imposed on shel­
ters regarding use of Title XX funds, and reimbursement policy changes related 
to length of stay in shelters and to children's stay in shelters. Other 
barriers mentiolled were: lack of staff expertise; staff's belief that it is 
not their responsibility to work with domestic violence victims, large case­
loads, lack of community demand for services, and lack of coordination with 
other services. 

Difficulties in coordinating services of various providers were often 
cited as a barrier to helping battered women. Related to this problem is the 
coordinating cost, particularly in terms of staff time. This relates to some 
respondents' concern that already scarce funds are spent on administration 
rather than service provision. 

Eligibility requirements tie in closely with Federal, State, and program 
level barriers and also present barriers to serving battered women. Title XX 
services h'ave income eligibility criteria which prohibit services to more 
affluent bat,tered women, if the State decIdes not to provide these services 
without regard to income. One State respondent cited a unique situation 
related to income eligibility: a battered women is technically eligible for 
room and board and crisis counseling based solely on the need for protection; 
however, once she enters a shelter, Title XX reimbursement for supportive 
services provided by the shelter is· based on her income. Title XX services 
also have St;ate-determined categorical eligibility criteria, ar;a if women do 
not fit thede cat~gories, they cannot receive services. Many States also have 
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residency requirements; women not residing in the State or without permanent 
addre~ses in the county are ineligible. 

)) 

Othe'r types of program eligibility criteria also pose problems. For exam­
ple, according to several' local respondents, battered women are not eligible 
for any specific services unless they have children and the children are "in 
danger." Respondents from another State indicated that, because it routinely 
takes 30 days to establish eligibility, Title XX cannot effectively provide 
crisis intervention services to battered women. 

As previously discussed, Title XX respondents in both States and com­
munities were asked if they believe it feasible for their programs to assume 
(additional) activities for battered women. Those who believe it is not fea­
sible cited a number of reasons, many related to barriers already mentioned. 
The most frequently cited reason is the limitation on Title XX funds. Many 
respondents indicated that budget cuts have already necessitated a cutback in 
overall services. They believe that the existing services would have to be 
further reduced to permit services focused on battered wqmen. Respond~nts 
believe they would, be put in the untenable position of placing a higher pri­
ority on battered women than on other groups, such as abused children or the 
elderly. The lack of domestic violence incidence da'ta to support: a special 
effort for battered women exacerb~tes this problem. 

Other respondents cited funding limitations, in combination with the 
presence of other agencies to serve battered women~ as restricting t~e Ti:le 
XX program from focusing on this population. In one State, when leg1s~at10n 
was passed appropriating funding for shelters, Title XX funds for serV1ces to 
battered women were eliminated. Other respo.ndents believe that battered women 
already have law!>' to protect them and special women's organizations and mental 
health centers to provide aid; tht!i's', Title XX funds are better used to ine(t~t 

( ~\\ 
other needs .,,1\ c;l 

Few staff and lack of staff training oriented towa:rd domestic viole~ce 
are also cited as limiting Title XX programs' potential to serve battered 
women. Many respondents indicated that their programs simply do not have! , 
sufficient staff to provide these services. Others believe ~~at private agen­
cies with staff specifically trained in domestic violence issues can serve 
battered women more effectively. 

Program Recommendations. to Enhance Service Delivery 

During the course of interviews with State and communi;~y staff of Title 
XX programs, a number of ~ecommendations were made w~th respect to enhan:ing 

servi~es for domestic violence victims. First, staff identified resolut1~ns 
or planned resolutions for some of the barriers prohibiting'Title XX serV1ces 
to battered women. One xesolution frequently mentioned was passage of HR 3434 
on the Federal level. iJiis bill, ,lI. L. 96-272, w~~ch was passed in the summer 
of 1980, provides for Title XX reimbursement of emergency shelter for adults 
as a protective service. A few r.espondents mentioned attempts to pass State 
legislation to resolve barriers. One State is considering a plan to cease 
rece~pt of Title XX funds. Instead, social services would be exclusively 
State-funded to facilitate se~vices to specific target groups such as battered 
women. 
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Respondents also proposed some changes which are not yet in progress but 
would facilitate provi,sion of services to battered women. Again, the most 
frequently mentioned change relates to an increase in funding and a concomi­
tant increase in staff. Second, a Federal ~andate to serve domestic violence 
victims or, alternatively, placing a higher priority on this issue at the State 
level and including dOIilestic violence services in the CASP were noted as 

. 1 ' cruc1a. Other respondents view implementation of staff training as necessary 
to enhance services for battered women. A number of respondents also recom­
mended that a specific program or unit be established to pr'ovide services to 
victims of domestic violence. Others suggested that alterations in the State 
Title XX program, for example, de-emphasizing children's services and empha­
sizing services for adults, might be necessary. Changes in the eligibility 
criteria, both income and categorical, also were suggested. 

More effective coordination is viewed by many respondents as necessary, 
if services to abused spouses are to be improved. The need to enhance service 
providers' knowledge of all available services to facilitate the referral pro­
cess and make service delivery to battered women more comprehensive was most 
frequently identified. There were also sever::a:l suggestions made as to methods 
for doing this. One respondent, for example, suggested meetings involving 
representatives from as many programs as possible to discuss available ser­
vices, the service dE.l,ivery system, and problems encountered. Another said 
that technical assistaHce could be provided to counties to enable them to 
develop local comprehensive service pIons. Still another indicated that 
training for staff of the county office both to sensitize them to domestic 
violence issues and to train them ~h services and referral procedures to other 
c~mu~ity agencies wquld be helpful. The possibility of establishing a domes­
tl.C v10lence task force on the county level was men,tioned; this task force 
w?uld take the lead in coordinating services. One respondent suggested that 
T1tleXX program administrators form ~n advisory board to facilitate coordina­
tion of services for battered women. Another respondent recommended that all 
local agencies contribute resources toward the establishment of a domestic 
violence i,ntervention center. Another idea was to have a State coalition 
representative work in the Governor's Office as an ombudsman, specifically to 
provide information and resolve problems related to domestic violence. 
Several respondents noted con~ern about coordinflting with law enforcement 
officials in their States and communities, including the need to train law 
enforcement officers in domestic violence intervention techniques. 

In many cases, respondents believe that training of Title xx: providers is 
important if services to battered women are to be enhanced. Information on 
sarvice delivery strategies also is seen a 1'1. important, including training on 
how other States and communities are dealing with the problem of domestic 
violence, program planning and developmc~, needs assessment, and making use 
of community and agency resources. -

R~spi;;ndents on both the State and community level identified some on­
going ef£orts which may e.nhance service delivery to abused spouses. Many of 
these efforts involve State legislation related to the domestic violence is­
sue. For e:x:ample, severa)l States have legislation pending to allocate funds 
f d •. 1· A or omestlc V10 ence programs. One of these is a marriage license surcharge 
bill which would generate ,funds for r,ape and domestic violence pr,ograms. 
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Another State has an Adult Protective Services bill pending. Yet another 
State has recently passed a law concerning temporary restraining orders; this 
law is intended to help keep the abuser away from the victim and facilitate 
the process for a victim who wants to file charges against the abuser. Most 
of the qther efforts mentioned involve the establishmen,t of new programs that 
provide direct services to victims, such as emergency shelter and counseling. 
Respondents believe these programs will help alleviate the pressures of their 
caseloads, provide them with referral sources, and also serve battered women 
not eligible for Title XX services. 

SUMMARY 

There appears to be broad variation among Title XX programs in te~m~ of 
responsiveness to the needs of battered women. In general, State prog'i-am 
admini!3 t rators reported more ,.involvement in this issue than local staff. Of 
all the activities as:sumed by program staff~ coordination is the most freqllent. 
While ,~ome staff are actively involved in funding shelter care and providing 
direct services to battered wOlllen, others either do not identify,domestic vio­
lence as a service pri9rity or believe that Federal, State" or other barriers 
preclude the use of Title XX funding for services to domestic violence victims. 

There are some indications that Title XX has con~iderable-potential to 
become more consistently and actively involved in providing services to victims 
and their families. 1'0 date, individual State priorities and/or staff COlcerns 
are providing the impetus for these activities. 

,\ , 
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THE WORK INCENTIVE PROGRAM (WIN) 

AUTHORIZING LEGISLATION 

Title IV-A, Social Security Act of 1967 

FEDERAL AGENCY RESPONSIBLE 

National Coordination Committee, Office of the Work Incentive Program, 
Department of Labor - Department of Health and Human Services 

PROGRAM OVERVIEW 

The WIN program is jointly administered at the Federal level by the 
Department of Labor and the Department of Health and Human Services (DHHS). 
This study focuses only on that portion of the WIN program which provides 
social services through DHHS. The WIN program provides employment and 
training services and supportive social services to eligible clients of Aid 
to Families with Dependent Children (AFDC) to facilitate their movement 
toward work and self-sufficiency. 

The supportive social services provided by WIN include child care, 
family planning, employment-related medical c;a;re, counseling, vocational 
rehabilitation services, home management, and in some cases, financial 
assistance until recipients receive their first pay checks. 

ABSTRACT OF MAJOR PROGRAM FJ:,NDINGS 

The findings presented in this abstract and subsequent discussions are 
based on interviews conducted with State level WIN administrators in 49 
States* and the District of Columbia and with local WIN program adminis~ra­
"tors and direct service staff in 29 communities. 

Based on interviews with State and local WIN program representatives$ 
the following findings are rgported: 

In o,ne WIN program surveyed at the commu,nity level, staff have 
. developed goals Ito address the needs of b~t~ered womell. 

WIN program fespondents in 10 percent of tll~: S~lates and seven per­
cent of the communities surveyed reported Jjlat/staff pr~'ride direct 
services to battered women. /~ 

*WIN prog~am ad~inistrators in one State did not partiCipate in the State 
Survey.' 
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• WIN program respondents in 16 percent of the States and 38 percent 
of the communities surveyed reported involvement in coordination 
activities directed at·the problem of domestic violence. 

• WIN program respondents in 28 percent of th~States and. 24 percent \ 
of the corrnnunities surveyed reported that staff have received train­
ing to better understand abused spouses and their families. 

• In 18 percent of the State and 38 percent of the corrnnunity programs 
surveyed, WIN program respondents identified staff who encourage 
assistance to battered women. 

• WIN program respondents in 76 percent of the State and 66 percent of 
the corrnnunity programs surveyed are aware of advocacy groups in 
their States and/or corrnnunities which assist abused spouses. 

• WIN program responden.t;:s in 46 percent of the States and 62 percent 
of the corrnnunities surveyed view Federal or State regulations, poli­
cies, and guidelines as restricting staff capacity to address the 
needs of battered women. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

As evident from the statistical summary presented above, few WIN program 
staff are direCcl;;ly involved in efforts to assist abused spouses and their 
families. This section describes the potential of the WIN progrkm to become 
more involved by examining the activitie&':,of those WIN staff engaged in 
efforts to help battered women. In this context, thB barriers to service 
delivery identified by WIN respondents as well as their recorrnnendations for 
improving service for abused spouses are discussed. 

Specific Program Efforts 

By Federal re~ulation, the WIN program targets on AFDC recipients. '.:1 
Within this mandated service population, no WIN respondents at the State or 
community program levels identified a focus on battered women, their child­
ren, battered men, and/or abusing spouses. None of the WIN respondents 
reported a program definition of domestic violence nor, did any identify 
program /5oals or objecti.ves developed to address the needs of victims. 

Several WIN respondents reported that some of the progfam's general, 
goals and objectives could apply to meeting the needl1 of battered women. 
For example, one major objective of the WIN program is to remove barriers to 
employment. Thus, WIN staff could assume responsibility for assisting bat­
tered women in resolving this problem. In fact, one State administrator 
reported that WIN funds all services for spouse abuse victims enrolled in 
WIR; in this case, "battering" is v,tewed as an employment barrier. 

lurther, battered women who also ,are WIN participants are elibible to 
receive the same services as othe~ WIN participants. Some WIN staff at the 
local level indicated that during the intake process, battered women are 
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identified. Specifically, WIN program staff in nine communities (31% of the 
Community Survey sample) indicated that intake procedures include identifi­
cation and referral of battered women. Respondents in these nine programs 
were queried about what types of problems are presented ,by battered women 
when they apply to the WIN program. Primary problem areas, that is, those 
which were presented by 60 percent or more of the battered women, include 
other types of marital problems, unemployment,emofional abuse by the 
spous.e, and the need .for legal protection from the spouse. 

Nine programs at the State level (18%) and three programs at the local 
level (10%) have staff engaged in activities related to the problem of 
spouse abuse. At the State level, activities include collection of statis­
tics (2%), assessment of needs (4%), community education (4%), training, and 
technical assistance (2%). In one State, WIN program staff collect statis­
tics on clients who are receiving counseling services related to domestic 
vi,olence problems. In two other programs, staff have conducted assessments 
to"determine the services most needed by battered women. Staff from one of 
these programs also conducted, in conjunction with the needs assessment, 
community education on the needs of multi-problem families, including fami­
lies experiencing domestic violence. In another State, staff have developed 
a\ training program on "single paren.ting, II which deals with the problem of 
domestic violence. The respondent from this State indicated that future 
plans include more training on the problem of spouse abuse. 

Administrators in two States have taken special initiatives for the WIN 
program to assist battered women. In one State, a staff specialist is 
assigned to work with domestic violence victims enrolled in the WIN prog .... am. 
In another State, a local WIN program submitted a proposal to DHHS to estab­
lish a domestic violence project to respond to the high percentage of abused 
spouses within the WIN client caseload. The proposed project would facili­
tate WIN staff coordination with shelter program staff to help battBred 
women and their families. 

Results form the Community Sur-vey indicate that staff from three pro­
grams at the local level (10%) engage in activities directly related to the 
needs of battered women. These activities include providing direct services 
to battered women and operating a clearinghouse for information On domestic 
violence. ~rogram representatives also were queried about the feasibility 
of their pr,.ugrams to assume additibftal activities on behalf of abused 
spouses. Most WIN program respondents indicated this is not feasible. The 
reasons given by both State and community program representatives are similar 
and can be related to several general themes, including: 

• A sufficient demand for services to battered women has not been 
demonstrated. 

• WIN is a short-term employment program and is not ~esigned to meet 
the multiple social se.rvice needs of battered women. 

• A lackof program l;'esources (e.g., funding, staff, t~aining). 
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Those program representatives, who consider. it feasible, for the WIN pro­
gram to expand services to battered women, usually suggested that WIN become 
more involved in direct serivces and coordination activities. An expansion 
of training and prograul planning activities also was mentioned, although 
less frequently. 

Perhaps the greatest potential fo:r expansion of program services lies in 
WIN Rtaff participation in coordination activities. Although the number of 
WIN staff currently involved in coordina;tion activities aimed at helping' 
victims is limited, on a relative basis a greater proportion of WIN program 
staff are involved in this activity than in any other. Eight State programs 
(16%) and 11 community programs (38%) reported such involve~~nt. None of 
the WIN programs" at the§ State level but five of the community programs (17%) 
have developed inter~gency service agreements to better serve battere~ women. 
Informalmeetingsaii:'~~ are used to develop linkages, as reported by f~ve 
State level and three community level WIN respondents. Most coordina.tion 
activities are with shelter programs, other social service agencies and/or 
mental health agencies. In addition, a few local WIN program staff reported 
linkages with displaced homemaker programs. 

Some WIN staff also serve as advocates for abused spouses and their 
families. In nine WIN programs at the State level (18%) and in eleven pro­
grams at the community level (38%), there were staff identified as advocates 
for services to battered women. At the State level, advocacy efforts br 
administrators include: 

• 
• 
• 

• 

Participation in community education. efforts. 

Development of coordination linkages. 
(i 

Serving on the Board of Directors for shelters and women's resource 
centers. 

Developing program proposals to promote and describe WIN services. 
avail~ble for battered women. . t: 

At the community level, most of the advocacy activities involve ,.direct 
contact with battered women or with other staff serving battered women. 

, . d _&.s:. t . WIN respondents generally are aware of other a vocacy t::..L ... O!, $ occurr~ng 

within thei.r State and community to assist abused spouses ." Responden~,s 
attribute these advocacy efforts to increased public awaren~ssabout the 
problem, the formation of safe homes or shelt~rs, and, in a few instances, 
provision of counseling and legal serices to battered women. 

In brief, in only a few instances are WIN program staf'f involved in any 
activities directed toward battered women. The f~l1owing sections highlight 
barriers to service provision and possible resolutions to these barriers as 
identified by respondents. 
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Barriers to Service Oelivery 

In almost on~-half of the WIN programs at the State level (46%), and in 
al~ost two-thirds of the programs at the community level (62%), respondents 
identified barriers which impede service provision to battered w'omen, 
resulting from Federal or State legislation, regulations, and guidelines. 
Generally, more WIN program representatives at the community l~vel than at 
the State level cited barriers to service provision. 

Overr',rll, the general types of res,trictions cited by State and community 
respondents are similar (e.g., funding, eligibility requirements). The 
major barrier cited at both the State a.hd community levels is an overwhelm­
ing lack of resources to support service provision. Lack of funds, combined 
with staff sQortages, severely limit the extent to which WIN can assist 
abused spouses. Respondents added that staff are not trained to counsel 
battered women, and poor linkages among WIN and other services generally 
result in an ineffective use of the limited resources available in the Com­
munity. 

Other major barriers, identified by Sta(teat'l~t community staff ,:t"esult 
from the WIN eligibility requir.ements. Specificl:fllly , WIN eligibility cri­
teria are linked to AFDC eligibility_ Thus, women without children or with 
fina,?cial assets beyond a certain level, cannot rece~ve WIN's work-IJelated 
serv~ces. In addition to being an AFDC recipient, the battered woman also 
must be assessed as "employable." One respondent noted that battered women 
often need to resolve psychological and/or medical problems before they can 
be con~ide,red employable. Usually, WIN program resources are not adequate 
to aSSl.st these women; thus, they remain in the "exempt from employment" 
status., Several respondents also mentioned that Federal guidelines and 
regulatio~s preclude targeting service;s on battered wb~en. 

Another barrier to serving battered,women results from the manner in 
which the WIN program is administered. The WIN program is jointly adminis­
tered by DHHS a.nd the Department of Labor. One WIN staff respondent stated 
that the two departments work at Cross purposes with conflicting philoso­
phies: the employment side of the WIN program emphasizes immediate job 
placement, whereas the social service side focu~es on resolving problems 
prior to" the~lient entering employment. As another respondent noted,' WIN 
is fu~ded on the ba~is of productivity and successes, not on the basis of 
the n~mber needing services. EmphaoSis is placed on obtaining employment for 
a battered women. or any WIN client, immediately. If the battered woman is 
not readily employable, she may not receive any services. Instead, she may 
be placed in the unassigned recipi~nt pool, a holding pool for less employ­
able WIN clients. This conflict between the social service side and the 

"employment side sometimes emerges during the joint appraisal session, which 
includes 'a social services worker, an employment and training ~lpecialist, 
and the client. 
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Program Recommendations to Enhance Service Delivery 

. Overall, WIN program staff had few suggestions for improving WIN ser­
v:ces to battered women and their families. ALthough some respondents men­
t~oned tha~ staff ~re sensitiv~ to the needs of battered women and that they 
are explor~ng poss~ble strateg~es to meet these needs, more than one-half of 

'the respondents do not think it is appropriate and/or feasible for WIN to 
expand service provision to battered women. 

Other program staff cited specific changes which might enable the WIN 
p:ogram.to serve battered women more effectively. These suggestions essen­
t~ally ~nvolve removal or resolution of ~hose barriers described previQusly. 
Ge~era~ly, St~te level staff suggested changes in Federal regulations and 
gu~del~nes wh~ch would allow targeting specific services for battered women. 
Program staff at the community level also suggested changes in the Federal 
progam mandate. In addition, these staff emphasize the ne'ed for increased 
funding and other necessary resources to support service provision to abused 
spouses. 

A majority of the staff at the community level cited the need for train­
ing and technical assistance to understand better the needs of battered 
women and their families. The following are training topics suggested by 
State and local WIN program staff. 

• 
• 
• 

• 

The dynamics of domestic violence. 

Identification of domestic violence victims. 

Development of staff sensitivity to and awareness of the problem. 

Interviewing and intervention techniques with abused spouses. 

Use of local resources and referral alternatives. 

. In conc7usio~,. several different((types of changes were recommended to 
~mprove WIN s ab~l~ty to serve battered women. At the same time, about 
o~e-half of the WIN responde~ts surveyed were reluctant to make any sugges­
t~ons, because they do not v~ew WIN as the appropriate program to deal with 
batte'red women. . 

SUMMARY .. \ 

At present, WIN program staff are minimally involved in activities 
related to the problem of spouse abuse. The potential of WIN staff to 
i~crea~e their activities appears greatest in t,he .area of service coordina­
t~~n. w~th other programs. In sgme instances, battered women technically 
el~g~ble for WIN services are considered "unemployable" by st~ff. This 
fflctor , . as well as the focus on AFDC recipients as the prograi~' s target 
p~pu:at1On! seems to deter staff efforts to identify and help the victims 
w~thrn then ~an~ated serv~ce po~ulation. WIN staff, especially at the 
loc~l level, ~~d~cated the~r des~re to receive training and technical 
ass~stance to ~nCrease their capacity 1:0 help battered women. 
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THE INDIAN HEALTH SERVICES PROGRAH 

AUTHORIZING LEGISLATION 

Indian Self-Determination Educational Assistance Act, P.L. 83-568 

FEDERAL AGENCY RESPONSIBLE 

Indian Health Services, Health Services Administration, 
,Public Health Service, Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

There are t.wo major Indian Health Services (IHS) programs, the Health 
Management Development Program and the Sanitation Management Development 
Program. The Health Management Development Program, which is the basis of 
this study, has the twofold purpose of raising the health level of Native 
Americans through rehabilitative health services and building the capacity of 
Native Americans to manage their health programs. Federal. grants are made to 
"Federally recognized tribes and tribal organizations" in order to establish 
and operate IHS facilities (hospitals, health centers, etc.) and/or to purchase 
contracted health serv~ces. 

IHS services are available to American Indians or Alaska Natives; however, 
since grants are made to recognized tribes, ··,the population served is primarily 
Native Americans who reside on reservations.* In general, any member of the 
more than 250 Federally recognized tribes, including Alaskan Natives, is eligi­
ble for medical care and supportive services through IHS and theoretically can 
receive care at any of the 88 IRS Service Units. However, when services are 
delivered through tribal contract, the services may be limit~d by more strin­
gent service eligibility criteria, such as specific tribal membership. Some 
legal questions pertaining to "Who is an Indian?" currently are being con­
sidered by the courts. The answers to these questions may increase the number 
of persons eligible for IHS services in the future. 

Under the Health Management Development Program, the following health 
services are provided: public health nursing, maternal and child health care, 
dental and nutritipnal servi~es, psychiatric care, and health education. The 
program focuses on primary and episodic medical care with a variety of suppor­
tive services, including social services. Because reservations are located 
primarily in rtiral areas, the development of self-contained, comprehensive, 

* There are approximately 700,000 American Indians and Alaska Natives, the 
\\~ajority o~ whom live <;>n reservat:Lons, in small. rural c~mmunitie~, 0: in 
\\~solated v~llages~ About 75 percent of the Nat~ve Amer~cans res~de ~n the 
touth and West U.S. Census Bureau Regions, and more reservations are located 
west of the Rocky Mountains than in any other area. 
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on-site health faciliti:es has been necessary. The' IHS currently supports over 
50 hospitals and nearly 100 health centers. 

IHS is organized by Area:or Program Offices. Defined geographically, an 
Area or Program Office can hav'e responsibility for Native Americans residing 
in more than one State, portions of on~ or ,~ore States or both. Each Area or 
geographic area has a concentrated Native American population. On occasion, 
one Service Unit may serve a number of s111all reservations, or, as with the 
Navajo people, several Service Units may I\serve one tribe. A Service Unit 
usually contains an IHS hospital or healt:6 center. The Soc~al Services com­
ponent of IHS has at least one service worker at each of the 88 Service Units. 
The Chief of the Area Social Services Branch serves as a consultant:;,Ji advisor, 
facilitator, evaluator, and monitor to the Social Services staff at the Unit 
level. Service Units frequently have Tribal Health Boa,rds loihich serve in an 
advisory capacity. 

ABSTRACT OF MAJOR PROGRAM FINDINGS 

Indian Health Services has eleven Area or Program Offices. For the State 
Survey, at least one respondent from each Area Office was interviewed. Most 
of the respondents were the Chiefs of the Area Human or Social SeTyices Branch, 
within their respective offices. In the Community Survey, only those IHS pro­
grams falling within the sampled sites could be selected. IHS programs in five 
out of six communities were operational at the time of the survey •. Highlight~ 
from the survey of Area and Program Offices are presented below': 

• None of the Area Offices have a definition of domestic violence or 
specific obj~ctives r~lated 50 services for battered women. 

• Slightly more than one-quarter of the Area" Offices (29%) focus on 
battered women, cl)ildren of battered women, and/or battered ,men. 

• Although IHS programs do not have any mandated responsibilities di­
rected toward battered women, 64 percent of the Area Offices have 
undertaken sdme activities on their behalf. 

• Half the Area Offices (50%) have developed coordination linkages with 
other programs or organizati~~s on behalf of battered women. 

-..:.l,.' 

• In 50 percent of the Area Offices, program staff have received some 
type of training and/or technical assistance to better understand the 
needs of battered women and their families. . '., 

• A substantial majority (86%) of the Area Offices identified staff who 
encourage IHS assistance to battered womeno 

• In over three-quarters of the Area Offices (79%), respondents identi­
fi~~external groups active in promoting services for battered women. 
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• Fourteen percent of the Area Office respondents identified restric­
tions to their programs' capacity to assist battered women and their 
famil~es which stem from Federal or State legislation, regulations, 
etc. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

The following sections of this analysis examine three major areas per­
taining to I8S' potential t~ serve battered women and their families: the 
types and scope of specific IHS program activities currently undertaken to 
deal with domestic violence; barriers to service delivery identified by pro­
gram respondents; and recommendations from program respondent'.s for. enhancing 
the delivery of services to battered women. ' . 

Specific Program Efforts 

There are no IHS mandated services or activities directed toward battered 
women and "their families as a specific population group. However, in 29 per­
cent of the Area Offices, resp~ndents report,ed a specific focus on battered 
women (14%), children of battered women (14%), and/or battered men (7%). 

IHS programs engage in various activities to help battered women, even 
though a specific focus on them as a distinct group may not be present. Nine 
Area Offices surveyed (64%) engage in various activities for battered women; 
for example, staff training, technical assistance and consultation to 
individual programs, program planning, and community (tribal) education. 
Direct services are provided to battered women by 21 percent of the Area 
Offices. At the community level, IHS programs sometimes collect statistics on 
the incidence of domestic violence, including those involving the use of 
alcohol; the~e local programs also participate in co~rdination activities with 
other programs to benefit battered women. Staff in the community programs 
reported that a significant portion of their caseloads includes ~attered 
women. In one instance, 40 perce~t of current clients were identified as 
female victims of battering. The\\ IHS services available to these women 
include cou,:"seling, advocacy, and referral. No IHS-funded programs target 
services specifically on battered women. However, in August 1980, a Family 
Crisis Center opened in one community. H is the first and only program 
located in an IHS facility that targets services on families in crisis, 
including families experiencing incidents of spousal abuse. 

Three of the community pro&rams surveyed attel.npt to identify battered 
womert in tlJeir intake and assessment procedures. (~en asked about the types 
and frequency of problems battered women present,hespohclents in these pro­
grams indicated that alcohol abuse and emotional abuse by the spouse are 
experienced by more than 60 percent of the battered women encountered. All 
IHS respondents surveyed also stated that alcohol abuse appears to be a signi­
ficant contributing factor to the incidence of domestic violence among Native 
Americans and that it is difficult, if not impossible, to get abusing spouses 
to accept any form of counseling. 

<I 
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. ~ome prog:a~ ~taff believe it is feasible for the IHS program to assume 
addl.tl.onal actl.Vl.t"l.es to help meet the needs of battered women and their 
families. Those ictivities identified most often by respondents include the 
collection of statistics, program planning, technical assistance and consulta­
tion, and some direct services; e.g., counseling. 

Fifty percent of the programs at both the Area Office and community levels 
participate in some type of coordination activities on behalf of battered wo­
men. Most frequently, informal meetings are used to coordinate activities 
with various State and county agencies. Less frequently, IHS offices have a 
service or confidentiality agreement with other agencies, share staff with 
other agencies or participate in a task force or committee established to 
coordinate activities for battered women. 

Where ~ossible~ Service Unit staff have established referral linkages 
bet~een Nat:ve Amerl.:an women and shelter facilities in nearby communities. 
Socl.al serVl.ces prov'l.ded through Title XX are often made available to Native 
American battered women through referral by Service Unit staff. It is diffi­
cult, however, for most Service Unit staff to develop these linkages. Service 
Units.a:e usually located in rural areas, where social services, in general, 
are ll.ml.ted. Further, shelters in large urban areas are fI'equently oven-

d d h " .. " 1· . crowe, ave w~1.71.ng 7sts, and Natl.ve American women are often unwilling 
to leave the faml.ll.ar enVl.ronment of the reservation, even when they need the 
safe surroundings provided by temporary shelters. . 

Respondents indic'ated that community support l.S very important in the 
establishment of linkages with non-IHS programs. On one reservation where 
t~e community and tribal government are actively involved in providi~g ser­
Vl.ces to battered women, IHS staff participate in a grassroots-gen~rated pro­
gram that has developed a comprehensive network of senrices ".' This network " 
includes an on-reservation shelter, transportation services, services for 
children, and legal services. The tribal court in this Area has recently 
mandated that abusing spouses participate in counseling and support group 
activities. 

In the community programs, the staff were asked to identify the providers 
to which battered WOJTlen are referred. Universally mentioned were mental health 
services, alcohol and drug treatment services, and services for battered women 
(e.g., shelters). 

In most Area Offices, respondents indicated that there are both Office and 
field st~ff who consistently advocate for battered women's services. Among 
Area Offl.ce staff, the advocacy efforts tend to focus on technical assistance 
to loc~l programs, Federal funding for increased activities, an9 community 
educatl.On •. Among local Service Unit staff, individuals have: helped grass­
root~ organl.z~tions es~a~lish do~estic violence programs, including shelters; 
provl.ded serVl.ces specl.fl.cally al.med at battered women, e.g., counseling; and 
engaged in community (tribal) education about domestic violence and the re­
sources available to victims. 
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Barriers to Service Delivery 

IHS respondents identified diverse sources of barriers to delivering ser­
vices to battered women and their families: programmatic restrictions, paucity 
of resources, tribal autonomy, cultural taboos, and attitudinal barriers. A 
few respondents perceived a conflict between the Indian Health Services and 
the Bureau of Indian Affairs (BIA) about which group should deliver social 
services. Since IHS is primarily a provider of health services, jurisdictional 
questions arise over the provision of social services. 

In addition, community program respondents mentioned two operational 
problems inherent to their program. The first relates to a Federal restriction 
against hiring additional staff. Frequently, there is only onn social service 
worker per Unit. Further, the lack of trained personnel, particularly Native 
American staff, affects the program's capacity to deliver even limited ser­
vices. A second barrier results from the screening and referral procedures 
which the medical staff must follow in making referrals to the social services 
staff. Victims, who show medical evidence of physical abuse or who are other­
wise identified by medical staff as battered,may be referred to social ser­
vices for other assistance. ·If such identification does not occur on the 
clinical service side, or referrals of suspected victims are not made, then 
victims are not served by the social services staff. This practice places 
major responsibility for the identification and referral of battered women on 
the medical service staff. 

Funding constraints severely limit programmatic response to the problem 
of domestic violence. All community respondents agj;ee that domestic violence 
is chronic and widespread, and includes not only b~ttered women, but also 
battered or abused parerts, especially elderly parents. The need and demand 
for services is apparen't, accordin"g to IHS respondents, but they note that 
fUllds to develop progl:ams for or expand services to t'hese victims are 
insufficient.;· 

According to IHS respondents, one of the primary barriers to delivering 
services to victims of domestic violence--the abused and the abusers--can be 
the tribal peopies themselves. The issue of tribal autonomy, not yet entirely 
resolved, means that programs, for 'the most part, must be community-based to 
be acceptable. One ramification of this particular issue extends to the pro­
hibition against non-tribal police intervention on the reservations. If tribal 
police do not intervene in a domestic violence incident, the victim has no 
protection. Native American cultural attitudes and unique life style c01'1 t ri­
bute to the reticence of and resistance from tribes concerning discussion of 
domestic violence problems. For example, articulating a problem that may bring 
shame on a family or clan is not considered acceptable behavior in Native 
American culture. 

Program Recommendations to Enhance Service Delivery 

IHS staff recommendations to enhance service delivery focus on steps which 
are necessa~y for better coordination of services, changes that are needed on 
the reservations and within the IHS program, and training and technical assis­
tance to increase staff capability to help victims and their families. 
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Respondents suggested that increased staff and tribal training and the 
development of coalitions among providers and victims would promote better 
coordination of available resources. In addition, it was recommended that the 
jurisdictional problems between BIA and IRS concerning responsibilities for 
social service delivery be resolved. 

Repeatedly, respondents noted the need for consent of the tribal govern­
ment to deliver services to battered women on the reservations. The tribal 
autonomy of the Native Americans, combined with the physical isolation and·' 
remoteness of the reservations, severely limits the potential usefulness to 
Native Americans of any services not located on the reservation. Even thos,e 
services housed on some tribal lands may be accessible only to a portion of 
the population b~"cause~)f the great distances on large reSl~rvations. Withp{it 
consent from the Tribal ':~~ounci1, or its equivalent, IRS ac'fivities for bat­
tered women, according to respondents, will continue to be minimal. 

Funds to initiate selected services or expand existing services are 
. viewed as critical by respondents. The following examples provide insights 

into the dilemmas faced by some program staff in their attempts to serve 
domestic violence vict;;ims. Line staff in one Area receive considerable sup­
port for their prograd activities to benefit battered women from the IRS Area 
administrator. Rowever, the tribal governments on reservations in this Area 
are not willing to discuss the problem of domestic violence with-IRS staff. 
In one Service Unit, the social service case10ad is composed of more battered 
women than any other group, but staff are continually frustrated in their 
attempts to find funds that would allow the development of a domestic violence 
program or services specifically related to those victims. 

Another IRS Area has developed ,an excellent service network with grass­
roots organizations on the reservation, but the model developed by the grass­
roots program does not have adequate funding. The director of the grassroots 
program and the IRS staff believe the model can be implemented on any reserva­
tion in the ~ountry, with minimal funds. 

Other recommendations involving programmatic changes focus on staff trJ!lin­
ing and education about domestic violence, implementation of needs assessm~nts 
specific to the tribe or reservation, and tribal outreach and education. 

SUMMARY 

While IRS has no mandated services or programs on behalf of Native 
American battered women, some IRS administrators and service staff have become 
actively involved in advocating for services and in attempting to find non-IRS 
funding sources for program development. Service Unit staff are involved, in 
varying degrees, in direct service delivery, support services, and/or advocacy. 
For example, one IRS staff worked over a period of four years to develop and 
obtain funding for a Family Crisis Center in one IRS hospital. Concomitant 
with such activity, there is a high level of frustration among many IRS service 
staff, because they are so limited irr their ability to provide services. Yet, 
the IRS program appears to have potential to serve battered women in the 
client population because of its health and social services orientation. 
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OOMESTIC VIOLENCE INTERVENTIOO ACTIVITIES 00 'R\O AMERICAN INDIAN RESERVATIOOS 

INTRODUCTION 

As part of the Community Survey field effort, CSR purposively selected 
two American Indian Reservations for in-depth study of activities related to 
the problem of domestic violence. The reservations selected were: The White 
River/Fort Apache Reservation (the White Mountain Apache Tribe) located in 
Arizona" and the Rosebud Reservation (the Rosebud sioux Tribe) located in , " 
South Dakota. In addition, the community surrounding the Ros,ebud Reservat10n, 
Todd County, also was purposively selected for in-depth study. 

Indian Rea1th Services (IRS) staff working in IRS hospitals were inter­
viewed at both rese~vations; domestic violence program staff were interviewed 
at the Rosebud Reservation; and Medicaid, Child Protective SenTices (CPS), and 
Title XX program staff were interviewed in Todd County. Further, informal 
discussions wet'e hetd with six Native American women who had experienced 
spousal abuse. 

This report presents the findings of these interviews and discussions and 
is organized with regard to: the scope of IHS program efforts; barriers to 
receipt of services; actions taken by program staff to enable service delivery 
to battered women; and, program coordination linkages. 

RESERVATION OVERVIEW 

Both the White River and Rosebud Reservations are located in isolated and 
rural areas of their respective States. Transportation from the Reservations 
to other areas must be arranged through private means and is often expensive. 
Lack of employment opportunities and unemployment are chronic problems experi­
enced by tribal members. The rate of unemployment, especially for males, is 
approximately 25 to 35 percent. This is more than five times higher than 
State unemployment rates in Arizona and South Dakota. (The States' unemploy­
ment rates average between five and seven percent.) 

The total on-reservation population at Fort Apache/White River is 
approximately 8000, and at Rosebud, it is slightly over 7000. Each Reser­
vation has an IRS hospital with a Social Services staff or five to six 
individuals, including office support staff. Other data obtained about 
the Reservations' residents included that their death rate from traffic 
accidents and from cirrh.osis is three times higher than that of their 
local non-Indian peers. In addition, the Reserva.tion residents' rate of 
infant-mother mortality is considerably higher and their life expect~ncy 
is significantly lower than th.at of the residents of the two communities 
which surround the Reservations. 

SCOPE OF PROGRAM EFFORTS 

With regards to IRS, efforts, neither Social Services program surveyed has 
a Board of Directors or similar advisory body. The programs also do not have 
any definitions of domestic violence nor are they tinder any mandate to provide 
services specifically to battered Native American women. 
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St~ff members from b?th IHS programs have received some special training, 
mostl~ l.n the form,of ~eml.nars and workshops, aimed at increasing their under­
standl.ng of domestl.C vl.olence and the special needs of battered women and 
their families. In addition, staff from both programs have assumed active 
role~ in behal~ o~ battered ~omen. St~ff activities include: cou.nseling 
servl.c:s for vl.ctl.ms; communl.ty educa.tl.on; domestic violence program planning; 
and ell.ent advocacy. . 

BARRIERS TO SERVICE PROVISION 

One of the ~ajor barriers to ~h; development of domestic violence pro­
grams or to serVl.ces targeted specl.fl.cally on battered women as experienced 
by both IHS facilities, is the lack of funds. Despite this barrier IRS Social 
Services staff members from each facility are outspoken advocates f~r the 
development of services for battered women. However, the outcome of these 
advocacy efforts differs dramaticall~ on the two Reservations under study~ and 
appears to be related to the respectl.ve Reservation's response to these 
efforts. Further, it appears that the successes and failures of IHS advocacy 
efforts are directly related to the tribal people, them~elves. 

At the Fort Apache/White River Reservation, the IHS Social Services case­
load is c?mprised of more than 40 perc ent of battered women. This percent,~ge 
does not l.nclude the battered women who are clients of the Tribal Guidance 
Center. At the Rosebud Reservation, the IHS caseload of battered women is 
slightly less than 40 percent. However, the similarity of the Reservations 
with respect to domestic violence ends here. 

At Fort Apache/White River, the tribal government, the various tribal 
programs, and ~he Reservation community, all fail to recognize d'omestic vio­
lence as a serl.OuS .and severe problem. Further, there is a great reluctance 
at ail levels to even discuss the problem. 

TWo IHS White River Hospital staff, most active in behalf of Native 
American battered women, are trying to obtain funds for an on-reservation 
shelter. (The shelter now nearest to the Fort Apache Reservation is 150 miles 
away.) Thus ~ar, th; IHS staff ~ave ~een unsuccessful in these efforts. They 
expressed thel.r ongol.ng frustratl.onwl.th the tribal government's resistance to 
establishing a shelter and with the tribal women, themselves, who are afraid 
to speak up due to a variety of socio-cultural reasons. IHS staff are 
attempting to develop the strength and the commitment of battered tribal women 
through peer and mutual support counseling groups. However, the IHS staff 
also expressed the opinion that their efforts would be generally ineffective 

1 th t · "II • II ' un ess ere was ex en/3l.ve commun1ty education and Re'~,ervation involvement. 

In 7ontr~st, at the R~sebud Reservation, there is strong and active grass­
roots tr1bal 1nvolvement d],rected toward meeting the needs of battered women. 
For example, the Whi te Buffalo Calf Women,' s Society was formed in 1977 by 
women of ~he Rosebud Res;r~ation who were concerned about problems affecting 
women, ch1ldren, and fam111es. Gradually, the Society was successful in over­
coming the resistance of the tribal government and the tribal police. 

92 

During the first week of October, 1980, the Society opened a Family Vio­
lence Center, funded by small grants from private foundations, which, in turn, 
established an on-reservation shelter. Further, the Tribal Council recently 
passed a Resolution which mandates that victims and their abusing spouses seek 
counseling services from the Family Violence Center. (A copy of this Resolu­
tion is attached to the end of this report.) IHS staff are members of the 
Center's Board of Directors, are one of the primary providp.rs of the Center's 
counseling services, and also engage in direct family crisis intervention. 
Further, IHS staff are available to assist Family Violence Center staff at all 
times. 

ACTIONS TAKEN BY IlIS STAFF TO ENABLE SERVICE PROVISION 

At ~ort Apache, IHS Social Services staff have engaged in advocacy 
efforts, both within and outside the IHS program, in behalf of battered 
women. As previously noted, they also are seeking funds for an on-reservation 
shelter. Further, they are attempting to develop a core group of Native 
American women, especially those who have experienced battering, to work 
within the reservation structure as advocates. The goals of this core group 
are to raise the overall consciousness of the tribal government to the problem 
of domestic violence, and to reduce the tribal government's resistance to 
addressing the problem. 

At the Rosebud Reserve~ion, IHS Social Services staff are members of the 
White Buffalo Calf Women's Society, serve on the Board of Directors for the 
Family Violence Center, and provide direct services through both IHS and the 
Center. IHS staff also serve as ongoing reSOurce persons for the provision of 
mediation and crisis intervention services; and, one staff member is particu­
larly active in community education eff·1rts. 

INTER-AGENCY/INTER-PROG~ LINKAGES 

The Fort Apache IHS Social Services staff involved with battered women 
have established a good referral system with IHS Medicaid staff, and they 
receive referrals from the medical staff on a regular basis. The ISS staff 
also have established a working relationship with the nearest shelter) but due 
to the distance of the shelter, they seldom use it as a referral resource. 

The Family Violence Center, on the Rosebud Reservation, has established a 
comprehensive services network and extensive follow-up procedures in behalf of 
battered women. (See Exhibit on following page.) The significance of this 
network is increased by the fact that it is the first of its type on any 
reservation, and that it can be replicated by all reservations without any 
additional funds or with a limited amount of funds ($2,000-$3,000). 

Represent~tives from all of the Department/Agencies/programs included on 
the Exhibit have agreed to be available to the Center at all times to assist 
with domestic violence intervention activities. The Family Violence Center, 
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for example, has successfully established a client referral and follow-up pro­
cedure with the Department of Social Services (DSS) in Mission, South Dakota, 
twenty miles from the Reservation. 

With regard to the DHRS-funded programs selected for study in Todd County 
(the community which surrounds the Reservation), all interviews were conducted 
at DSS offices in Mission. (DSS in Mission serves a multi-county area.) 
Mission, itself, is a very small and isolated, rural community. None or the 
DHHS-funded programs surveyed provide services specifically targeted on 
battered women. However, the respondent for Medicaid reported that the 
program does pay for battered women's medical care when the women are also 
AFDC or SSI recipients. The respondent for Child Protective Services reported 
that the program pays for the shelter of battered women's children when the 
children are also battered or are at-risk of being battered. However, the 
program cannot pay for shelter for the women. 

Th.e Title XX respondent, as well as other program respondents) reported 
that their staffs rely heavily on the services available through the Family 
Violence Center. Further, their staffs are always ready to provide victims 
with transportation services. The respondents are also advocates for State 
legislation which, if passed, wiil fund domestic violence program services. 
However, all respondents also reported that their programs suffer from lack of 
adequate funding and from categorical program barriers. These factors 
preclude their ability to be of further assistance to battered women. 

SUMMARY 

Respondents from IRS, the two Reservations, and from Todd County.'s 
Department of Social Services concurred that the problem of domestic violence 
was very extensive in their communities. Economic and societal conditions, 
and substance abuse, particularly the abuse of alcohol, were identified by 
respondents as the basic factors contributing to the problem. All respondents 
also concurred that their respective States do not recognize domestic violence 
as a serious problem, that service needs remain basically unmet, and that, in 
general, services for battered women a·re either: limited or non-existent. 

There was particular concern expressed about the fact that the Family 
Violence Center (on the Rosebud Reservation) may not have sufficient funds to 
continue its shelter program or to pay Center staff after November 30, 1980. 
Current Center CETA-funded positions also are being terminated. And, despite 
the desire of all respondents to have services for battered women and their 
families generated by the community, all expressed concern about the lack of 
community-based services and lack of program funding sources. 

Finally, according to all IHS Socia 1 Services respondents, the situation 
at the Fort Apache/White River Reservation is indicative of similar conditions 
on at least 75 to 80 per~ent of all reservations. In contrast, the activities 
in behalf of battered wome'n at the Rosebud Reservation are conside]:"ed the best 
example of beginning and ongoing tribal grassroots efforts. No other grass­
roots program is as highly involved in assisting battered women and their 
families as The White B.uffalo Calf Women's Society. 

95 



-----~, .. ----~~ .. ----------------------------~------------~~~------------~.------~----------------------------------------~----.-----------------~-.;)I .,.+¥ 

IISOltmON _-=8:;.::0~-=~3=<.:2"'___ OF THE 

WHEREAS: The Rosebud Sioux TTibe is a ~ederal1y recognized Indian Tribe organized 
under the Indian Reorganization Act o~ 1934 and all pertinent amendments 
thereof, and 

WHEREAS: The Rosebud Sioux Tribe is governed by a Tribal Council made up of elected 
representatives who act in accordance with the powers granted to it by its 
constitution and by-laws, and 

WEREAS: The White Buff'alo Calf Woman's Society is a legally chartered and incorpo­
rat.ed entity as of 1977 for t.he purpose o~ deaiing v.i. th women's role on 
the reservation and deaiing with selected problems which affect women, 
their children and ultimately the entire family structure and to promote 
pep~E"::; understanding, improving the quality o~ li~e ~or all people on the 
rese:r vation, and 

wmmEAS: The "Society" is greatly concerned with the punishment set forth in the 
Tribal Lav and Order Code ~or the crime of Assault and Battery has rarely 
been enforced to the maximum and a majority of these assailants have been 
dealt with to leniently when compared to the physical and emotional trauma 
experienced by the victims, and 

WHEREAS: The White Buf~alo Cal~ Women's Society has established a Center for Family 
Violence that has the capability o~ dealing with this type of behavior. 

T.HEREFOBE BE :r.r RESOLVED: That the Rosebud Sioux Tribe supports the imposition o~ 
coun~el1ing ~or both the victim and the assailant as a prt of the sentence 
for the crime of Assruilt and Battery through the Family Violence Center for 
re~erral to an appropriate agency o~ their choice, 

CERTIFICATION 

1~s is to certi~ that the above Resolution No! 80-132 was duly passed by the Rosebud 
Sioux Tribal Council in session July 30, 1980 by a vote· of twenty ... two· (22) in favor 
nqne (0) opposed and one (1) not voting. The said Resolution vas adopted pursuant to 
aut:bori.ty vested in the Council, A quorum vas present, 

FrankhaPointe 
Secretary 
Bosebud Sioux: Tribe 

DATE SUBMmED f .. J -<0 
TO ROSEOUD AGENCY SUPT. 

NOTED AND TRANSMITTED: imer' 

GEORGE E. KELLE~ 

Superintendent 
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THE COMMUNITY MENTAL HEALTH CENTER PROGRAM 

AUTHORIZING LEGISLATION 

Commun1.·ty Mental Health Centers Act of 1975, 
. Act as amended Title III of the Public Health Serv1.ces , 

FEDEP~L aGENCY RESPONSIBLE 

Division of Mental Health Service Programs, 
Na tional Institute for Mental Health, .. t. 
Al~ohol, Drug Abuse and Mental Health Adm1.n1.stra 1.on~ . (DEHS) 

~ f H 1 h d H man SerV1.ces Public Health Service~ Department 0 ea t an u 

PROGRAM OVERVIEW 
o am was established to provide 

The Community Mental Health.Center ~rd~iduals living in a defined geo-
. t 1 health serV1.ces to 1.n 1.V ). . h comprehens1.ve men a . M t 1 Health Center (CMHC 1.S e1.t er a 

. ( h t) rea A Commun1.ty en a .. f th graph1.c catc men a • . it- which must prov1.de serV1.ces or e 
public or private non~rof1.t le~al ent d ~ithin the community. There are several 
mentally ill and emot1.onally d1.sturbe t CMHCs including assistance for 
Federal grant programs that are used,to suppoFr 1.·liti~s and/or Rape Prevention 

O t · Financial D1.stress, ac, . Planning and pera 1.ons, d. tl to local CMHCs (except 1.n cases 
1 Th ants are made 1.rec y h 

and Contro. ese ~r. . bade available to States). However, ~ e 
where monies for fac1.l1.t1.es may e m £.1· the DHHS Regional Off1.ce an 

Au h·t st have on 1. e 1.n 
State Mental Health t or1.. y mu 1 before grants can be made. 
approved mental health serV1.ces p an 

, b.l·t services must be provided to any 
Within the limits of a C~C sha 1. ~ ~~ent area regardless of income. 

individual living or empl?yed 1.n ~ ~ec:v~ilable thr~ugh the CMHC or through 
Twelve mental health serV1.ces mu~ 1 d others within the catchment area. 
arrangemen~s with ~ea~th p:ofeSS1.~n~u~ :~ient services, partial hospi:aliza­
These serV1.ces are. 1.npat1.ent an . P d d cation services for ch1.1dren and 

. es consultat1.on gn e u , 
tion, emergency ser~1.c , d other public agencies, referrals to tran-
the elderly, screenl.ng to ~~~r:s anf 11 w-up care for those discharged from a 
sitional halfway ~0';1se fac1.ht1.e~, 1 0 dO drug abuse services (if there is suf­
mental health fac1.l1ty, and alco 0 an 
ficient need). 

ro am is administered somewhat dif-
The Community Mental Health Center P! grh teach CMHC is semiautonomous. 

ferently th~m other DHHS-funde~ progra~s .Ln t ~dvisory Board which supervises 
All CMHCs have :ither a .Govern1.ng .Boa: ~:s:n Boards ;~onsist of local service 
the administrat1.on of d1.rect serV1.ces, t ff· . 1 
provfders and private citizens rather than State 0 1.C1.a s. 

. . s usually review the CMHCs' grants, fund-
State mental health adm1.n1.strator .d ts with local vendors and 

ing sou~ces, service contracts, and prov1. er agreemen 
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nonprofit organizations. The local Governing Board . 
ment, the focus of CMHC activities s superV1se program develop-

, and the administration of the CMHCs. 

ABSTRACT OF MAJOR PROGRAM FINDINGS' 

. The findings presented in this l"e ort ar 
~nterviews with State level CMHC d . ? e based on data obtained through 
t d d· a m1n1strators and with 1 1 CMH .. ors an 1rect service staff F oca C adm1n1stra-
~tate ~urvey. In nine States 'andO~~!-~~:t~HC programs ~ere included in the 
1ntervl.ews with CMHC administr t r ct of Columb1a, no State level 

.\ a ors were conducted . th b ' 
rece1.ved nO,applicable Title III fundi ,e1 er ecause the State 
representatives at the State 1 1 sng, or because there were no CMHC program 
for the Community Surve.y with ev14e • f thtaflf50f 28 CMHC programs were interviewed 

· S '0 e Sta+-es pa t·· . . mun1ty urvey represented in thO 1 - r 1c1pat1ng 1.n the Com-
• • 1S samp e. No CMHCs 1 .. 

mun1t1es surveyed in the remaining State. were ocated l.n the com-

Major program find~ngs are as follows: 

• 

• 

• 

• 

• 

• 

Five percent of the CMHC 
the CMHC programs at the 
violence. 

programs at the 'State level and 4 percent of 
community level have definitions of domestic 

At the State level, 27 percent of h 
women, 12 percent on battered t 2; programs focus on battered 
tered women, and 12 percent mebn,. percent on the children of bat-

- on a uS1ng spo A level, 29 percent of the f uses. t the community 
h . programs ocus on batter 'a 

on t e ch1ldren of battered women 14 e women, 21 percent 
pe.rcent on abusing spouses. ' percent on battered men, and 18 

Fifteen percent of the State 
h programs and 32 percent of the co ',. programs ave goals oriented t 'd b mmUIl1ty owar attered women. . 

State CMHC administratorsreorted 
of battered women At th p . no mandated activities onr-behalf 

• e commun1ty level mand t d . 
percentage of programs involv d· 1 d ' a e serVl.c,es and 
lection of statisti.cs (4%). e d1nc u e: program fundiv.&~ (7%); col-
( 7%) 0 ~ nee s assessment (4%). . 

o ; program monitoring (7%). . ' program plann1ng 
assistance/consultation (11%): ptl"°fgrfam e~a~uation (4%); technical 
t · (14%) , s a tra1n1ng (4%)· . 10n 0; clearinghouse 0%). d. . 0, commun1ty educa-
activities (11%). and other ~. ~r:ct serV1ces (7%); coordination 
or outreach (7%): ac 1v1t1es such as legislation, prevention 

At the State level, 51 percent of the a4HC 
mandated program activities on b h If f b respondentl3 reported nOn­
munity level, 71 p~rcent of the e~~ 0 attered Women. AK. the Com­
battered women, either nonmand tPd' grams are engaged in activities for 

, a e or mandated. 
A t the State level, 32 percent of the CM 
coordination activities on b h If f HC programs are involved in 
level 71 perc t f h e a ,//0 batt 7re d w.omen. At the cOl1lIl\Unity 
V.t. ' en 0 t e programs partici("l~te 1 1es. \. 1n coordination acti-

,] 
I' 
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In 22 percent of the States, some program staff have received training 
to better understand the needs of battered women and their families, 
while 71 percent of the community programs have staff who have 
received this type of training. 

In 37 percent of the States, CMHC respondents identified staff who are 
advocates for battered women. At the community level, advocates were 
identi:~,ied in 75 percent of the programs. 

) 'I 

Sp.venty-three percent of the State CMHC respondents and 93 percent of 
community progr0m staff are aWare of other advocacy efforts in their 
States or communities. 

Federal/State barriers to meeting the needs of battered women were 
identified by 39 percent of the State respondents. Twenty-one percent 
of the community program respondents reported simil"'';' restrictions to 
serving battered women. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FlIMILIES 

CMHC's potential to assist abused spouses and their families is discussed 
in the fqllowing sections. These describe the scope of services and activities 
currently engaged in by CMHC programs to meet the needs of victims, barriers 
to service delivery identified by ~espondents, and respondents' recommendations 
for change. 

Specific Program Efforts 

CMHCs serve the community as a whole and provide a broad range of ser­
vices of potential b.,enefit to victims of domestic violence and their families, 
even though the ser";'ices are not geared specifically for this population. 
These services include crisis intervention (occasionally home visits), indivi­
dual, family, and group,;counseling, and 24-hour hotlines. 

. ; 
The majority of State (51%) and community (71%) CMHC prog);ams surveyed are 

engaged in some type of activity for battered women. Direct se~vices to this 
population are provided by 27 percent of the States and 43 percent of the com­
munities. A few communities have comprehensive domestic violence programs 
within the CMHC. These prog~ams provide emergency shelter for women and 
cpildren, counseling, legal aid, transportation,and advocacy. Some CMHCs 
also have child day care, vocational counseling, and programs for abusing 
spouses. One CMHC·funds a spouse abuse center that serves women from ten sur­
rouIiding catchment areas. Several programs offer vocational life skills 
training for women and provide staff to serve as advocates and witnesses in 
support of battered women in court. 

A number of CMHCs 
tims, such as training 
legal rights of women. 
between family violence 

also are engaged in other activities on behalf of vic­
of police officers and community education on the 

One CMHC is conducting research on the relationship 
and substance abuse. ;\ 
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Some CMHC respondents identified unique or innovative activities assumed 
by their programs. For example, one CMHC engages in outreach activities to 
identify victims of domestic violence, especially in rural areas. A variety 
of demonstration projects to assist abused spouses were reported by respond­
ents. One project is involved in a study of specific aspects of family vio­
lence {e.g., alternatives to incarceration of abusers} and the implementation 
of unique treatment approaches in conjunction with law enforcement agencies, 
substance abuse treatment programs, and other community resources. 

In one community, the administrator of the CMHC has a policy that staff 
members must choose a part icu1ar area of interest on which to focus their 
efforts. Several staff members are selecting assistance to domestic violence 
victims and their families as the targeted activity area; thus, special pro­
grams and services are being developed for battered women. In another com­
munity, staff concern about the lack of services to battered women prompted the 
CMHC director to seek special funding from the State for therapeutic support 
groups for both battered women and abusing spouses. Another community has a 
staff person designated as a domestic violence specialist; she works full time 
on this problem area and provides direct services for victims. In some States, 
the administrative policy is to allow each catchment area to choose speci.a1 
services on which to focus; many select women's services with specific emphasis 
on domestic violence, rape, assertiveness training, and/or life skills train­
ing. 

Most of the CMHCs surveyed do not have statistics on the number of vic­
tims served by their programs" Staff from one CMHC, located in a met:ropolitan 
area, estimated that they served 300 battered women in the past year. Esti­
mates from other CMHCs range from a few cases a year to as high as 40 percent 
of the total case10ad. 

In approximately 65 percent of the communities, CMHCrespondents said that 
program intake procedures include probes for the identification of abused 
spouses. In these programs, respondents reported that marital problems, alco­
hol abuse by the spouse, and unemployment are the most common problems pre­
sented by 'battered women. 

Respondents from nine of the 28 local CMHCs surveyed provided information 
on the se~vice strategies employed when working with domestic violence victims. 
Eight of , these programs offer therapeutic intervention with the abuser while 
the other program is oriented toward court intervention. Four of the programs 
focus on the immediate safety of the victim through provision of emergency 
shelter care, two focus on safe reconciliation of the situation within the 
home, the other three programs use both strategies. A traditional social 
service model, ,rather than the self-help model, is used by seven of these 
CMHCs. 

As mentioned previously, 32 percent of the Stat~ CMHC administrators and 
71 percent of the, local GMHC staff reported involvement in coordj\nation activi­
ties focused on d\bmestic violence victims. The most frequent fi~kages estab­
lished by CMHCs are with other departments or programs within the soc~al ser­
vices network. These include family services, child welfare, child protective 
services, adult protective services, Aid to Families with Dependent Children 
{AFDC} , substanc.e abuse treatment programs, and health services. 
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Many CMHCs, however, have gone beyond these programs to develop reciprocal 
relationships with other types 6f community agencies. For example, some shel­
ter program~, which provide crisis and support services to battered women, 
work closely with CMHCs in developing counseling approaches, referral mechan­
i:;ms, and con:p1ementary services. Some CMHCs have coordinated with law en­
f6rc ement agencies to develop police training programs. Other CMHCs coord inate 
witp. the judicial system, particularly the family courts, legal aid services, 
and~ttorneys interested in victim-witness programs, advocacy, and lobbying 
act iv\itie s. 

II 

CMHCs also have developed relationships with task forces, coalitions, and 
women's organizations to advocate and lobby for legislation on behalf of bat­
tered women, conduct needs assessments, and collect statistics on the incidence 
of domestic violence. Other linkages established by CMHCs include those with 
Departments of Education to develop prevention and community education pro­
grams, with colleges and universities studying the problem of domestic vio­
lence, with State hospitals and medical examiner's offices, and with day care 
providers. 

Reportedly, staff advocacy efforts have resulted in increased public 
awareness about the problem of domestic violence and in encouraging abused 
spouses to seek services through CMHCs. Staff advocacy activities have 
included writing letters of support for shelters, public speaking, participa­
tion in meetings with task forces and other agencies concerned about the 
problem, and volunteer work at shelters. 

Barriers to Service De1iveEf 

Several types of barriers are perceived by CMHC respondents as limiting 
their programs' capacity to meet the needs of victims. In 39 percent of the 
~tates and 21 percent of the communities, respondents identified barriers 
related to 'Federal/State regulations and policies. With regard to eligi­
bility requirements, the major reason why battered woman may be denied service 
through a CMHC is because she lives outside the catchment area, or in some pro­
grams, because she does not meet the criteria of being "mentally ill." Con­
versely, the Federal mandate to serve anyone in a catchment area results in 
large case10ads and the dilution ,of staff and services over many diverse prob­
lem areas. The requirement for -local matching funds presents another barrier. 
Some communities cannot obtain available Federal CMHC funds because of their 
inability to raise matching funds. Restrictions in other programs also limit 
reimbursement for services which CMHC programs could provide to battered women. 
For example, use of Tit1~ XX funds for psychiatric services typically requires 
a diagnosis of mental illness. Interpretation of the language in the Title XIX 
enabling legislation results in the requ,irement that a physician be on staff 
and authorize services delivered to clients in order for the CMHC to qualify 
for Title XIX reimbursement. 

Some respondents believe that the lack of a mandate to serve battered 
women constitutes a barrier to providing services. However, at least one 
State's regulations do not allow the targeting of a special popUlation such as 
battered women. In another State, the reimbursement policy is based on hours 
or units of service rathe't than on problem areas. 
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Respondents also identified ott(er barriers. In some CMHCs, staff reported 
that they cannot take on additional work and/or lack the knowledge and exper­
tise to work with domestic violence victims. Other problems cited by respond­
ents include: the difficulty in identifying battering when it is not the 
client's presenting problem; language barriers, especially in communities with 
recently arrived refugees; the amount of time required for paperwork and 
recordkeeping; and fees based on family income. 

Factors that hinder coordination efforts also were identified. The issue 
of confidentiality was mentioned frequently. CMHC staff find their efforts to 
coordinate with substance abuse treatment programs and child protective ser­
vices curtailed by these agencies' reporting requirements. Because CMHC 
c~ients are assured confidentiality (through Federal legislation and regu1a­
t10ns), program staff are hesitant to share information with other agencies. 

Program Recommendations to Enhance Service Delivery 

Some of the recommendations made by CMHC respondents relate to achieving 
better coordination of services on behalf of victims. Several respondents 
expressed the need for a domestic violence service resource directory. Others 
believe there is a need for more interagency activities, such as staff train­
ing, conferences, crisis intervention teams, and needs assessments. 

Respondents often mentioned the need for additional funds to' target on 
abused spouses. One respondent suggested freeing up CMHC funds by changing 
Medicaid regulations so that Medicaid, rather than CMHC funds, could be used 
~or services for the deinstitutiona1ized mentally ill. The need for specia1-
ned staff and for staff training in identifying high risk clients and in 
understanding the dynamics of domestic violence also was noted by respondents. 

AltW6ugh ~ny barriers and restrictions were identified, very few 
respondents knew of any a ttempts to resolve these problems. One State '.' how-

.( . ' \ . 
ever, 1.S attempt1ng to standardize the matching formulas for mental he~¥th 
mental retardation, and alcohol and drug programs. ; , 

~ 
J~. 

The need for more staff training was mentioned repeatedly by respondents f 
throughout both State and community interviews. Specific requests for training' . 
include: 

• 
• 

• 
• 

The dynamics of spousal abuse and the extent of the problem. 

Effective treatment strategies and techniques for detection, interven-
tion, and prevention. " 

Methods to motivate battered women and ,abusing spous~~ to seek help. 

Methods to educate the public about the problem, increase the sensi­
tivity of the courts, and gain community support. 

• Attitudinal/sensitivity training. 
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• Availability of and access to domestic violence service providers and 
funding sources. 

• Information on domestic violence legislation and legal issues. 

Sl.MMARY 

The CMHC program does respond in a number of ways to the needs of abused 
spouses and their families. In over one-half of the pro'gram's surveyed at the 
State administrative level ·and nearly three-fourths of the programs surveyed 
at the local level, staff are involved in some kind of activity directed 
toward the problem of domestic violence. Many respondents believe services 
for victims are an appropriate function of CMHCs; however, they also note that 
expansion in this area is limited by funding and staffing constraints 
and by the lack of a Federal or State mandate to serve victims and their 
families as a special subpopulation. 
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ALCOHOL FORMULA GRANTS AND 

ALCOHOLISM TREATMENT AND REHABILITATION PROGRAMS 

AUTHORIZING LEGISLATION 

Title III-A and III-B (respectively), Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment and Rehabilitation Act of 1970, as 
amended 

FEDERAL AGENCY RESPONSIBLE 

National Institute of Alcohol Abuse and Alcoholism (NIAAA); Alcohol, Drug 
Abuse and Mental Health Administration; Public Health Service; .Department 
of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

The Alcohol Formula Grants Program enables States to develop and implement 
comprehensive and statewide alcoholism programs. Emphasis is on moving the 
treatment of alcoholism and alcohol abuse into the mainstream of health and 
social services. Grants are made to Single State Agencies responsible for 
developing and carrying out the State alcoholism plan. The Single State 
Agency, in turn, distributes funds to local agencies and organizations. 

The Alcoholism Treatment and Rehabilitation Program enables States to pro­
vide qualityjalcohol abuse and treatment services to all persons in need of 
them, coor:i'i:nate services within the broader context of accessible and avail­
able community resources, and expand involvement of public agencies (e.g., law ~ 
enforc.ement, schools, health agencies) in arranging for and/or providing alco­
hol treatJllent services. Alcoholism Treatment and Rehabilitation grants rue 
disbursed by NlAAA to public or private non-profit organizations, includlng 6 
State and local governments. The program's service delivery system is hkally- If 
bhasledhand is usualbly

l
. adminlishtere,d by community mental health centers, community .6 

ea t centers, pu l.C \lea t departments or private agencies. :1s 

Program activities include preventive educational efforts, research on 
alcohol abuse and its diagnosis and treatment, and apecific treatment compo­
nents aimed at identifying and ;'treating alcohol abuse within spec;ia1 population 
groups. For purposes of this study, it is significant to note that one popula­
tion group sometimes targeted by Alcoholism Treatment and Rehabilitation pro­
grams is women. Further, victims of alcohol related domestic violence are 
specifically included as a target population in the authorizing legiSlation of 
NIAMA. 
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ABSTRACT OF MAJOR PROGRAM FINDINGS 

The data presented in this abstract are based on interviews cohducted with 
State-level alcohol program administrators in 50 States and with local alcohol 
program administrators and direct service staff in 29 communities. These two 
numbers (50 and 29) are the bases for the respective State and community per-
,centages presented throughout this discussion, unless othenvise noted. No dis­
tinction is made between the programs survey.ed on the basis of the Federal 
funding services described 1.n the Program Overview. Major program findings are 
as follows. 

• 

• 

• 

• 

• 

• 

• 

• 

• 

In 18 percent of the States and in seven percent of the communities, 
alcohol programs have definitions of domestic violence. 

In slightly less than one-third (30%) of the States and 1.n 10 percent 
of the communities, alcohol programs focus specifically on battered 
women, children of battered women, battered men, and/or abusing 
spouses. 

In 26 percent of the States and in ten percent of the communities, 
alcohol pro~rams have goals or objectives which address the needs of 
battered women. 

In only one State does the alcohol program have mandated responsibili­
ties on behalf of battered women; however, in 58 percent of the States 
and in 38 percent of the communities, alcohol programs have undertaken 
some activities for battered women, even though not mandated to do so. 

Coordination activities with other programs or groups on behalf of 
battered women have been assumed by alcohol programs in 56 percent of 
the States and' in 38 percent of the communities. 

In 38 percent of the States and 45 percent of the communities, program 
staff have received some training and/or technical assistance to 
better understand the needs of battered women and their families. 

In 68 percent of the States and 55 percent of the communities, one or 
more program staff have promoted assistance for battered women. 

In 82 percent of the States and 86 percent of the communities, respon­
dents are aware of other programs, grassroots organizations, or advo­
cacy groups which focus activities on behalf of battered women. 

In 48 percent of the States and'38 percent of the communities, respon­
dents identified Federal or State restrictions which affect their 
programs' capacity to address the needs of battered women. 

In the following sections of this program analysis, these and other findings 
are discussed in greater detail. 
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ANALYsis OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FA.11ILIES 

To assess the alcohol program's potential to assist battered women and 
their families, the following sections describe specific program activities 
related to domestic violence and the scope of those activities, barriers to 
service delivery identified by program respondents, and program recommenda­
tions from respondents for facilitating the delivery of services to battered 
women. 

Specific Program Efforts 

Both the State and the Community Surveys include questions about program 
efforts which focus on battered women, their children, battered men, and/or 
abusing spouses. In 24 percent of the States and in 10 percent of the communi­
ties, alcohol programs are focusing activities on battered women. Ten percent 
of the State programs have a focus on the children of battered women, as do 10 
percent of the community programs. Two State programs (4%) and one community 
program focus on battered men. The abusing spouse is focused upon by four 
States (8%) and three communities (10%). 

Nine State programs (18%) and two community programs (7%) have formulated 
or adopted definitions of domestic violence. Definitions range from the very 
broad, including all victims of violence, to the very specific, delineating 
certain types of physical and/or emotional abuse or threat of abuse, conditions 
of residence under which abuse must occurs and the relationship or former rela­
tionship of the persons involved. None of the respondents surveyed believe 
that the definitions limit the program's ability to serve battered women. 

Twenty-six percent of the State programs and ten percent of the community 
programs surveyed have established goals and objectives specific to battered 
women. Program objectives identified by respondents include: encouragement 
(or requirement) of wives to participate in the alcohol treatment of their 
spouses; provision of services to battered women as part of a network of acti­
vities focused on women's needs; development of prevention and outrea~h model~ 
directed at domestic violence victims and other special pOIiulations; ,astablisrJ·· 
ment of domestic violence identification, screening, and referral mechanisms;~ 
emphasis on the family intervention treatment approach; and the provision of ~. 
training on domestic violence to local program staff. Further, in several ~ 

'~ .. 

States, alcohol programs have established the objective to research and 
describe the relationshil'i between alcohol abuse and domestic violence. 

" 
Thirteen local progtrams, representing 45 percent of the communities sur­

veyed, have intake and a.ssessment procedures which attempt to identify battered 
women. Respondents from these 13 programs were asked about the types of 
problems battered women present at the time they apply for help. Marital 
problems, emotional abuse by the spouse, and alcohol abuse by the spouse were 
identified most frequently. 

Alcohol programs in 58 percent of the States and 38 percent of the commu­
nities have some activities for battered women. The most common activity is 
program coordination (in 56% of the States and 38% of the communities). Other 
discrete activities of State and community alcohol programs on behalf of bat­
tered women include staff training (30% of the States), technical assistance 
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and consulation (28% of the States), needs assessment and collection of statis­
tics on the problem (14% and 17% of the communities respectively). Direct ser­
V1.ces are provided to battered women in ten States and three of the communities 
surveyed. 

In two of the community programs providing direct services to battered 
women, respondents provided information about various aspects of service 
delivery. There was some variation reported in the service strategies of the 
two programs. Both programs use professional as opposed to lay staff; one is 
involved primarily in crisis intervention services while t\1e other offers 
ongoing treatment services; one is oriented toward provision of shelter care 
for the victim while the other is oriented tm.,ard reconciliation of the 
situation within the home; one uses therapeutic intervention with the abuser, 
and the other uses both therapeutic and court intervention, depending on the 
individual circumstances; and finally, one program uses Ci self-help or peer 
support model, while the other supplements the self-help model with a 
traditional social services model. 

A closer examination of alcohol program activities on behalf of battered 
women at the State level reflects some innovative planning and coordination 
efforts. For example, in one State, a training program links alcohol treatment 
staff to child abuse, social welfare, and mental health teams to increase 
effective, coordinated, and prompt service delivery to battered women. In 
another State, legislation passed in 1976 mandates that an Interdepartmental 
Council meet regularly to coordinate services, including services to victims 
of domestic violence. Members of this council include representatives of the 
alcohol and drug program, law enforcement agencies, and the Departments of 
Corrections, Transportation, Children and Family Services, Public Aid, Public 
Health, and Education. Another State alcohol program obtained a grant to place 
in the District Attorney's office an attorney who handles only domestic 
violence cases. 

At the community level, several innovative activities for battered women 
were identified by alcohol progam respondents. In one community, the drug, 
alcohol, and spouse abuse treatment facilities are housed together to facili­
tate services. In another community, the alcohol program has a special service 
component for second-time alcphol offenders who are referred by the court for 
a mandatory two-week program. Since services provided by this special program 
focus on family and group counseling, batter.ed women often are identified and, 
1.n turn, receive comprehensive assistance. 

In another community, the alcohol program functions as an intake and dis­
persal center for many smaller agencies. When battered women are identified, 
they are directed to the various community agencies which can best meet their 
needs. The program's intent is to find appropriate help for battered women 
quickly and efficiently. 

In another community, male counselors from various service agencies, 
including the alcohol program, have formed a group called "Male Counselors 
Against Battering Syndrome." The purposes of this group are to increase the 
counselors' sensitivity to domestic violence and to the battered women they 
serve and to help develop techniques to reduce the barriers they may encounter 
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as counselors in treating battered women, for example,'women's fear of males, 
or their perceptions that males cannot be empathic and helpful. In another 
community, the substance abuse program is the parent organization of a domestic 
violence shelter program. This arrangement resulted from a decision to try 
to reach male alcoholics through their wives. After a female outreach worker 
started a counseling support group for the wives of alcoholics, she discovered 
that all group participants were battered women. The alcohol program then 
developed the shelter program and obtained CETA funding to hire several of the 
battered women from the support group as the shelter's first staff. According 
to respondents, the support group continues to be very successful in identify­
ing battered women, in serving them, and in addressing the issue of domestic 
violence in relationship to alcohol abuse. 

Respondents in many States and communites indicated that it is feasible 
for their programs to assume (additional) activities on behalf of battered 
women. At the State level, respondents frequently suggested coordination with 
other agencies and programs, direct services, and community education. At the 
community level, respondents identified community education, staff training, 
and direct services. In discussing the possibility of providing direct ser­
vices to battered women, some program respondents cautioned that such an effort 
could be made "only if we get the money and staff required" or "if the rules 
are changed to allow work with family members of alcohol abusers." 

Since nearly all of the State and community programs which have undertaken 
some kind of activity on behalf of battered women are involved in coordination 
activities (56% and 38%), the types of coordination activities warrant closer 
examination. Thirty percent of the States and 10 percent of the communities 
are involved in domestic violence task forces or committees. In 24 percent of 
the communities and 12 percent of the States, coordinatia l activity is formal­
ized as a service agreement. Other forms of coordination performed by alcohol 
programs on behalf of domestic violence victims include informal meetings with 
other program staff (28% of the States and 24% of the communities) and sharing, 
of staff (18% of the States and 21% of the communities). Finally, other coor~ 
dination activities (referrals, sharing of information, joint plannini~ joint ~. 
lobbying) were identifie~ by 18 perce~t of the States and seven percent of th(i 
commun~t~es. The follow~ng examples ~llustrate the purposes of these \ 
coordination efforts. 

Among State programs, coordination activities identified include: joint 
research projects with colleges and universities; the development of identifi­
cation procedures and referral mechanisms for victims with other State agencies 
(e.g., mental health, family services, adult and child protective services, and 
child welfare services); clarification of procedures related to issues of con­
fidentiality and privacy of information versus mandatory reporting of physical 
abuse; and cooperative funding with vocational rehabilitation divisions of 
halfway houses offering transitional services: With local agencies, State pro­
grams have been involved in: promoting service delivery to battered women 
through addiction treatment facilities, counseling centers, shelters, and half­
way houses ;i, providing consultation and technical assistance to various service 
providers; a~d outreach and prevention activities. In addition, some States 
work with local criminal justice systems to conduct training courses, Work­
shops, and prevention activities on domestic violence. The number and type of 
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coordination activities vary according to geographic area, extent of activity 
focused on domestic violence, and the degree to which service needs are recog­
nized at the State level; thus, not every State has developed comprehensive 
coordination networks. 

Among community programs, linkages were identified with other local pro­
grams such as shelters, Women's Aid, hospitals, mental health centers, coali­
tion task forces, and advocacy groups. As noted earlier, in one community, the 
alcohol treatment facility is housed with the drug treatment facility and the 
spouse abuse center; thus, battered women and their families can more easily 
receive a range of services for several different problem areas. In those com­
munities where coordination activities have not been established on behalf of 
battered women, alcohol treatment program staff generally agreed that their 
primary concern is with the medical detoxification and treatment of alcoholics. 

I 

In the 13 community programs where some type of intake or assessment pro­
cedures are used to identify cases of battering, program staff were asked to 
identify the other providers to which battered women are referred. Twelve of 
the 13 programs refer battered women to social services agencies and service 
providers dealing especially with victims. Well over 50 percent of these 13 
programs also refer these women to providers of health, employment, legal/ 
court, mental health, housing and alcohol and/or drug treatment services. Once 
these referrals are made, program staff engage in activities which include: 
follow~up contact with the battered woman at specified time intervals; informa­
tion sharing and/or a joint case planning meeting with the other provider; 
staff monitoring of the services given by the other provider; case transfer to 
the other provider; and case closing on the part of the alcohol program. Thus, 
continued liaison with either the client or the provider is facilitated in a 
number of ways once the referral is made. 

With regard to advocacy group efforts, State program respondents believe 
the accomplishments of these groups lie primarily in identifying and working 
for legislative changes, increasing public awareness, and obtaining funding and 
providing services for battered women. At the community level, respondents 
generally spoke positively about advocacy group efforts, particularly efforts 
to promote community education, shelter care and crisis intervention. 

Barriers to Service Delivery 

State and community program respondents identified barriers to providing 
services to domestic violence victims. The initial discussion~, in this section 
describe the extent to which respondents perceive that these barriers derive 
from Federal, State and program~atic restrictions. In successive paragraphs, 
other inhibiting aspects to service delivery are cited, based on respondents' 
comments. These comments may help to explain why battered women are reluctant 
to request services, why they may be considered ineligible for services, and 
why programs cannot presently assume any (additional) activities for battered 
women. 
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• Federal Legislation and Regulations 

In theory, treatment provided by alcohol programs is to be directed to 
individuals whose primary problem is alcohol abuse and to their families. In 
practice, funding constraints limit delivery of services to those persons who 
are alcohol abusers. Family members who are not alcohol dependent, referred 
to as collaterals, typically do not receive services. In those instances in 
which programs do offer assistance to family members of alcohol abusers, the 
alcohol abuser must be in treatment. Thus, the battered spouse of an alcohol 
abuser who refuses treatment cannot obtain program services. Further, 
reimbursement for services delivered to collaterals was reported as being very 
difficult to obtain. In fact, most respondents who discussed this issue 
indicated that services provided to collaterals are not reimbursable. 

Another restriction pertains to the confidentiality of client records; 
two ccnflicts were perceived by respondents. One conflrct pertains to the 
requirement that consent of the client must be obtained in order to release 
records or information contained therein to' 'other agencies. Thus, refer~rals 
to other service providers, or intervention in the family situation, are not 
possible in many cases without viola.tion of the law. Akin to this aspect is 
the requirement in some States that physical abuse of an adult be reported. 
Respondents expressed concern about the dilemma posed in guaranteeing client 
confidentiality while simultaneously being awa.re of situations which jeopardize 
the safety and/or well-being of family members. These conflicts can result ~n 
reprisals against program staff in the absence of clear legal requirements 
which resolve how to handle situations of domestic violence.* 

8 Federal and State Re~ources: Monetary, Facilities, Personnel 

This year the funding levels for Alcohol Formula Grants to States were 
decreased markedly. Approximately six million dollars were cut from this 
Federal budget items and similar reductions occurred in the funding of the 
A160holisru Treatment and Rehabilitation Program. For example, one Stnte's 
budgets for Fiscal Years 1981 and 1982 are affected by a 44 percent cl~back ~n 
Federal funds. . it 

Several other major toncerns were articulated by program respondents with 
respect to serving battered women. The first concern relates to the lack of 
inpatient treatment facilities for women, battered or not. Since there is .a 

*The reader is referred to Part 2 of Title 42 of the Code of Federal Regula­
tions, published July 1, 1975, for clarification on the issue of confidenti­
ality of alcohol and drug abuse patient records.lne regulations amplify 
provisions authorized under Section 333 of PL 91-616, the Comprehensive 
Alcohol Abus~ and Alcoholism Prevention, Treatment and Rehabilitation Act of 
1970 and amendments. There is also information available about qualified ser­
vice organizatiun agreements ~'lhich may be useful in clarifying the perceived 
restrictions of the confidentiality regulations for domestic violence pro­
viders{page 31 of "Alcohol Health and Research World, Fall 197'9"). 
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prohibition against funding of combined treatment facilities fol. both men and 
women, most programs operate facilities for males.* Combined with an emphasis 
on outpatient services for male clients, women frequently ~ay be underserved 
within the range of available program services. Concomitant with this problem, 
many women are in need of child care in order to particj.pate in treatment. The 
lack of child care facilities and/or a mechanism or authorization to purchase 
child care services reduces the opportunity for women with alcohol problems who 
otherwise might seek compr~~hensive treatment. 

Second, many alcohol programs have insufficient numbers of staff to pro­
vide services to families of alcoholics and abusive spouses. Furthermore, some 
respondents spoke of the lack of staff capability to deal with women who are 
alcohol abusers, let alone battered women \l1ho may ..)r may not be problem drink­
ers. Finally, the rural populations may experience difficulties in gaining 
access to services. 

a State Regulations, Policy, and Administrative Structures 

Some States limit alcohol treatment services to those who are alcohol 
dependent. If, in addition, no direct services can be purchased for non­
alcoholic family members, victims of abusive spouses are excluded from any ser­
vices except information and possibly referral. 

Two disparate issues pertaining to administrative structures were high­
lighted by State program administrators. The first relates to those States 
which have a State-funded domestic violence program or which have delegated 
responsibility for aiding domestic violence victims to a particular agency, 
e.g., the Department of Social Services. The existence of a specially desig­
nated program seems to promote the belief that alcohol program staff do not 
have the authority, funds, staff, or support necessary to also deliver services 
to battered women. 

The second issue deals with those alcohol treatment programs administered 
through the Community Mental Health Center (CMHC) program. In some instances, 
althQugh the two programs are organized as separate divisions, compliance with 
CMHC policies, priorities, and mandates is required of the alcohol program. 
The latter cannot establish independent service contracts or provider agree­
ments or undertake s~parate program development. This constraint may limit 
alcohol treatment program efforts tar.geted on domestic violence victims. 

• Programmatic Issues 

Several programmatic restrictions perceived by respondents tend to 
overlap into other areas pre~3cously discussed: the prohibition against 
funding combined male/female inpatient treatment facilities; the orientation 
toward treating males, with few facilities and s,ervices focused on women; the 

*At the Federal level, there is no prohibition against NIAAA funding of com­
bihed treatment facilities for both men and women. This respondent perception 
appears to b~ based on misinformation or on State policies and regulations 
that deter combined treatment facilities ,. 
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restriction against reimbursement for services delivered to collaterals; the 
lack of child care services for women interested in seeking treatment; and a 
lack of expertise and awareness about women who are alcohol abusers themselves 
and/or battered. 

Respondents in two community alcohol programs providing direct services 
to battered women id.::3ntified specific population groups who are not seeking 
assistance from alcohol programs. Hiddle class vic,tims are perceived as having 
other resources for assistance, Vietnamese women as experiencing cultural bar­
riers against seeking services, and Native American women as having limited 
access to services because of trib-l autonomy on ~h~ reservation. 

Some program respondents believe it is not feasible for their program to 
)ssume activities on behalf of battered wo~en. Among State program respon­
dents, comments tended to focus on the inability and/or inappropriateness of 
the alcohol program to provide direct services to battered women. At the com­
munity levels, respondents amplified these themes by citing funding restric­
tions, lack of staff and facilities, and higher priorities based on other 
problems frequently presented by their clientele. 

In addition to problems related to inadequate resources, articulated by 
79% of the community program respondents, they cited additudinal barriers. On 
the one hand, the problem of domestic violence is regarded as a private matter; 
on the other hand, there is such a stigma attached to the problem that victims 
tend to keep it hidden. 

In summary, the primary barrier to serving battered women in an alcohol 
program setting is that, in most communities, services are limited to clients 
who are alcohol dependent; if the woman does not have an alcohol problem 
herself, she is not eligible for services. _, In some cases, programs do provide 
services to relatives of the alcohol dependent person, but this practice 1S 
not uniform. 

Program Recommendations to Enhance Service Delivery 

This third section of the program analysis presents information on ways 
alcohol programs' service delivery to battered women can be enhanced, based on 
recommendations offered by the program respondents surveyed. These recommenda­
tions relate to steps which could be taken to better coordinate activities, 
specific program changes, suggestions made by battered women encountered in the 
prog.rams' client population, and recommendations for training and technical 
assistance. 

Respondents indicating that their programs are involved in some coordina­
tion activities were asked to identify steps which Can be taken to better cOQr­
dinate programs for battered women. At both the State and community levels one 
recurrent theme is the need for devel9ping a network of interagency (and domes­
tic violence) service providers. To develop such a network might involve the 
identification of popul~tions eligible for assistance and the services avail­
able through each program, clarification of the roles of social sirvice agen­
cies and the legal system, staff training and involvement in-pubf¥~ educat.ion 
and awareness efforts. Some respondents felt that a single State coordinating 
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agency or body is required to implement such an interagency effort. Others 
believed that a mandate or priority to better serve battered women must precede 
any major coordination effort. 

Several program changes were suggested to better serve battered women. 
Several State administrators suggested that legislative or regulatory changes 
be made to permit reimbursement for collateral services. A number.of State and 
community respondents believe that staff training is a necess~t~, .1n order to 
identify battered women during intake, to increase ~taff se~~1~1v1ty, and to 
provide specialized and effective treatment strateg1e~. Add~t10nal resources, 
in the form of facilites, staff, and money, were ment10ned frequent:y, espe~ 
cially by' community respondents. 'Finally, a "campaign'.' ~or ~evelop1n~ p';lbll.c 
information and education activities, to include icient1.f1.cat1.on of eX1stl.ng 
resources and outreach, was cited repeatedly by local program staff. 

Several efforts are reportedly underway which may positively ~ffect pro­
grams' ability at the local level to serve battered women: .These 1nclu~e t~e. 
establishment of newphelter facilities in several com~un1t1es, t~e -ava1lab1l1-
ty through social services of emergency funds for lodg1ng, an ~n~1an Health 
Services hospital which is planning an inpatient treatment fac1l1ty f~r women, 
and the pending application of one program for an NIAAA grant to prov1de 
services and coordinate with other programs. 

Several State program respondents identified legislative activities which 
may enhance their program's abilities to serve.batt:red women. In two Stat:s, 
bills which require that health insurance carr1.ers 1nclude c~verage for fam1.ly 
members when one is alcohol or drug dependent have been cons1dered recent:y. 
One bill was passed (the dther was defeated). In a third State~ a Dom~st1c 
Violence Services Act, which would provide money for p~ogra~s, 1~ pend1ng •. In 
another State, a pending comprehensive mental health b1ll w1~1 ~1ve author1ty 
to the Alcohol and Drug Abuse Division to act on b:half of V1:t1~S. Upon the 
identification of battered women, other agencies w1ll re~er V1ct1m~ to the 
Division's local alcohol and drug treatment programs, wh1ch then wl.ll assume 
primary responsibility for· service provision. 

All program staff were asked if the.battere~ wome~ they have encountered 
have made any suggestions about how serV1ce prov1ders 1.n the community can be 
more responsive to their needs. Among thos: responde~ts who answered :ffir~a­
tively and gave suggestions, a variety ~f d1rect ~erv1.ce ~eeds a~e.rey,aled. 
shelter day care services and protect10n for ch1ldren, Job tra1n1ng and 
employm~nt, free ~ounseling, peer ?roups, treatm~nt f~r abusers, better refer­
rals by police, and a service prov1.der netwo:rk w1th l1ne staff who know one 

another. 

Several types of training and technical assistance were suggested to 
staff I s ab~l1.· ty to meet the needs of battered women and their increa.se program .L 

families: 

• In£orma,tion from other service providers or programs (nationa,l, St~te 
or local) experienced in working with battered woman, about plann1ng 
anc:l devel~ping a program and 'programmatic approaches that work. 

113 



I 
\ 

!~ 

t I al 

" ~ I 
',. 
'~ i 'i~ 

• 

• 
• 
• 

• 

Understandin.g of the .~ynamics of domestic violence. 

Specific treatment strategies and clinical training to assist bat­
tered women effectively. 

Methods of treatment developed among interdisciplinary providers. 

Relationship between substance abuse and dqmestic violence. 

Sensitivity training and interview techniques to help identify bat­
tering and assist victims in getting needed services. 

Data on the incidence a~d prevalence of domestic violence. 

• Identification of existing resources, including "available literature 
and expert trainer!" 

'. Legal perspectives on the problem and permissible intervention proce­
dures. 

SUMMARY 

In most of the alcohol treatment programs surveyed, adult, alcohol depen­
dent males are the primary client population served. Les}s than one-half of the 
community programs serve women. , When this treatment is provided, it is through 
separate treatment facilities for alcoholic women o.r "through counseling and" 
support groups for women with alcoholic family members. Services,.avai1ab1e 
through the alcohol program focus primarily on medical and psychoiogica1 treat­
ment approaches to alcohol addiction. 

Data presented in the preceding sections reveal that: 

• 

• 

• 

Relatively few States (20%) and communities (10%) in the samples offer· 
direct services to battered women. 

More State than community alcohol programs (58% vs. 38%) reported 
activities on behalf of battered women. 

Inadequate community resources is the most frequently mentioned over­
a1J barrier to victims being served by alcohol programs. 

Some program respondents at both the State ""and community levels 
questioned the appropriateness of trying to serve battered women 
through their program; in addition, other prop1ems appearing among 
their existi~g clientele have higher priority, especially in the face 
of inc~easingly limited resources. . 

.Among the 
to ,assume 
community 

activities respondents feel it is feasible for their program 
on behalf of battere4 women are coordination activities, '! " 
education, and staff training. 
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• Recurrent themes for enhancing service delivery to battered women are 
the establishnient of an interagency provider network, establishment 
~f a mandate or priority to better serve battered women, staff train-
1ng, and a regulatory change to permit reimbursement for collateral 
services. 

Th:. alco~o: program seemi~gly has great potential to serve abused spouses 
~?d the1r fam1l1es because of 1tS exposure to the problem of domestic violence 
~l'llOn~\ the client population pres,entlY/,served and the types of staff and 
serv:i:ites available. There appears, however, to be a need for clarification 
among!lmany respondents on Federal regulations concerning' confidentiality of 
recor!/ds, the use of combined res~dential tre~tm~nt, facilities for men and 
women, and the use of NlAAA fund1ng for serV1ces to family members of alcohol 
abusers. 
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DRUG ABUSE DEMONSTRATION AND COMMUNITY SERVICE PROGRAMS 

AUTHORIZING LEGISLATION 

Section 410, Drug Abuse Office and Treatment Ac t of 1972, as amended 

FEDERAL AGENCY RESPONSIBLE 

National Institute on Drug Abuse (NIDA), 
Alcohol, Drug Abuse and Mental Health Administration (ADAMHA), 
Public Health Service, Department of Health and Human Services (DHHS) 

PROGRAM OVERVIEW 

Drug ~use Community Servi~e Programs provide funds to partially support 
the operat~onal costs of commun~ty-based treatment programs which reach treat 
and rehabilitate n~rcotic addicts, drug abusers, and drug dependent per;ons. ' 
FUnds are .m~d: a~a~lable, on a competiti~e .basis to specific local projects, 
under a d~m~n~sh~ng gra~t system for an ~nJ:tial period of three years. How­
ever, a~l treatment mon~es are channeled through the Single State Agency (SSA) 
respons~b1e for statewide planning, administration, and coordination of drug 
abuse programs. 

. Drug Abuse Demonstration Programs cover the operational costs of programs 
w~~ch: 1) evaluate the need for and adequacy of treatment for narcotic addic­
t~on and drug abuse or 2) are determined to be of special significance because 
they demonstrat.e new and effective methods of service d~lj)very. Demonstration 
prdgrams are ~u11y funded for a three-year period. Fu:ids' may be channeled 
through the S~ng1e State Agency or may be given directly to projects cpnsidered 
to be research e~forts. Indiv~dua1s eligible t,o receive services th~~).gh· Drug 
Abuse Demonstrat~on and Commun~ty Service Prog~fa~s include narcotic acdict.s 
drug abusers, and dru~ dependent persons. Fam:hy\'members also may;\recieive ' 
tho~e .s~ppg,rtive services which are within the scope of a specific\~rogram's 
a~t~v~t~es'. In most c.ases, thec lientele consists of adults (over ~\ge 17) 
w~th a (;h:'Ug,.:ab~se problem, usually with a prior hi~)tol,";:, of addictio~, and with 
no oth~t chron~c or severe physical or mental illnesses. 

. . Dru~ Abuse Community Service Programs may provide 'detoxification and 
~nst~tut~ona1 andlor community-based aftercare services. Funds from the Drug 
Abuse Demonstration Programs may be used for treatment and rehabilitative 
service~ for employees; vocationa1 .. rehabilitation services; establishment and 
eva1uat~on of treatment programs within criminal justice systems; determinatioi'l 
of ca,!se~ of drug abuse in a part icu1ar area f,lnd prescription of methods for 
a11ev~at~ng drug abuse; improvement of drug maintenance techniques.; and evalu-
ation ()f treatment programs. . 
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ABSTRACT OF MAJOR PROGRAM FINDINGS 

Interviews were conducted with drug program administrators in 49 States. 
In addition, administrators and direct service staff in 29 community drug pro­
grams were in.terviewed. The findings presented in this report are based on 
the respective numbers in each data base (49 and 29), unless otherwise noted. 
Major program findings include the following: 

• In 12 percent of the States and 10 percent of the communities, drug 
programs have established or adopted a definition of domestic vio­
lence. 

• In 31 percent of the States and 14 percent of the communities, drug 
programs are focusing some program efforts on battered women, child­
ren of battered women. battered men, and/or abusing spouses. 

.• In 20 percent of the States and 14 percent of the communities, drug 
programs have goals or objectives which specifically address battered 
women. 

• No programs have any mandated responsibilities on behalf of battered 
women; however, in 59 percent of the States and 55 percent of .he 
communities, drug programs have undertaken activities directed tmoJard 
this population. Most frequently, these activities involve coordina­
tion with other programs in behalf of battered women (49% of the 
States and 55% of the communities). 

• In 43 percent of the States and 48 percent of the communities drug 
program staff have received training and/bt tech~ical assistance to 
better understand the needs of battered women and their families. 

• In 55 percent of the States and 45 percent of the communities, one or 
more program staff were identified as a4vocates for battered women. 

• Restrictions affecting the drug programs' capacity to address the 
.needs of battered women were identified in 61 percent of the States 
and 55 percent of the communities. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

I~ exa~ining the potential of drug abuse treatment programs' potential to 
assist abused spouses and their families, this section discusses the types and 
scope '"Of program activities related to domestic violence, specifically battered 
WOmen; barriers to service delivery identified by program respondents; and 
recommendations from program respondents for enhancing service delivery to 
battered 'women. 

Specific Program Efforts 

In 31 percent of the States and 14 percent of the communities, drug pro­
grams focus some type of effort on victims of domestic violence. Most of 
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these programs focus on battered women (22% of the States and 10% of the Com­
munities). 

Only a few State (12%) and community programs (10%) have formulated or 
adopted d~fin~tions of domestic violence. The definitions range from the very 
b~oad, ~h~ch ~nclude men, women, children, and the elderly, to the very speci­
f~c, wh~ch delineate types of physical and/or emotional abuse or threat of 
ab~se, conditions of residence under which abuse must occur, and the relatian­
sh~p or former relationship of the persons involved. In a larger proportion 
of the States and communities (20% and 14%, respectively), drug programs have 
developed goals or objectives which specifically address battered women. In 
some p~ograms, the goals were formulated in response to State directives, 
r~sult~ng from the research and advocacy efforts of Governors' Advisory Coun­
c~ls, Women's Task Forces, and Coalitions Against Domestic Violence. These 
groups examined the.spec~al service nee.ds of women, the r~lationship of sub­
stan:e abuse to fam~ly v~olence, and then identified funding sources for 
~pec~al programs. Respondents reported that, in recent years, the~~ programs' 
State plans and budget requests are more concerned with battered women as a 
group because of advocacy group efforts. 

Fifteen of the 29 community programs (52%) surveyed attempt to identify 
battered women through their intake and assessment procedures. When queried 
about ~he types of problems presented by these victims, respondents, in 
app7ox~mately three-quarters of these programs, said that social isolation, 
mar~~al.problems, and emotional abuse are the most COmmon problems experienced 
by v1ct~ms. 

To help address the needs of battered women, programs in nearly three­
fifths of the States (59%) and in over one-half the communities (55%) have 
undertaken activities directed toward this population, even though not mandatp.d 
:0 do so. Coordination with other programs or organizations occurs frequently 
In both the States (49%) and communities (55%). In 36 percent of the States 
drug programs are involved in program planning and/or monitoring of efforts in 
behalf of battered women. From 20 to 27 percent of the States. also. har.,,~ . 
responsibilities for program funding, needs assessment, technical assi:;tance 
and consultation, direct services, staff training, and community educ?tion 
related to battered women. Apart from coordination activities the most Com­
mon responsibilities assumed in behalf of battered women at th~ commu'~ity level? 
are tbe collection of statistics (21%), staff training (24%) and direct ser-
vicr '(24%). ' 

In some programs, special counseling and Cr~s~s care programs for 
bat~e7e~ women ~h~ are al~o substance abusers have been developed, as have 
act~v~t1€~S spec~f~cally a~med at helping battered women whose spouses are 
drug-add~cted. Needs assessment and intake procedures to better identify 
batt:red women ~re ~romoted i~ some programs. Other programs have arranged, 
serVIce contracts w~th Commun~ty Mental Health Centers for direct treatment of 
substance abusers who are also domestic violence victims. 

Through the receipt of. NIDA monies, drug programs have in~Feasingly become 
involved in the funding and operation of shelters and halfway houses for sub­
stance-abusing, battered women and their children. In ot,her communities, 
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training of drug program staff and other program staff (e.g., law enforcement 
officers) has focused on family violence and substance abuse. For example, in 
one State, drug program staff provided information and training on drug abuse 
to staff from a "safe house;" the "safe house" staff, in turn, provided train­
ing on domestic violence for drug program staff. 

NIDA funds support "women in transition" programs, media campaigns on 
domestic violence and substance abuse, clearinghouse information, prevention, 
and the provision of technical assistance to other service providers. State 
drug program respondents also indicated some of their staff have participated 
in the National Drug Abuse Training Institute's "Women in Treatment" course, 
which contains a component on battering and rape. 

Several unique features within drug treatment programs enhance service 
delivery efforts in behalf of battered women. In one State, a direct focus on 
domestic violence has existed since 1979 through a network of State budget 
planning committees, which allocates funds for substance abuse programs. In 
another State, a legislatively mandated Interdepartmental Council, consisting 
of Drug and Alcohol Treatment programs, Law Enforcement Agencies, and Depart­
ments of Corrections, Trans~0rtation, Children and Family Services, Public 
Aid, Public "~qlth, and Education, meets regularly to coordinate service 
delivery an{~ ~stablish referral procedures. At a J,arge university, the 
methadone program for drug abusers has a special family violence unit that 
requires participants to attend three counseling sessions per week. In one 
community surveyed, a drug treatment program, an alcohol treatment program, 
and a spouse abuse center are aI:. housed in the same facility. These three 
programs serve the population of a seven-county area and provide education, 
referral, treatment, and support both to \vomen with subs tance abuse prob lems 
and to battered women. 

Another service delivery model identified by the survey is a community 
drug program which functions as an intake and client evaluation center for 
several smaller programs. As clients are screened, their service needs and 
presenting problems are carefully identified. Subsequently, each client is 
directed to the appropriate program(s) or resource(s). Another drug program 
has developed a special treatment component for women, where battered women 
are counseled specifically on domestic violence issues and helped to find 
alternatives to their current' living situations. Referrals are made to local 
shelters, job counseling programs, and legal services. This program reported 
that one-third'to one-half of its caseload of women is batt.ered. Finally, one 
local drug council funds a VISTA position for a Women's Crisis Team. The team 
serves women./\.,ho are both drug abusers and domestic violence victims. 

Approximately one-half o,f the States (49%) and the communities (55%) 
coordinate with other programs in behalf of battered women. Approximately 25 
percent of the States participate in an agency or program task force, committee 
or council (e'. g., Governors' Advisory Councils, Commissions on Women) which 
focuses some or all its efforts on the problem of domestic violence. Cobrdin­
atio'n activities at the local level appear to be somewhat more common than at .... 
the State i~vel. Informal meetings and service agreements with other providers 
;are more typical (35% and 28%, re'spectively) than the sharing of staff (21%) 
or participation in a task force 'or committee. A number of community drug 
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programs have developed referral procedures and service agreements with 
regional addiction centers, halfway houses, hospitals, mental health centers 
and soci~l service agencies which provide counseling and shelter to battered' 
women. 

Some drug programs work closely with law enforcement agencies and crime 
prevention programs to develop police training, workshops, court-witness pro­
grams, and volunteer servi~es. One local drug treatment program surveyed is 
part of a consortium organized on the local level to coordinate the State's 
service delivery and treatment system and to develop shelter programs, an 
~dvocacy net\l1ork,. and training for police and program staff. Another program 
1S part of a spec1al task ~orce, consisting of the State Commission on Drugs, 
the Status of Women and Cr1me, CETA, the Department of Public Welfare and the 
St~tels Domestic Abuse Program. This task force is studying the exte~t to 
wh1ch drug abuse and domestic violence are interrelated. In another community, 
drug treatment personn~l help to staff both the crisis hotline~ for an active 
Women's Aid organization and a group counseling service for abusing spouses. 

In 55 percent of the States and 45 percent of the communities, drug pro­
gram staff were identified as advocates for battered women. Several State 
program administrators reported success in obtaining funds from vari,ous 
sources for model projects and demonstration programs, which include such 
components as shelter care, crisis care, counseling, and staff training. 
Othe: State-level staff work to forge linkages among drug programs and other 
serV1ce providers who benefit victims of spousal abuse. In addition, technical 
a~sistance to local programs, staff training, and community education are pro­
v1ded by both State and community staff. 

In one community, the administrator of the drug treatment program has 
established and maintained active involvement in the, national movement to\l1ard 
family counseling. He and somebf his staff have attended the White House 
Conferences on Families and on Domestic Violence and are knowledgeable about 
~pecial counseling teChniques with violent families. Reportedly, this staff 
1nteres t and expertise greatly enhance the program's service delivery td:};lat­
tered women, within the context of drug addiction and violent family beh~Jiors. 
In another community's non-residential drug treatment program, professionals 
from other a~encies and ~rganizations serve as "contract staff"; they are paid 
(b~ the sess10n) to prov1de counseling to clients of the drug program. In 
th1s way, a ran~e of expertise and skills are obtained, when needed, by the 
program. The d1rector of this program also spoke on the issue of domestic 
violence at a substance abuse seminar. 

Barriers to Se'rvice Deliverl: 

In 61 percent of the States and 55 perce~t of the communities, respondents 
identified barriers which re'!strict the ,~rug programs' r.apacity to address the 
needs of battered women. The major barrier. perceived by virtually all 
respondents, is that reimbursement can be made only for services provided to 
those persons whose primary problem is drug abuse. Servicescto col laterals 
(non-drug abusers in a family or living unit) are not reimbursable. Therefore, 

,'~rograms are not likely to serve a battered woman who is not a drug abuser. 
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Another barrier relates to the availability and nature of services. Some 
drug treatment facilities are available to men only. Thus, even when a bat­
tered woman is a substance abuser, her treatment options may be severely 
limited because the local facility cannot accommodate females. In addition, 
when a battered \l1oman with addiction problems is admitted, entry may be to a 
medically oriented, drug treatment or hospital detoxification program where 
the issue of spousal abuse is secondary. 

Other barriers influenced by Federal or State regulations, appropriations 
or practices include: the confidentiality of records which limits opportuni­
ties for referrals; the absence of clear policies or guidelines regarding pro­
vision of services to spousal abuse victims; the lack of funds; the high cost 
of providing services in rural areas; the lack of trained staff, especially 
with regard to those skilled in treating women, battered or not; and the fact 
that when spouses of drug abusers do receive services from the program, it is 
available only as long as the drug abuser is currently receiving treatment. 
In addition to these influences, respondents also noted that the lack of child 
care services within drug treatment programs may preclude women with children 
from utilizing treatment resources. 

Program staff also cited attitudinal barriers which impede service provi­
sion to battered women The point was made that, historically, drug programs 
always have had trouble attracting women. This problem is due, in part, to 
the embarrassment women feel about revealing drug abuse as a problem; the 
strong values of family privacy and pressures to solve problems of violence or 
addiction within the family unit; the desires ,of women to remain at home 
rather than enter residential treatment; and the emphasis on confrontation 
within many drug treatment progt:;,ams. Intensifying these difficulties is the 
reluctance of drug abusers and their families to seek aid because of the 
illegal nature of most drug use. 

In three-quarters of the communities, respondents feel that community 
reso~rces are inadequate to meet the needs of battered women. Services are 
either limited or non-existent. While crisis intervention services may be 
available, there frequently is no follow-through, an~ intermediate programs 
for "out-clients" are seldom available. 

Program Recommendations to Enhance Services Delivery 

Program respondents offered several recommendations to enhance service 
delivery to battered women within drug treatment programs. Among those pro­
grams which are involved in some type of coordination activity in behalf of 
battered women, respondents iden'tified step(}needed t:,o improve coordination 
efforts. At both the State and community levels, recurren.t themes emerge: 
1) designation of an agency, board or committee to take the lead in 
coordination and 2) development and dissemination of information on the 
problem of spousal abuse and the resources available for victims and their 
families. 

Several program changes also were suggested. Primary a~ong them is that 
both NIDA and NIAAA need to look at substance abuse as a family issue. Federal 
regulations should be changed to permit service delivery to family members, 
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who more often are the victims of the substance abuser rather than being sub­
stance abusers themselves. Second, it was suggested that an orientation 
toward providing services to women, in general, is needed. Some respondents 
felt that available treatment strategies are inadequate to meet the needs of 
the female drug abuser whose problems are compounded if she is also battered. 

At the community level, respondents identified several activities which 
have enhanced or will enhance their own efforts to serve battered women. In 
several instances, the establishment of a shelter or the availability of a 
broader spectrum of services to victims provides improved resources for refer­
ral and consultation. In two different communities, grant applications to 
NIDA are pending. One is for provision of direct services to victims of 
spousal abuse, and the other is to support a study of battered women. In one 
State, a newly passed law gives battered women greater legal protection, and, 
at the local level, the CAP agency has hired a staff person to cooordina.te 
local services and provide information for women in crisis. These initiatives 
are viewed as strengthening the local drug programs! capacity to assist the 
battered women they encounter in their clientele. Finally, several respondents 
spoke of an increased sensitivity to the needs of battered women on the part 
of their staff, arising largely from concerted community education and emphasis 
on programs for spouse abuse victims. 

Recommendations for staff training and technical assistance (T&TA) were 
elicited from all respondents. Among the types of T&TA considered helpful 1n 
increasing program staff's ability to meet the needs of battered women and 
their families are the following: 

• 

• 
• 

• 

Dynamics of spousal abuse--a general orientation for State office 
staff and a detailed review for local clinical staff; 

Relationship between spousal abuse and substance abuse; 
I 

Legal perspectives on the problem and permissible intervrntion 
procedures; for example, how to protect the children; 

Interviewing techniques, assessment of service needs; and' treati'l'lent 
approaches; 

• Resource development and establishment of a coordinated service 
provider and referral network; and 

• Information on the availability of literature, training and technical 
assistance, program models, services, etc~, at the national level. 
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SUMNARY 

Drug treatment programs appear to have the potential to serve abused 
spouses and their families. Some State and local drug treatment programs 
already are providing direct services to victims as a focal group within the 
program's broader service population. Many more programs coordinate their 
spouse abuse intervention efforts with other agencies. The major barrier to 
increasing this level of involvement, according to respondents, is the lack of 
Federal reimbursement 'for services delivered by drug treatment programs to 
famiiy members of substance abusers. 
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Several Stat'e programs have f.eatures which the respondents consider to be 
u~ique and innovative. These unique featuresin~lude: 1) peer counseling pro­
v~ded by former battered women, 2) the transfer of victims to other localities 
as necessary for their safety, and 3) the u~~~~f the confrontive counseling 
approach. 

. Along with providing dire~t ser:v:,ices to abused spouses and" their families, 
1n many State funded domestic violence programs, staff have engaged in coor­
dination efforts, data collection, needs pssessments, p~ogram monitoring and 
evaluation, consultation and community education. 

At the State administrative level, 77 percent of the program staff are 
~nvol~e~ i~ coordination activities on behalf of battered women. Participation 
1n comm1ttees and/or task forces was reported by several respondents. The 
effor:ts.o~ these groups have focused on the coordination pf services, lobbying, 
fundra1~1ng, the developm~nt of s~andards and regulations, and general prob­
lem solv1ng. State level respondents also reported on'coordination efforts 
occurring at the local level. They cited linkages among shelter programs and 
other service providers, including mental health services, child protective 
services, social services, drug abuse and alcoholism treatment programs, and 
law enforcement agencies. Through these linkages, service agreements have 
been established, ref~rral mechanisms have been developed, and some training 
for law enforcement officers has been provided. 

In addition to coordination activities, data collection efforts by State 
funded programs also were1escribed by respondents. For example, in one State, 
State funds have been used to establish a Domestic Abuse Registry. The Regis­
try . con~a,ins data collected on incidence, type of abuse, and whether legal 
a:t~o~ 1S taken against the abusing spouse. Reporting of incrdents of domes-, 
t~c v101ence to the R~gistry is required of law enforcement officers. 

In addition to the services already being provided.- by program staff': 
several respondents 'thought it feasible for their progi~ms~to increase com­
munity education and direct service activities. Otber potential areas for 
expansion include legislative advocacy and lire-entry education." 

Barriers to Service Delivery 

Federal and State barriers impeding delivery of services to abused 
spouses thro~ghState authorized and funded programs were identified by 
respondents 1n:77 percent of the States and 63 percent of the communities. 
The barriers fall into two major cat~gories:. those inherent in the domes'tic 
violence pr~)grams' operp.tions, funding sources, eligibility requirements' and 
those derivi~ig from other programs' eligibility criteria. " 

EligiQility requirements in several domest-ic violence programs result' in 
~enial of servi:es to some ~attered women. A~ong the types of requirements 
1mposed to qua11fy for serV1~es are the following: the victim and abuser must 
have engaged @a sexual relationship; the victim must have res idency in the 
State, and, in some instances, in the county; if the victim and the abuser are 
not legally married~ the victim must have a child who is in jeopardy of abuse' 
and/or the victim cannot be a ,substance abuser, a mentally retarded person, 0; 
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a person with severe medical or physical problems •. In.addi~ion, some shel­
ters, because of space limitations, cannot accept v1ct1ms w~th more than. three 
children. Others exclude victims who have not conformed to program requ1re­
ments in the past; and/or victims experiencing psychological/emotional abuse 
but no physical abuse. 

Financial problems constitute another barrier for a number of State 
domestic violence programs. Insufficient funding and anticipated budget cuts, 
which would reduce the programs' current level of services, were cited by many 
respondents. In some States, more specific fund~ng rest:ictions were noted: 
1) funds are provided for only six months at a t1me, mak1ng long-range . 
planning difficult; 2), funds are legislated for shelter care only, exclud1ng 
services for women who choose not to go to shelters; 3) funds are allocated 
for services only, placing the,burden of the purchase and upkeep of she~ters 
on local resources; 4) funds from the State require a 60 percent match ~n 
locaL funds; and/or 5) funds budgeted, but not authorized by statute, are 
subject to cuts at any time. 

There were other State specific financial constraints identified as well. 
For example, in one State, the mental heal~h.b~ard has advocated far th: . 
licensing of shelters as mental health fac1l1t1es; yet, the costs of br~ng1ng 
shelters up to the required standards are beyond shelter program resourc~s. 
Burdens on shelter program budgets also are exacerbated by some programs lack 
of eligibility for surplus properties and sales tax exemptions. R:spondents 
from one State also reported that State funds cannot be used to re1mburse 
domestic violence programs for group couIlseling services. 

On the local program level, additional types of barriers to meeting the 
needs of battered women were identified by respondents. Some communities have 
zoning ordinances which, in effect, restrict the locations of shelters. Ano­
ther barrier, cited by one respondent, is the community a~titude th~t shelter 
locations remain secret. As a result, the shelter must Close when 1tS loca­
tion becomes known, creating a gap in service delivery until another facility 
is established. I~ many areas, permanent housing is not available for bat­
tered women with low incomes, or the women are unsuccessful in ga~ning.p~ior­
ity for low cost housing. Program service related barriers also 1dent1f1ed 
include the lack of day care se~vices for children and the lack of funds to 

hire 'staff. 

The second major category of barriers relates t~ ~e~e~al an~ ot~er pro-. , 
gram regulations. According to many responde~ts, e11g1b1~1t~ cr1ter1a for A1d 
to Families With Dependent Children (AFDC), T1t;e XX, Med1ca1d, and Foo~ Stamp 
programs frequently restrict the ~attered woman s acce~s to ~e:d:d,serv1ces. 
Inclusion of the husband's assets and income to determ1ne e11g1b1l1ty for 
assistance, cfespite the fact that the batte:-ed woman maY,not.ha~e access to 
the husband's resources, is considered a pr1mary factor 1n f1nd1ng the,woman 

ineligible. 
, ~) 

Other program practices also restrict prov1s10n ot services to battered 
women. With regard to AFDC, the following examples were cited by ,respondents: 
some AFDC programs refuse to grant as'sistance to women in shelters; many AFDC 
programs taka several weeks to determine eligibility; and, at least one State's 
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AFDC program has a one-year residen\cy requirement. With regard to Title XX, 
some States require that clients be identified by nam~ on vouchers submitted 
for reimbursement. This is viewed as a barrier because it violates shelter 
confidentiality agreements with victims. Another limitation of Title XX, 
cited by respondents, is that the funds cannot be used for the purchase or 
repair of shelter facilities. Further, in some Statecs,adult protect~ve ser­
vices, which are ,partially funded by Title XX, are available only for elderly 
or mentally retarded persons) thus excluding many battered women. 

Anticipated budget cuts in CETA and LEAA funds ~lso pose a threat to many 
shelter programs currently relying on these funds to supplement State monies. 
A further problem reporte9 with regard to,receipt of LEAA funding is that 
extensive paperwork and recordkeeping are required. 

Legal problems also were noted in providing protection and services to 
victims; these relate primarily to respondents' beliefs that most States' laws 
do not provide adequate relief for the victim from the abusive situation. In 
addition, the legal ~id offices in some States require physical separation of 
the wife from the husband for a specified time period before staff will con­
sider only the woman' s income in the determination of eligibility ,for assist­
ance. 

As evident, many of the barriers noted by domestic violence program 
respondents are specific to other progr.ms. Respondents empha~ized that since 
staff rely heavily on other programs to help meet the multiple needs of vic­
tims and their families, restrictions in these programs have a direct impact 
on their referral and service options. 

Program Recommendations to Enhance Service Delivery 
--" . ," 

Respondents ',:uggested resolutions to ,some of the barriers mentioned above 
and offered recoi\~; '\Jldations to enhance service delivery. Coordination efforts 
with' other agencies' should be improved, according to many program respondents. 
Specific sugges'tions include developing a directory of State and community 
resources', establishing a service provider network which includes law enforce­
ment agencies, and working with DHHS funded programs to resolve existing bar­
riers, especially those related to eligibility. For example, in some loca­
tions, coordination efforts have resulted in the "liberalization" of AFDCtJ 
guidelines regarding eligibility; however, these changes have not become uni­
form across the State. Thus, respondents stressed the importance of coordina­
tion with DHHS funded programs on an on-going basis to enable battered women 
to receive services. 

() 

Respondents expressed an interest in further training and technical as­
sistance in the following areas: working with abusing spouses, the dynamics 
of domestic violence, general counseling skills, crisis intervention skills, 
grant writing, and information on how to gain access to NIMH, HUD, and other 
funding sources. 

Program respondents were asked to report on suggestions which have been' 
offered by 'battered women to improve services ... The needs '~nd suggestions 
exp~essed to program staff by battered women are si~ilar to the needs identi­
fied by staff: more Fesponsive police 'intervention, emergency financial 
assistance, permanent/housing, and child care." 
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Legislative efforts in several States are ~aving p~sitive ef~ects.ont" 
d " crease the~r capac~ty to ass~st V1C 1ms. 

domestic violence programs an dm~ll~n rovides continued funding for a do~estic 
In one State, a rec7ntly passe 'lPt roject. Another State amended ~ts 
violence program wh1C~ beg~n as a"p~ 0 p e sons who are ~eparated, divorced, 
domestic violence leg~slat~on to 11ncludd~thP r gh household affiliation." Other 
t hOld in common, or are re ate rou . " d 

~~:~e::cl~g!Sl~:!::l:~i~~t~oW~!~:s:a~ ~!!e~~ ::~;~~:eP~~:!:~~~,t~i~~t~~~esup_ 
women 1nc u e • u ort of domestic violence programs, and a 
plemental funds to be ~s~d fot : s p~o be served against the abuser even when 
bill that would allow 1nJunc ~ons 
not married to the victim. 

SUMMARY 

State authorized amt ~undeo domestic viodlence prog~a~~e~~e f::~~~!~g a~: 
h h" h the needs of battere women an 

one avenue throug w" ~c" ," th gh a variety of shelter arrangements) b ," g addressed. Th~s 1S occur! 1ng , rou 
e1n "" "and service delivery models. However, 

service coord~nat10n strateg7es, d f many victims .Ind the barriers to ser-
because of the multiple serv1ce"nee ~ °effecting an integrated network of ser-
vice delivery, prob~ems have ~r~senh1n to be accomplished, promising steps 
vice providers. Wh~le there ~s muc more 11 as by the indi-
h b en 1'nitiated by staff of State funded programs as we 

ave e ,. '. h" ff ts viduals and agencies assisting them w1tn t e1r e or • 
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PROGRAM OVERVIEW 

OTHER DOMESTIC' 'VIOLENCE PROGRAMS/ 
SHELTERS FOR BATTERED WOl-iEN 

This category includes p~ograms established primarily through local 
grassroots organizations to meet the needs of abused spouses and their 
families.. The majority of these programs focus on the provision of emergency 
shelter care. However, there are other types of programs included such as 
victim witness programs, a women's resource center, a center against sexual 
assault, a family guidance center, and a travelers' aid program. 

Funding for these grassroots programs varies; some receive Federal 
monies, for example, from 1itle XX, LEAA, CETA, and/or VISTA. Others receive 
partial fun~ing froJll the State or county and/or from foundations, private 
contributors, the United Way, the YWCA, religious groups, and income earned 
from speaking engagements and other fund raising activities. 

Although all of these programs provide services to abpsed spouses, some 
have established specifi.c target populations. For example, some programs 
limit their services to the physically abused, 'whereas others ah~o serve the 
emotionally abused. Others exclude victims who are considered substance 
abusers, mentally ill, or developmentally disabled. One program has a broad 
target population that includes any individual who is abused by any family 
member (e.g., a spouae, a sibling, or a parent abused by a child) and homo­
sexual couples. 

In addition to shelter care, crisis intervention, counseling, transporta­
tion, and advocacy services are provided by these programs. Several programs 
also operate hotlines, usually staffed by paraprofessionals and volunteers. 

, \ ., .... 
ABSTRACT OF MAJOR PROGRAM FINDINGS 

The study findings presented in this discussion are based on data obtainec 
through personal interviews with respondents from 59 programs in 48 communi­
ties, located in 14 of the 15 States selected for the Community Survey .. 

The 59 programs in this sample were identified in one of three ways. Some 
were identified by State Survey program respondents, others we're identified 
through written materials, and approximately '25 percent were identified by 
CSR's Community Survey. field stafF because they have '''close and substantive 
working relationships" with other\!programs s~rveyed in the community. 

The following points summarize the major findings related toll these grass­
roots programs. 

,', 
• In 68 percent of the programs, staff have established definitions of 

domestic violence. 
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Ninety-three percent of the programs focus on battered women; 71 per­
cent on the children of battered women; 42 percent on abusing spouses; 
and 41 percent on battered men. 

In,90 percent of the programs, staff are involved in coordination 
activities on behalf of battered women. 

In 90 percent of the programs, staff have received training to better 
understand the needs of battered women and their families. 

Sixty-one percent of the respondents identified other programs in 
their communities that also assist victims. 

Legislation, regulations or policies creating barriers to service 
provision to battered women were identified by 59 percent of the 
respondents. 

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

This section presents a descriptive analysis of the activities engaged in 
by the 59 grassroots domestic violence programs selected for the Community 
Survey. 

Specific Program Efforts 

General program goals and objectives are similar for most of the programs 
surveyed; these pertain to the provision of shelter care for women and child­
ren coupled with support services. Many programs also have goals related to 
prevention and community education. 

The types of facilities used for shelters vary. Some programs have 
separate facilities and~. some are located in existing facilities such as YWCAs. 
One program provides shelter through the use of extra beds at a mental health 
transitional living program. Others have networks of "safe homes," often the 
homes of formerly battered women. In one community, the Salvation Army pro­
.vides shelter and food on a short-term basis. In this situation, the women 
'and their children are not all'owed to remain in the facility during the day; 
the expectation is that they need to be out solving their problems. 

A few of the programs surveyed provide transitional or second-stage hous­
ing as well as emergency.shelter. Many of the programs include a 24-hour hot­
line. Hotline staff usually provide crisis counseling as well as information 
and referral. Respondents for one hotline reported that the service began as 
a rape crisis line, put that staff found the majority of their calls were about 
spouse abuse. Other support s.ervices provided by shelters may include indivi-

'I, ,~ • '. ••• dual, group and fam11y counsel1ng; transportat10n; vocat10nal serV1ces; legal 
services; and /idvocacy. In /iddition to the provision of direct services, 
approximately 75 percent of the respondents reported staff involvement in col­
lecting incide~ce statistics, program planning, needs assessment, and commu­
nity education. 
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Twenty-five of the programs surveyed provide some services/assistance for 
abusing spouses. One. program that targets on ~bu~ing spouses pr~vides cri~is 
and ongoing counseling, family or couples counse11ng, and commun1ty educat~on. 
This program serves battered women and their children only as second~ry cl~ents 
and has determined that abusing spouses do not usually seek help unt11 the1r 
wives leave them. Another program's hotline is available to provide crisis 
counseling for abusing spouses. 

Although all of the shelters include accommodations for children, only a 
few respondents cited program components for children such as day.care or 
special recreational activities. One program does operate an un11cens~d 
school, staffed by a State-cert ified teacher, and another p,rpgram prov1des a 
"RAP" group for children of battered women. A few programs also offer "par-
enting skills" which could benefit children indirectly. 

The length of stay permitted in shelters varies from three days to up to 
six weeks. Service provision for nonshelter services ranges in time from the 
length of a phone call to up to a year for follow-up service. The budgets for 
the grassroots programs also vary considerably. ,'. Some programs operate on a 
"shoe-string" budget while others have annual budgets of between $80,000 and 
$260,000. One program with an annual budget of $80,000 served 439 batte:ed 
women last year. Another program with an annual budget "of $250,000 prov1ded 
shelter care and other services for 781 women and children last year. 

The primary problems Pi:'.~sented by battered women seeking h:lp, as 
reported by the program respondents, include other forms of mar1tal conflict, 
a need for emergency and/or permanent housing, and a need for legal protection 
from their spouses. 

Not all of the programs surveyed provide shelter care. Four prog:am~ are 
involved primarily with the court system. Two o~ the~e ~rograms are V;lct1m­
witness programs~ In one of these, staff work w1th v~ct1ms of non-drug:related 
felonies, assisting battered women, but not as a spec1al target popula.~10n: 
The other victim-witness program does target on battered women; staff .. J:tT'ov1de .-r 
direct intervention and mediation with the battered women and their spduses. t) 

In the third court-connected program, staff provide counseling, he.lp 
clients "walk through the system," and advocate for t:eating r~ther t~a~ pun~ 
ishment of abusing spouses. The staff also have rece1ved spec1al tra1n1ng on 
mediation teChniques. The fourth program involves the placement of stuqent 
interns (criminal justice majors) in its District Attorney's office. The 
interns act as court advocates for assault on female cases in those instanc:s 
when defendants plead !lnot guilty." One of the objectives of this program 1S 
to get a higher number of women to follow through on court action after ini­
tial warrants are served on th~ir abusing spouses. 

Among the respondents interviewed fromgra,ssroots programs, there ,is a 
fairly equal distribution between those reporting that their programs use pri­
marily professional staff and those reporting a reliance on lay staff. A 
majority of respond~~~ts reported that their programs are ~risis oriented and 
focus first on proviaing the victim with safe shelter. Fl.fty-three,percent of 
the respondents indicated that their program's philosophy ~ea~s toward. favor-\~ 
ing court intervention with abusing spouses o~er therapeut1c 1ntervent10n. ~ 
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Approximately two-thirds of the respondents described their programs as using 
self-help models of service intervention. 

Respondents also provided information on several other activities under­
taken by program staf;!. Many of the programs surveyed have active community 
education components. For example, staff utilize public media, engage in 
public SPeaking, and provide educational services to local police departments. 
In one community, ,program staff have worked very actively with the police 
department. As a result, officers from this department routinely carry cards 
identifying available women's services which they, in turn, give to women when 
responding to domestic violence calls. Another program assigns staff to pro­
vide crisis intervention at the local police station and at local hospital 
emergency rooms. 

In another community, program staff go to schools to educate children on 
how to deal constructively wif=h anger. Staff from two other programs reported 
active involvement with the legal profession. In one of these programs, a 
lawyer advises women free ~f charge for the first session. In the other, a 
lawyer conducts a two-hour seminar on women's legal rigt;\ts on a monthly basis. 

As mentioned previously, 90 percent of the resporidents also indicated 
that program staff coordinate with other community agencies to help battered 
women. Usually these agencies include social services, substance abuse, and 
mental health centers. Staff efforts focus on facilitating referrals and on 
avoiding duplication of services. Finally, some respondents believe it is 
feasible for their programs to take on additional activities, especially 1.n 
the areas of coordination, community education, and services for abusing 
spouses. 

Barrier,s to Service Delivery 

This section contains a discussion of the various difficulties encoun­
tered by program staff in their attempts to meet the needs of abused spouses 
and their families. 

The lack of adequate Federal and/or State funds for domestic violence 
programs is a frequent complaint voiced by respondents from grassroots pro­
grams. 'E,,'~n when .funds are available, through CETA or Title XX, restrictions 
reportedly are imposed by having to comply with the Federal or State regula­
tions for th~se programs. For example, shelter staff have concern about 
revealing the identities of women served by their programs to obtain reimburse­
ment through the Title XX program. 

Many of the barriers .identified by respondents relate to other Federal 
programs with which the grassroots programs must interact in providing compre­
hensive support services for battered wom~n. Eligibility criteria for Aid to 
Families with Dependent Children and Emergency Assistance programs often are 
cited by respondents as being too stringent. Further, the determination pro­
cess for these programs can be so lengthy that often the women leave the shel­
ter prior to the time that eligibility is established. As a result, the shel­
ter cannot be reimbursed for the services provided. 
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Problems reported at the local level include restrictions on shelter 
facilities imposed by zoning laws, fire codes, and health department regula­
tions. In addition, respondents from one grassroots program reporte& that 
th:y have. experienced difficulty with the local Chiil .. d Welfare Services program 
wh~ch c1a1ms the shelter is not complying with the State's child abuse and 
neg1ect.reporting laws. This is an issue because the shelter has a policy of 
not mak~ng referrals or sharing information without the client's permission. 

In some instances, program policy limits the availability of services to 
b~ttered women. For exa~p1e, one program requires that the woman be living 
w~th the a~user at the t~me of referral, and another program is only open to 
county res~dents. One respondent believes that the use of the YWCA is inade­
quate and inappropriate because battered women are mixed with other residents, 
and staff have too many other tasks to be totally responsive to the needs of 
ba:tered w~men. Finally, ~ne program reported a unique eligibility criterion 
wh~ch may ~mpede the staff s ability to meet the needs of battered women. All 
women, without high school diplomas, who want to receive program services must 
work towards a graduate equivalency degree (GED). 

The groups most frequently identified as not seeking help from shelter 
programs were upper-class women, Hispanics, Native Americans, and Blacks. 
Respondents believe that upper-class women do not seek help from grassroots 
programs because they have other resources, are too embarrassed to reach out 
for help, fear exposure, and/or do not want to enter unsafe urban neighbor­
hoods ~her~ programs may be located. On the other hand, respondents believe 
that m~nor~ty group women do not seek assistance because cultural acceptance 
of violence is more common among them and because program outreach efforts are 
~n need of further development. 

Limited funds and lack of staff were noted as the primary reasons why 
these pro~ra~s are not able to do more outreach or assume any other activities 
to help v~ct~ms.Further, 80 percent of the respondents indicated that the 
r~so~rces in th~ir co~unities are not adequate to meet the multiple n~eds of ~ 
~~ct~ms and theu fam~lies. The services. seen as lacking or insuffici!~rnt ' 
~nc1ude shelters, low cost permanent hous~ng, day care and other servi~es for i'I,1 
chi1dre~, job tra~ning, financial assistance, legal assistance, and long-term 
counse1~ng. Judg~ng by how frequently respondents made reference to them, .~ 

budget and staff cuts are a constant threat to domestic violence programs. 

Program Recommendations to Enhance Service Delivery 

Many of the respondents' recommendations addressed the need for better 
service coordination among agencies. Respondents would like to have a more 
for,ma1ized service networ~j, a clearinghouse of resources, clarity on referral 
procedur:s~ newsletters, and interagency meetings to tliscuss problems, goals, 
and sp~c~f~c cas:s. Others expressed the need for more emphasis on prevention 
commun~ty educat~on, and staff training. A few respondents mentioned a desire' 
for more active involvement with their State coalitions against domestic vio­
lence, .and at 1e~st.one respondent believes it would be helpful if the State 
estab1~shed a pr~or~ty on domest~c violence intervention. 
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Efforts to better serve battered women are already underway in some com~ 

munities. For example, in one ar~a, the police department has become more 
responsive to the needs of battered women, resulting in an increased number of 
referrals from the police to shelter programs. In another community, where 
there is a new State law allowing warrantless arrests and other civil remedies, 
the shelter staff plan to provide training for members of the criminal justice 

system. 

Respondents also reported suggestions received from battered women for 
improving services. In terms of initial program contact, battered women have 
suggested walk-in services rather than telephone contacts, and direct tele­
phone contacts rather than answering services. Battered women also have 
requested more input into domestic violence programs and the day-to-day 
operation of shelters. In reference to other community resources, battered 
women have expressed a need for permanent housing, police support, adequate 
financial aid, and legal aid. Battered women have also suggested that eligi­
bility for legal aid not include consideration of the spouse's income. 

SUMMARY 

The grassroots domestic violence programs are b~ginning to meet the needs 
of battered women in several communities. These programs are experiencing some 
success in helping battered women improve their situations and are active in 
raising community awareness of the problem of domestic violence. However, the 
need for more funding and more staff is a recurring theme with respondents. 

Further, the results of the survey suggest there are still many unmet 
service needs among battered women, and that many battered women are not seek­
ing services. There appears to be a concensus among clients and staff in terms 
of barriers to service delivery and unmet service needs. The existing grass­
roots programs are starting to fill some of these gaps. 
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CONCLUDING REMARKS 

The previous series of program reports has provided many examples of 
staff activities occurring aCross States and communities to help victims of 
domestic vioience and their families. Although these activities are not 
widespread, there are staff in each program surveyed who are taking stepf!~~t'c:( 
respond to the problem of domestic violence. / 

Table 2-1 summarizes the various activities occurring on State and local 
program levels across 11 of the DHHS funded programs se1ecte4 for study. 
These activities are taking place within the parameters of the various 
Federal program mandates; they demonstrate the flexibility States and com­
munities, have in applying DHHS program resources to the problem., 

In the next Chapter, an overview.of Study findings and additional tables 
are presented to facilitate further comparison between and among the various 
programs studied. 
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1llH5 Programs Prom-am Fund!nQ 
Sa e % Commum t y % 

Aid to Families I 
With Dependent 1 
Children 4 1 3 , 

Snergency I 
Assistance 5,; 1 7 

1 

Child Welfare I 
!':ervices 17 3 

I 
Child Protective 

Services 17 3 

Medicaid 2 
! 

0, 

! 1\ 
Social Services 32 I 7 

\I 
Community Health NIA 

! 
4 

Community ! 
Mental Health 17 14 

Work Incentive ! 
Program 0 0 

Alcoholism Treatment I 
and Rehabilitation 1 

'and Alcohol , 
Formula Grants 20 , 3 

1 

Drug Abuse I 
Demonstratlon and 1 
COOlTlunity Service 1 
Programs , 25 1 10 

1 

TABLE 2-1 

Percent of State and ComJnunity Programs 

Reporting Activities Directed on Battered Women 

Collection " 

.. ' 

" .' 

,\1'n; "" ny, ;'1" 

of statistics Needs Assessment Pro~am Plann~ ProQram MonitortnQ 
I::.ta e ~ ommunlty ~ I::.tate ~ Oll1TlUn t:Y)l; ::.ta e ~ COll1!Wf1ity % Sate % 'Commun t:y % 

I ! I I (. 

1 1 1 
2 1 8 2 3 2 1 3 D 1 D 

1 , , 
I ! c::-; I I 

0 I 7 0 10 9 , 0 0 1 0 
1 , , 
I ! ! I ;~J 

14 1 3 20 3 14 -, 0 6 1 0 
I I 1 , 

j i. ! I ! ' 

-,,-;1 
1 

15 ~10 15 6 11 , 7 11 , 0 \. ,- I 
, I 

jL~ [ 0 0 
! 

0 0 I 0 0 I 0 I :hv-. ~ h, 

"'li 
, l 

.-~"''l ! I I ' :to 1 18 18 9 26 7 28 ,,11 
• I I I c_ I }"-,, 

1f1\ I NIA ! 
16 NIA ! 4 "NIA 

! 
4 " t 1 

I 
. ! ! ! 

':'12 1 25 10 25 7 I, 43 10 21 , 
I ! ! " ! 

2 1 0 " 0 0 0 0 0";-
1 

I I ! ! 
.. 

1 , , 1 
20 1 ' 14 24 1 17 22 10 10 3 

1 1 

I I ! I 
I I , 

" 1 1 1 
18 , ---'\ " 

22 
10 

17 22 14 14 1 3 
1(," , 1 

"''':\~ 

*The base numbers for all percentages are presented in Exhibit 1. 
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State % Commumty % 
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0 1 D 
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5 0 

! 
6 0 

! 
7 0 
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18 
! 

11 

N!A I 4 
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I 
5 1 18 

1 
I 
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0 1 0 
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8 1 3 
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lecnmcal 
Assistarcel 

OIH5 Programs Consultation 
State % onmun tv % 

I\ld to famU1es I 
With Dependent I 
O1l1r:1ren 2 I 3 

I 

: l3nerqency 
j' 1\5 s1 5tflnc:e .5 I 

I 

O,Hd Wp.lf'3re I 
~crvices 26 I 6 

I 

I r.hild Protective 
Sel:vice5 1.5 7 

0 
! 

0 l.!P.dicaid 
. 

Social Services 24 
! 

16 

r.OfT<I1tJnlty I~alth N/A 
! 16 

CorrmunJty 
! 

Menlal ''''a1th 12 29 

110rk IncenlJve ! 
Program 2 0 

c 

Alcoholism Treatment ! 
and RC'hilhilJt<ltion 
and 1\ lcom 1". 
fOIlTlula Grllnts 26 10 

Orug Ahuse ! 
~!monstratlO1land 
CommunJt y Serv lee 
Programs 22 14 

TABLE' 2-1 (continued) 

Percent o·f State and Community :Programs 

Roporting Activitios Directed on' Battered Women 

TYP OF ACTIVITY; 

Staff Conductl 
Clearl~ousel 

InfoIlTlation on 
Provide Traininq Conmunltv EDucation Domestic lI.lolence Direct Services 

:;1 a e % Conmum • % State % Conmun1tv % State % olllillmltv" I State % COlTlllMJnltv'% 
! ! ! ! 

~ 

\ .... " 
, 10 0 3 0 0 2 10 

! ! ! ! 
0 7 0 0 0 0 16 17 

! ! ! ! 
20 9 20 .' 3 11 6 17 0 

! ! ! ! 
13 13 11 3 4 3 20 10 

0 
! 

0 2 
! 

0 0 
! 

0 2 
! 

3 
I 

20 
! 

24 16 I D 14 I 11 36 
! 

2.5 
I I 

N/A 
' ! 

20 N/A I S N/A I 6 N/A I 16 
I I I 

! I I I 
20 29 24 I 39 17 I 21 27 I 43 

I I I 
! I I I 

4 0 4 I 0 2 3 10 I 7 
I t 

I· I ! I 
I I I 
I I I 

30 I 7 22 I 7 14 3 20 I 10 
I I , I 

I I ! I , I I 
I I I 

27 I 24 20 I 10 . 16 7 22 I 24 
I I I 

*Examples of "oth",r Activities include lobbying, advocacy, and legal ,services, 

*Th~ base numbers for all percentages are presented in Exhibit 1. 
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, I 

Coordination 
Activities Other* 

Staj:e % I COIrmun.l.ty % State :I; ommun :y :I; 

I I 
I I 

24 I 35 2 I 0 
I I 

I I 
36 I 33 0 I 0 

I I 

I I 
49 I 39 20 I 3 

I I 
I I I 

39 I 52 11 I 0 
I I 

6 I 17 0 I 0 
I I 

56 I 29 22 I 7 
I I 

N/A I 40 N/A I 6 
I i 

I I 
32 I 71 0 I 21 (I 

I 

I ! 
16 I 36 4 0 

I 

I ! -
I 
I 

56 I 36 14 ' 10 
I 

I ! 
I 
I 

49 I 5.5 14 10 
I 
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CHAPTER 3: STUDY FINDINGS FROM A NATIONAL PERSPECTIVE 

This Chapter provides an overview of the major study findings across all 
the programs survey'ed at the State, and local program levels. These findings 
are organized into three major sections: 

• Scope of Current DHHS Program Efforts. 

• Analysis of DHHS Program Potential to Serve Battered Women arid Their 
Families. 

• State and Local Domestic Violence Program Initiatives. 

Study findings on the DHHS funded programs surveyed do not include any 
data on the number of domestic violence victims identified by staff, the 
number receiving program services, or the costs of program activities related 
to the problem. ,Except for isolated exceptions, respondents from DHHS funded 
programs responded that staff are not collecting these types of data. There­
fore, the reader should not look to this discussion-for that type of informa­
tion. Rather, this discussion presents study findings which may be used to 
support decisions in the future concerning: 1) the expansion of DHHS funded 
program activities directed on victims and their families, 2) resolutions to 
both actual and pE'~"~eived barriers to service delivery, and 3) better use and 
coordination of existing State and local program resources. 

Before presenting various findings relevant to the above points, the next 
sect.:i:::nr reviews the study sample. 

STUDY SAMPLE 

Exhibit 1 on the page following provides a breakdown of the study sample. 
The percentages presented in the text and tables of the report (unless other­
wise tl.oted) are based on the number (N) of programs surveyed at the State level 
and at the community level. These numbers vary by program. For example, the 
ptate Survey findings for the Aid to Families with Dependent Children ~AFDC) 
program are based on an N of 51. ThisN of 51 is the total possible sample-­
State level AFDC administrators in a1l5Q. States and the District of Columbia 
participated in the State Survey. At the community level, survey findings for 
the AFDC program are based on an N of 40.. Findings from these 40. local AFDC 
programs are considered representative 'bf all local AFDC programs throughout 

"the country, since both the communities and programs within communities were 
selected randomly. This sampling approach holds for all the DHHS funded pro­
grams surveyed at the local level. 

SCOPE OF CURRENT DHHS PROGRAM EFFORTS 

This section examines the extent to which DHRS funded programs, at State 
and local levels, are directing attention to the needs of abused spouses and 
their families. Survey findings on four areas of possible staff involvement 
are presented; 
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EXHIBIT 1 

DISTRIBUTION OF STUDY SAMPLE 

Program Area 

Aid to Families With Dependent Children 

Emergency Assistance 

Child Welfare Services 

Medicaid 

Social Services (excluding Protective Services) 

Child Protective Services* 
Adult Protective Services* 

Child Abuse and Neglect Prevention 
and Treatment 

Co~unity Health 

Community Mental Health 

Indian Realth Services** 

Work Incentive 

Alcoholism Treatment and Rehabilitation 
and Alcohol Formula Grants 

Drug Abuse Demonstration and Community 
Service Programs 

State Funded Domestic Violence Programs 

Other Domestic Violence Programs 

Other Programs 

TOTAL 

Number of 
States 

Surveyed 

51 

22 

35 

48 

50 

46 
5 

N/A 

N/A 

41 

11 

50 

50 

49 

17 

N/A 

~ 

484 

-.:.0 

*As noted, in addition to interviews with representatives of the Social 
Services program,interviews were conducted with staff providing specialized 
child protective and adult protective services. These l~tter services are 
funded primarily through the Social Services program. 

**The Indian Hea!th Services program i~ administered through 11 Area Offia~sl 
which ,serve Native Americans in 29 States. . Staff from all the Area Offices 
provided data on the activities occurring within their respective geographic 
regions. " \\ 
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The decision to focus on victims within the program's broader eligi­
ble service population. 

The establishment of a pr,ogram definition of domestic violence. 

The development of program goals pertaining to the needs of victims. 

The implementation of program activities (e.g., direct services 
coordination of resources, staff training) to benefit victims a~d 
their families. 

Despite the fact that none of the DHHS programs under review have a Federal 
mandate to target on victims of spouse abuse, study findings do show that some 
State and local staff are involved in each of these four areas of study. 

Domestic Violence Victims as a Focus of Program Efforts 

Each DHHS funded program surveyed is authorized to provide financial 
assistance/services to individuals or families who meet the program's eligi­
~ility criteria. The eligibility criteria vary from program to program but, 
1n general, the selected programs concentrate on helping persons who have 
incomes under specified levels and/or who have specified service needs. 

Although the legislative mandates for the DHHS programs surveyed do not 
reference victims of spouse abuse as a target population, some victims are 
eligible to receive program services. These victims possess other character­
istics which cohcu.r with the program's man/d?te and eligibility criteria. Of 
special interest to this study is the ext(ant to which State and local staff, 
on their own initiative' or in response to'~~State or community concern have 
singled out victims as a.focu~ of program)efforts. Table 2 presents'survey 
data on this area of inquiry.* 

At "the State level as shown on Table 3-1, an emphasis on battered women 
varies considerably across the DHHS funded programs<surveyed. None of the 
Work Incentive Program (WIN) respondents reported a focus on battered women . ' wh1le respondents from 34 percent of the Social Services program reported this 
focus. This varied emphasis on battered women is found at the community level 
as well. None of the WIN or Medicaid programs surveyed at the local level have 
a focus on battered women, while 29 percent of the Community Mental Health 
Centers do. With the exception of several respondents from the Child Welfare 
Services program reporting a focus on the children of battered women, the other 
victim "groups are .1ess likely than battered women to be a focus of any DHHS 
funded program efforts. 

\"; 

*Statistical findings for the Indian Health Services (IHS) and the Child Abuse 
'., Prevention and Treatment (NCCAN) programs are omitted from Table 3-1 and some 

of the subsequent tables because the administrative structure of IRS and the 
size of the NCCAN sample do not permit .meaningful comparison with the other 
DRHS fund~d programs studied. 
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CHHS Programs 

Aid to Families 
With Dependent 
Olildren 

Snergency 
Assistance 

Child Welfare 
Services 

Child Protective 
Services 

Medicaid 

Social Services 

Community Health 

Community 
Mental Health 

Work Incentive 
Program 

Alcoholism Treat~snt 
and RehabJ,lltation 
and Alcohol 
Fonnula Grants 

Drug Abuse 
Demonstration and 
Community Service 
Programs 

TABlE 3-1 

Percent of Siale and Community Programs Reportilg a 
Focus on SpecifIC Groups of Domestic -Violence Vletins 

G H P S 

Olildren of 

• 

Battered Women Battered Men Battered Women Abusino 500uses 
State %IConmunity % State %lC~mu~ty% ,State llilcoovnun tv % I::>tate %1 ;orrmunlty _ 

Ii! ! , , I I 
6 I 5 4 I D 4 I 0 2 I 

I ' , I 
o 

, I I ! 
14 I 17 5 I 3 9' 10 0 I 

I I I I o 

I IT I 
17 I 0 6 I 3 51 I 33 I 

I I I 9 I 6 

i I ! I 
13 1 3 4 I 0 26 I 23 4 I 

I I I I 
7 

2 I 0 0 I 0 0 I 0 0 T o 
I I I I 

34 I 27 24 i 11 26 I, 33 I 
I I I 16 I 13 

N/A: 4 N/AI 0 N/AI 0 I I I I N/A , 

!! I 

o 
-: " 

I 'I I 1 
27 I 29 12 I 14 22 I 21 12 I 16 

I I I I 
! 111 

01001 0 0 I 0 0 I D 
I I I I 

I I I I 
I I I I 
I I I I 

24 I 10 4 I 3 10 I 10 6 I 10 
I I I I 

I I I I 
I I I I 
I I I I 

n I 10 6 ' I 3 6 I 3 4 I 3 
I I I I ~ 

*The base numbers for all percentages are presented in Exhibit 1. 
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The Table 3-1 data also show that where DHHS funded programs have a focus 

on battered women, a larger proportion of State level respondents than commun­
ity respondents report this focus. (The two exceptions to this trend are 
Emergency Assistance and Community Mental Health Center programs.) Divergence 
between State and local ~rogram respondents' reports is particularly evident 
in five of the DHHS funded programs surveyed: the Child Welfare Services, 
Child Protective Services, Social Services, Alcoholism Treatment and Rehabili­
tation/Alcohol Formula Grants, and Drug Abuse Demonstration/Community Service 
programs. It may be that while activities to help battered wo~en are planned 
or discussed by staff of these programs at the State level, the realities of 
funding and staff limitations lead staff at the community level to report only 
on activities which are implemented. 

In brief, these findings show that few staff of DHHS funded programs are 
focusing on battered women as a special subpopulation. particularly staff in­
volved in direct intervention at the local level. The children of battered 
women, battered men, and abusing spouses are the focus of program efforts even 
less often. ijowever, the few State and local DHHS funded programs with a focus 
on victims and their families demonstrate that States and communities have 
flexibility in determining program emphases within the broad legislative man­
dates of these DHHS programs. 

Defining the Problem of Domestic Violence 

This study also investigated the extent to which staff of DHHS funded 
programs, at State and local levels, have established/adopted a definition of 
domestic violence. The existence of a definition indicates formal recognition 
of the problem. The results of this inquiry are presented in column 2 of 
Table 3-2. 

Very few DHHS funded programs have established or adopted definitions of 
domestic, violence. At the State level, Social Services (22%) and Alcoholism 
Treatment programs (18%) are more likely than other DHHS funded programs to 
have such definitions. At the community level, the Emergency Assistance (23%), 
Child Protective Services (16%), and Social Services (16%) programs are more 
likely to have established a definition. 

Most frequently, respondents from the programs with a definition of 
domestic violence indicated that the definition originated in State domestic 
violence legislation. Examples of definitions range from the very broad 
(e.g., "any individual in need of services due to abuse, neglect~ or exploita­
tion") to very specific definitions delineating the types of physical and/or 
em~tional abuse, conditions of residence under which the abuse must occur, and 
the relationship or former relationships of the persons involved. A powerful 
use of a definition is illustrated by some Emergency Assistance programs, which 
us~ the definition of domestic violence to establish service eligibility; that 
is, "batteringll constit~tes an lIemergency.1I 

In brief, these findings show that most DHHS funded program staff are 
operating without a pl:'ogram definition of domesti,c violence. This factor may 
be curtailing staff recognition of domestic violence as a problem experienced 
by their service population. On the other hand, the establishment of a very 
specific program definition of domestic violence was cited by some respondents 
as restricting staff from responding to the ne1eds of victims seeking services. 
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Program Focuses 
on 

[}It-S'Programs Battered Women 
State % I Con1nunity % 

Aid to Families 
! 

with Dependent 6 5 
Children 

Bnergency 
! 

Assistance 14 17 

J 
Child Welfare 

Services 17 0 

Child Protective 
! 

Services 13 3 

Medicaid 2 I 0 
I 

Social Services 34 I 27 
I 

Community Health N/A 
! 

4 

J 
r,ommunity , 

Mental Health 27 29 tj 
j'", 

! 'o' . 

Work Incentive .. 
Program 0 O .. 

Alcoholism Treatment 
! 

and Rehabilitation 
and Alcohol 
Formula Grants 24 10 

nrug Abuse 
! 

Demonstration and 
COmmunity Service I 
Programs 22 I 10 

I 

TABLE a;-2 
Percent of State and Conwnunlty Programs Reportilg 

Efforts on Behalf of Battered Women 

t. t t K ::i 
, Program ProVloes 

Program Has Program Has Goals Services Specifically 
Definition of to Assist for 

Domestic \iolence Battered Women Battered Women 
State % I Conrnunity % State % I Conmunlty % State % I Q:mnunlJy % 

I I I 
4 I 8 4 I 8 2 I 10 

I I I 
I I I 

I I I 
9 I 23 14 I 17 18 I 17 

I I I 

I I : 
9 I 12 11 I 3 17 I 0 

I I 

I J I 
9 I 16 17 3 20 I 10 

I I 

0 I 3 0 
! 

6 2 I 3 
I 

I 
I 

I ! I 22 16 , 20 16 38 25 
I 

·~~:~.-i 
I 

N/A I N/A 
! 

8 N/A I 16 t'. , 

I I .,-
I ! I 

5 I 4 15 32 27 I 43 
I I ._ ...... 
I I I 

2 I 0 0 I 3 10 I 7 
I . I I 

I: I I 
I . I' I 
I I " I 

18 I 7 76 I 10 20 I 10 
I I I 

I I I 
I i I 
I I I 

12 I .. 10 20 I 14 22 I 24 
I I J 

*The base numbers for all percentages are presented in Exhibit 1. 

Program WOrKS wltn _ utner 
Agencies to Coordinate 

Services for 
Battered Women 

State % I Coomunl ty :Ii 

I 
24 I 35 

I 

! 
36 33 

! 
49 39 

! 
39 52 

8 
! 

17 

56 I 29 
I 

N/A I 40 
I 

I 
32 I 71 

I 

I 
16 I 38 I. 

I 

I 
I 
I 

56 I 38 
I 

I 
I 
I 

119 ' I 55 
I 

o 



I I Establishing Progr.am Goals 

Across the programs surveyed, there is considerable flexibility granted 
by DHHS to States and communities in the determination of program goals, as 
long as the goals have relevance to the broader legislated mandate. Thus, one 
purpose of this study was to assess the extent to which DB~S funded programs, 
at State and local levels, have goals pertaining to the needs of abused spouses 
and their families. Table 3-2, third column, summar.izes study findings on this 
area. 

Again, the findings show that some State and local staff are taking ad­
vantage of the flexibility provided within their respective program mandates. 

At the State level, this is especially true of staff from the go.cial Services 
(20%), Alcoholism Treatment (26%) and Drug Abuse programs. At the local level, 
Community Mental Health Center staff (32%) have exercised this option most 
often. 

Of note are the differences across DHHS funded programs in the extent to 
which State and community programs have developed goals to assist battered 
women. In some programs (e.g., Child Protective Services and Alcoholism 
Treatment) a larger percentage of State than community respondents identified 
such goals. Perhaps, some State plans include those goals, but the goals are 
not adopted consistently by all community service providers. In contrast, in 
other programs surveyed (e.g., Medicaid and Community Mental Health Centers), 
a larger percentage of local than State level respondents identified goals for 
battered women. Some local staff apparently are establishing these goals in 
response to the problem of spouse abuse evidenced in their community. 

Examples of goals addressing the needs of battered women, reported by 
DHHS funded program respondents, include: 

• '1'0 give service pii.ority to the children of battered women. 

• To coordinate program services with the Adult Protective SerV'j.i!~e.s . program. '" .... 

• To establish domestic violence identification, screening, and refer­
ral mechanisms. 

• To serve as advocates for battered women. 

• To extend assistance to battered women r.esiding in shelters. 

• To protect the health and safety of battered women. 

• To simplify the application process for battered women,. 

Although a minority of DHHS funded programs surveyed have goals &uch as those 
listed above, there appears to be the potential for further development in 
this area. 
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Providing Service,s and Coordinating Resources 

All DHHS funded programs offer services which battered women and their 
families may receive on the basis of their-broader eligibility for program 
assistance. There were no data available from respondents which would show 
the number of these victims currently receiving various program services. 
However, Exhibit 2 on the page following shows the primary services which 
could potentially be offered to eligible victims through DHHS program 
resources. Although not all States and communitfes offer all of the services 
listed on the Exhibit, the services shown are especially pertinent to the 
needs of abused spouses. 

Beyond the assessment of services generally available, this study also 
was interested in documenting: 1) DHHS funded programs providing some services 
especially for abused spouses and their families, and 2) DHHS funded programs 
working with other agencies to coordinate services on behalf of abused spouses. 
Findings on these two areas are presented in the fourth and fifth columns of 
Table 3-2. 

Across all DHHS funded programs surveyed, a minority of States and/or 
communities have elected to provide some special services for batt~red women. 
At the State level, those programs most frequently reporting Spe~i!11 services 
include Social Services (38%), Community Mental Health Centers (27%), Drug 
Abuse (22%), Alcoholism Treatment (20%), and Child Protective Services (20%). 
At the community level, it is the Community Mental Health Center (43%), Social 
Services (25%), and Drug Abuse Treatment (24%) programs which are more inclined 
to have special services. 

A broad range of activities was reported by respondents from the DHHS 
funded programs offering special services to victims and their families. Ex-
amples include: f 

• Providing food, clothing, and temporary shelter. ..•. 

• Offering various supportive services such as counselin~ and client 
advocacy. 

• Assigning specialized staff to work with battered women identified 
by other program staff. 

• Training staff to serve as paralegals for battere~ women involved in 
court processes. 

• Operating crisis 24 hour hotlines. 

• Establishing special family counseling and peer group counseling 
services for victims. 

Although the above points suggest that some DHHS program resources can be 
directed especially 'on victims of spouse abuse, the vast lllGljority of respond­
ents indicated that their programs have fetl~ if any, resources which could be 
used especially for victims and their families. However, many respondents 
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EXHIBIT- 2 

DHHS Services Potentially Available to Battered Women 
Who Meet Eligibility Requirements 

1-------------------------------------------------------------------------
I-------.~==~_r----._----_.--~~~~_.------~----~------~----~-----SE'l.VICES* 

Temporary I I I I I I 
I 
IDHlIS 
II'ROGRAHS 

Shelter! I 
Residentiall 

Cltre I 

Crisis I I 
Inter- I I 
vention Medical I Counseling I Legal 

I I I I 
I Employment/ Child Financial I Tranapor- I 
I Vocational Care Assistance I tation I Advocacy 

l-------T-------r----~--~~------+-----r------+-----+--------~----~-----I I I I I I 
I I' I I I 

lAid to I 
I Families with I 
I Dependent I 
IChildren I 
I I 
I I 
I F,llergency I 
I Assistance I 
I I 
I I 
IChild We lfare 
I Services 
I 

I 
I 
I 
I 
I 
I 

X X 

X X 
(for 
children) 

I X 
I (expenses 
I may be 
I con-
I sidered) 
I 
I 
I 
I 
I 
I X X 
I (court 
I related) 

X X I X I X 
{expenses I (expenses I 

may be I may be I 
can- I con- I 
sidered) I sidered) I 

I I 
I I 

X I I X 
I I 
I I 

X I I X 
I I 
I I 

I I I I I 
I I 

I laChMi~lddJAllib~us~e~r---------r------+------~--------+------4--'~----~------~---------+--------~-------
I and Neglect 
I Prevf!ntion 
I Treatment 

X X X X I X 
I (court 
related) 

X X X I X I X 
I I 
I I 
I I 
I I I--------+-------~------r_----r------+_---~------~----~------~----~-----

I Ind ian Hea lth I 
I Services I 
I I 
I I 
IMedicaid i 
I 
I 

X X X 

X X X 

I I 
I I X 
I I 
I I 
I X I X 
I (for medi-I 
I cal c!lre) I 
I I 
I I I-------r------~----r_----r_----+_--~------~----~------~----~-----

ISocial X I I 
I Services X X {related X X X X I X I X 
I to em- I I 

ployment)I I I 
I I I I-------+------~----~~~r_----+_--~------~----~------~----~-----

ICommunity 
I Health X X 

I 
I X 

I I 
I I 

I I I 
I I I I-------r------r----+-----r-----+----+------+----~------+-----+--

ICommunity 
I Mental 
I Health 

X X 
I 

X I X 
I 

X I I 
(court I I 
related) I I 

X 

X 

I I I 
I I I-------+-------r----~----~----~----~------+_----+_------~----~----~ 

IWork 
I Incentive 
I Program 
I 
I 
I Al'cohoUnm 
I Treatment 
I and Rehabi­
I tation and 
I Alcohol 

X X 

X I 
(related I 

Ito employ-
ment) 

X 

I i 
X X X I I X 

I I 
I I 
I I 
I I 
I I 

X I I X 
I I 
I I 
I I 
I I I~G~r~a~nt~s~ __ _r---------r------+-------+_------_+~----+_--------~------~--------+_------~-------­

I'Drug Abuse 
I Demonstra­
I tilln and 
I Community 
I Service 
1 Progroms 

X X 

I I 
I I 

X I I 
I I 
I I 
I I 

*Servicee listed are those considered most relevant to the needs of battered women and their families; some services are not 
available to some States/communities. 
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reported that program staff are attempting to assist victims through coord ina­
tion efforts with other agencies. Thus, it is not surprising that many 
respondents also believe that State and local coordination of services is the 
most feasible future program activity. 

To reinforce the coordination potential, the study findings show that, at 
the State level approximately 50 percent or more of the following DHHS funded 
programs are already coordinating activities with other agencies to benefit 
battered women: Child Welfare Services (49%), Social Services (56%), Alcohol­
ism Treatment and Rehabilitation/Alcohol Formula Grants (56%), Drug Abuse 
Demonstration and Community Service Programs (49%). At the community level, 
Child Protective Services (52%), Cowmunity Mental Health Centers (71%), and 
Drug Treatment (55%) programs are frequently involved in coordination activi-
ties for battered women. 

Coordination Strategies 

DHHS funded program staff have used several mechanisms to coordinate 
activities with other agencies, for example, participation on State/local 
danestic violence task forces, Governor's Advisory Councils, and Commissions 
on Women; service agreements with other programs/agencies; informal meetings 
with other program staff to discuss service provision to victims and their 
families; and the sharing of staff on jointly-sponsored activities related to 
the problem of domestic violence. Table 3-3 presents the percentages of DHHS 
funded progams involved in these various activit.ies. These data suggest the 
following: 

• 

• 

• 

About one-fourth'of the States and canmunLtLes su~veyed have estab­
lished some kind of interagency mechanism, like a task force or com­
mittee to consider the needs of battered women. 

Service agreements and the sharing of staff are less common mechan­
isms used to achieve coordination to benefit bat;tered women. At the 
same time, the Connnunity Hental Health, Alcoholism Treatment and 
Drug Abuse programs do report sa~e notable level of involvement in 
these coordination activities, primarily at the community level. 

The inf.ormal meeting is the mechanism most frequently used by pro­
gram staff to coordinate activities on behalf of battered women. 

W· h' h Ch' ld W lf " d S . 1 S . ,,~ L t Ln t e' l. e are SerVLces an oc La ervLces programs, C oor-
di.nation activities intended to benefit battered women are more like­
ly to occur at the State than the canmunitylevel. Within other DHHS 
program settings (with the exception of Community Health which does 
not have an administrative structure at the State level), coordina~ 
tion is more likely to occur at the cOIIlIlJ.lnity than the State level. 

Respondents identified some specific accomplishments resulting from these 
coordination actiyities,., 1) clarification of DHHS financial reimbursement" 
policies for services provided by shel,ters to batter~d women; 2) establishment 
of formalized referral procedures between and among programs; 3) increases in 
the numbers of battered women referred by prog'rams to various needed services; 
4) the develop~ent of DHHS and shelter record keeping procedures to ensure 
client confidentiality; 5) joint staff training on domestic violence issues; 
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D-IHS Programs 

Aid to Families 
With Dependent 
Children 

Snergency 
Assistance 

Child Welfare 
Services 

Child Protective 
Services 

Medicaid 

Social Services 

Conmunity Health 

COllm.lni ty . 
Mental Health 

Work Incen.ti ve 
Program 

Alcoholism Treatment 
and Rehabilitation 
and Alcohol 
Formula Grants 

Drug Abuse 
Oemonstration and 
CCimlunity Service 
Programs 

TABLE 3-3 
Percent of State and Community Programs Reporting 

Coordination ActivHies on Behalf of Battered Womeri 

P E F R NI\ N A V Y 
Program Task Force 

or Carmlttee Service Aareement Informal Meetinas Sharina of Staff 
ISt~~e %IConmunlty-% ISfate~Col!lT1lJn tv%: 'State:li ormunitv % State %1(olMlJnltv % 

I I I I 
I I I I 

a I 10 4 I 10 8 I 20 4 I 13 
I I I I 

I I I I 
14 I 7 5 I 13 14 I 23 0 I 7 

I I I I 

I I I 
. 

I 
23 I 15 17 I 9 29 I 21 14 I 12 

I I I , 
'! 
i I I I 

,15 I 26 7 I 13 17 , 29 7 I 13 
I I I I 

2 : 6 2 I J 2 I 6 4 I 0 
I , , ! , 

22 I 11 16 I 9 32 I 18 14 I 7 , , , , 
N/A I 12 N/A I 16 NIA I 12 N/A I 8 

I , I 'I 

I I I i , 
12 I 32 2 I 21 12 I 46 5 I 39 

I I I I 

I I I I 
2 I 7 0 I 17 10 I 10 2 I 14 

I I I I 

I I : I , I I , , I I I 
30 , 10 12 ., 24 28 I 24 18 I 21 , I I I 

I I I I 
I I , I 
I , , I 

25 , 14 14 I 28 22 I 35 14 I 71 
I , I I 

Other 
sta e %ICommun 

I 
I 

8 I 5 
I 

I 
18 I 0 

I 

I 
14 I 9 

I 

I 
15 I 13 , 
2 I 3 

I 

20 I 2 , 
N/A I 12 

I 

I 
17 I 25 

I 

I 
6 I 17 

I 

I 
I 
I 

18 I 7 
I 

I , , 
14 I 17 , 

*The base numbers for all percentages are. presented in Exhi.bit 1. 
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6) publication of a resource handbook for victims of domestic violence; 7) 
collection of needs assessment and incidence data; and 8) community education 
campaigns. 

The coordination activities assumed by program staff in some States and 
communities include ~ wide spectrum of human service programs (e.g., the 
Departments of Social Services, Education, Criminal Justice, Transportation, 
Public Health, and Coalitions Against Domestic Violence). On the community 
level, however, coordination is more likely to involve a small number of pro­
gram staff who operate on a case-by-case basis. 

Advocacy and Staff Training 

This study also examined the extent to which DHHS funded programs are 
involved in advocacy' and staff training related to the problem of domestic 
violence. Respondents were asked to report any advocacy activities on behalf 
of victims occurring within and/or outside their program and any staff train­
ing related to the problem (see Table 3-4). 

Across all DHHS funded programs surveyed, some program staff identified 
themselves or co-workers as advocates for domestic violence victims. These 
advocates are more likely to work within the Alcoholism Treatment, Drug Abuse, 
Social Services, Child Protective Services, and Child Welfare Services pro­
grams. DHHS program staff are engaged in several kinds of advocacy activities: 
1) flexibility in interpreting program regulations to facilitate services to 
battered women; 2) involvement in community education campaigns; support of 
the establishment of shelter programs; 3) inclusion of services for battered 
women in program plans and budgets; 4) lobbying for State domestic violence 
legislation; and 5) sharing knowledge with battered women about services 
available in the community. The staff interviewed for the Indian HeaUh Ser­
vices program also see themselves as advocates for battered women. Their 
efforts focus on encouraging Native American battered women to advocate more 
for themselves and on encouraging tribal governments to recognize domestic 
violence as a serious problem on the reservation. 

In addition to their own efforts to advocate for battered women, program 
staff are very aware of other advocacy efforts for battered women tak~ng place 
in their States and communities (see column 2, Table 3-4). The vast majority 
of respondents commented that the advocacy activities assumed by various groups 
have resulted in positive contributions. They most often noted increased pub­
lic awareness of the problem, passage of State domestic violence legislation, 
'and the development of shelters and other services in the community for bat­
tered women and their families. 

Respondents from DHHS funded programs also were asked to report on any 
training they or their co-workers had received to'better understand the prob­
lem of domestic violence (see column 3, Table 3-4). Across all DHHS funded 
programs surveyed, some staff have received this training. With the exception 
of the Child Welfare Services and Child Protective Services programs, this is 
a more common occurrence for program staff at the community level than at the 
State level. On the local level, a large percentage of the Community Mental 
Health Center (71%), Drug Abuse (48%), Alcoholism Treatment (45%), Social Ser­
vices (44%), and Child Protective Services (42%) programs have staff who 
received some specalized training. 
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TABLE 3-4 

Percent of State ar.d ComI11lllitY·r:,-ogram Staff Involved In and/or Aware of Advocacy Efforts 

and Percent of Staff Who 1-fave Received Speclalzed Training . 

A VO A C Y AND RA N N G A V ES 
Program Staff :, 

Program Staff Identified as Program Staff Aware of Advocacy Activities Received Training 
Advocates for OJtside the ProgrE!m in Area of 

(]-lHS Programs Domestic \iolence 1dctims for Danestic \iolence \ictlms Doml!stic \iolence 
Sate % Commun tv % State % I ColTlllUriiEV%· Sa e l\', • o:mmun tv % 

I ! I Aid to families I 
With Dependent I I 
Children 14 I 25 80 68 8 I 10 

I i 

1 r I Bnergency 
Assistance 23 I 27 77 83 23 I 23 

, I I 

Olild Welfare 1 ! I 
Services 40 I 30 91 70 40 I 30 

I I 

Olild Protective I ! : 
Services 30 I ','I 26 80 74 41 42 

I 
" 1 ! ! 
lledicaid 4 22 56 61 6 19 

I 

I • ! ! Social Services 46 36 80 67 34 44 
I I' 
I ","-

I ~' N/A I 76 NlA 
! 

32 CommunitV Health NlA 32 
I I 

1 - : ! 
Community II 

llental Health 37 '\ ' I 75 73 93 22 71 
\ •• r I .. , .. ~ 

I I ! 
Work Incentive I 

Program 18 . I " 3~ : 76 66 28 24 
I I 

I ! I 
Alcoholism Treatment I 

and Rehabilitation I 
and Alcohol I 
Formula Grants 60 I 55 82 86 38 45 

I 

1 I ! 
Drug Abuse 

Demonstration and I 
Community Service I 
Programs 55 I 45 80 79 43 48 

I 

\ *The base numbers for all percentages are presented in Exhibit 1. 
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Summary 

This section of the report has reviewed the extent to which, and the man­
ner in which, various DHHS funded programs are involved with the problem of 
spouse abuse. A significant number of the programs are engaged in coordina­
tion, advocacy, and staff training activi.ties pertaining to the problem of 
spouse abuse. To a much lesser degree, DHHS funded programs have goals and 
services especially for victims. There is considerable variation in the extent 
to which different DHHS funded program staff become involved with victims and 
their families. This is to be expected, given the differences ineligibility 
requirements, program focus, and latitude in planning mechanisms characterized 
by the DHHS funded programs surveyed. 

Both the State and Community Surveys provided an opportunity to gather 
program respondents' comments. Many of these are not easily quantified; how­
ever, an analysis of respondent comments suggests that those programs most 
actively involved with the issue of spouse abuse possess particular character­
istics: 

• Staff of the program are identified as advocates for battered women 
and their families. 

• 

• 

• 

Program staff interpret general program policies, goals, and eligi­
bility guidelines broadly. 

Program staff coordinate activities with other agencies equipped to 
assist victims. 

The p!:'ogram"has a State mandate to serve victims of domestic 
violence. !: , 

Many DHHS funded prog;ra1lls surveyed at both the State and community level are 
not characterized by(these descriptions. However, there if;; nothing in DHHS 
program mandates wh~\ch would prohibit these programs from becoming mOT!oI,' in­
volved with victims ':and their families. At the same time, other factors. tend 
to limit DHHS prografu;,assistance for this population. These barriers. are 
examined in the foli'io~'ing section. 

" 
;'1 

ANALYSIS OF DHHS' PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES 

One of the purposes of this study is to assess the potential for further 
DHHS program involvement with the problem of spouse abuse. This potential is 
assessed in this section by reviewing respondents' perceptions of the problem, 
respondents' identification of barriers to service delivery, and respondents' 
suggestions for improving services to victims and their families. 

Perceptions of the Problem 

Respondents were asked ,to comment on the severity of the prpblem of 
domestic violence, t.o identify factors which may contribute to the problem, 
and to identify other problem areas frequently experienced by battered women. 
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As Table 3-5 shows, the vast majority of respondents, at the State and commun~ 
ity level, across all DHHS funded programs believe that domestic violence is a 
severe problem. Most respondents also believe that economic factors such as 
financial stress and unemployment are an underlying cause (rsee Table 3-6). 
State and community respondents tend to agree less often ~ith regard to other 
underlying factors. State level respondents identified societal factors (such 
as sex role stereotypes and the changing role of the family) second only to 
economic factors, whereas local respondents more frequently commented on the 
presence of substance abuse, particularly, alcoholism, a,s a factor related to 
spousal abuse. Familial factors such as learning abusive behavior within the 
f'amily, personal factors such as emotional difficulties and str:ss, ~n~ int:r­
personal factors such as communication problems were generally 1dent1f1ed w1th 
the same frequency by State and local respondents. 

Table 3-7 shows the variety and range of problems presented by battered 
women, as identified by respondents of the DHHS funded programs surveyed. 
Respondents across all programs stated that more than 60 percent of th: bat­
tered women in their service populations experience other forms of mar1tal 
conflict, including emotional abuse. Between 40 and 50 percent of the 
respondents also identified social isolation, housing, legal protection, 
unemployment, and alcohol abuse by the spouse as frequent problem areas. 

Program staff perceive housing as one of the major unmet needs of bat­
tered women (see Table 3-8). Except for temporary shelter, this need probably 
cannot be met directly through DHHS program resources. However, many of the 
needs identified by program respondents potentially could be met, at least 
partially, through DHHS program resources. As shown previously in Exhibit 2, 
the DHHS funded programs surveyed offer a range of services relevant to the 
needs of victims and their families. For example, the AFDC and Emergency 
Assistance programs offer families financial assistance; Child Welfare Ser­
vices Child Protective Services, Social Services, and Community Mental Health , . 
Centers offer counseling and crisis intervention services; the Work Incent1ve 
Program offers employment-related services, and the Alcoholism Treatment and 
Drug Abuse programs offer counseling and rehabilitation services. 

The many problems experienced by battered women, coupled with unmet ser­
vice needs, make it clear that no one program has sufficient resources to 
become totally responsible for this population. Therefore, the potential of 
program involvement with victims is seemingly related to the use of in~e:nal. 
program resources and the pooling of resources across programs. Ident1f1cat10n 
and referral of victims and their families also is critical if service needs 
of victims are to be met. 

The majority of local respondents surveyed, across all DHHS funded pro­
grams, belie~e that it is the community's responsibility to meet the needs of 
victims and their families. At the same time, the majority of local respond­
ents believe that existing resources in their communit'ies are inadequate for 
meeting the needs of this population (see Table 3-9). This latter point is 
emphasized by noting that respondents in nearly one-half of the communities 
s,urveyecf.commented that special resources, such as advoca¢y programs, hotlines, 
or shelters for battered women, do not exist in their community. 
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TABlE 3-5 

Perceptions of State and Cormu!ity P~ Staff Of! 
the Problem of DomesIic\(ioIence 

,. 

• 

!lil£ PROORAMS 
PERCEPTIONS OF O()ESTIC VI£l.EI£E* 

T DIsagree That It 1 
Agree That It Is a I Is a Severe I 

No Ooinion X SeveI~ Problem Problem 
Stefe nCamunlIv XIState XICoI!mlJilltv XIState XIC!lmiJnlty I 

Aid to FamilIes With Dependent 1" 1 2 1 I 14 I 84 I 85 13 3 
Ollidren 

I I I I I Emergency AEsistance 
78 I 83 I o 1 l3 

T 23 T 3 
Ollid Welfare ServIces 

94 I 97 I o I 0 T 6 T 3 
Child Protective Services 

87 T 100 T o I 0 
I 11 ·1 0 I Medicaid 61 -T 81 

T 6 T 19 
I 31 I 0 " 

Social Services 92 T 93 T o I 4 
I 8 1 2 

, I CDmlunity t-ealth WA 
I 96 

T WAT 0 r WAI 4 
COmmunity Mental Health 91 

I 96 I 2 I 4 I 7 I 0 I I I I Work Incentive Program 6B 
I 93 I 61 0 T 26 r 7 

Alcoholism Treatment and T I -r -r I Rehabilitation and 
9B I 93 I 0 I J I 2 I 3 Alcohol FOImula Grants 

I I I 
Drug Abuse Demonstration and T T I I 1" 96 97 0 0 4 I 3 COmmunity Service Programs 

j i i j 
*Percentages may not equal 100 due to rounding. 

*The base numbers for all percentages are presented in Exhibit 1. 
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TABLE 3-6 

Percent of State and Community Program Staff Identifyilg Factors That Contrbute to Oomestb Violence 

CONTRIBUTING FACTORS 

Familial Socfetal i;:conomic Personal 9Jhstance Abuse Interpersonal Ot.her 
.r 

!liHS ffiOGRAMS state I Q:)lT'll.Jnity state ! CtJrmunity state I CtJrmunity state I Olllllunfty state I fbrmibnit y state I CtJrmunity state I CtJlmunity 
% I % % % % I % % I % % I % % I % % I % 

Aid to ~amil1es I ! 25 I r 31 I 14 I 15 I 10 with CP.pendent 22 20 35 66 60 47 25 75 6 
Children I I I I I I 

\':mergency I I I I I I I 16 17 36 23 91 90 Ji6 33 23 50 'l7 30 0 13 Assistance I /~: I 1" I I I I '. , 
Child Welfare 29 

! 
27 60 

! 
55 60 I 64 26 I 46 20 I 64 11 I 15 0 I 3 Services I I I I I 

! ! r-"' 

I I I 7 I Child Protective 17 32 52 4? 
! 

J,71 24 19 13 Services . 76 I 37 39 37 58 
I ~, I I 

! ! , 
I ! I I ~djcajd 6 17 29 33 5.5 78 33 39 29 69 17 19 4 17 

',A,. I I I 
! ... \l '-. 

I ! I I I 

Social Services 30 24 5& i 110 P'I I 80 36 36 32 53 20 20 0 16 
I I I I , 

! I I ! ! I I Chrmun~ty Health NlA 28 N/A 44 NlI~ 60 NlA 40 NlA 32 N/A 20 NlA I? 
I \\ I I 

Cormunity ~ntal ! 
14 I ! ! ! 12 I 25 I 4 32 66 64 63 61 37 36 46 39 5 Health ( I ( 

Work Incentive ! 40 I ! ! ! I 17 I Program 16 21 48 60 97 46 36 24 6~ 24 2 0 
I ( ( 

I\lcoholi~ Treatment ! I ! ! " ! I I and Rehabilita- 16 10 60 41 52 55 32 36 " 70 79 l~ 14 !1 "!-
~ion and Alcohol I ( I 
Formula Grants I \1 I 

Drug Abuse I I ! ! ! I I ~lOCInstrat1on and 22 14 55 59 57 45 37 45 5J 45 25 I 31 !1 7 
Cormtmity Service ( I I I 
ProorOOls I I I I 

---------------,-------
*The base numbers for all percentages are presented in Exhibit 1. 

Don't Know 

State I Corrmunity 
% I % 

4 I 0 
I 

{) I 0 
! 

0 
r 

0 

4 
! . 

0 

2l 
! 

0 

2 
! 

0 

N/A 
! 

4 

2 
! 

0 

! 
0 0 

! 
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! 
0 0 
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TABLE 3-7 

P9rceD~ of Community Program Staff on 
FI"ElQUSflCY cit'~robIems Experienced by Battered Women * 

FREQUOCY OF OCCURREN:E (~;)-

FroaEM MEA Less ll'an I I More Than I D::m't 
. 3 Ill: 1 30-61ll: I 6!lli i Know 

Other Marital COnflicts 2 ! 
1 13 I 78 I 8 

Unemployment 17 ! 29 I 43 I 12 1 1 1 

Alcohol Jlbuse by Spouse 8 I 39 I 43 ! 10 I 1 

Drug Abuse by Spouse 49 ! ,. 
1 

30 I 6 ! IS I, 
Physical Health Problems 51 'j 22 I 12 I 16 

Mental Health Problems 25 I 33 : 32 I 11 

Developmental Disability 78 I 4 I a I 17 

Pregnancy 62 I 15 I 
,. 

5 I 18 

New Baby in Ibne 5) I 22 I 4 I 2l 

8notional .abuse by Sp6use 7 I 15 i 66 I 12 

Child Care Problems 30 I 28 I 28 : 15 

Child Behavior Problems 22 I 38 : 23 I 18 

Child Jlbuse by Spouse 35 I 32 I 16 I 17 

Social Isolation 13 I 22 I 49 I 15 

!-busing (emergency or peIl11anent) 22 I 22 I 48 I 9 

Transportation , . 27 I 25 I 34 I 15 

Legal Protection from Spouse 16 I 23 I 47 I 15 

*The total N for this question is 250 (55,5%). 
*iIf'ercenteges may, not equal 100 due to roundio;,. 
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*The base numbers for all percentages are prese'llted in Exhibi t 1. 
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TABLE 3-8 

Percent of State and Community Program Sta~,f 

Identifying Unmet Service Needs of Domestic Violence Victims 

/"" 
UNMET ,SERVICE NEEDS 

oms FROGAA-IS I:t!Using {Jieal ' 1.1:1~lS 
Intervention Mental ~alth 

state % 1 Comlt.Niity % stat~' % ! Comnunlty % state % ! ConInunlty % state % 1 Lbmnunlty % 

Aid to Fam1l.1eS I ! ! 
21 I with ~endent 29 55 4 10 0 0 28 

Children I I 
8nergency 18 I 55 0 

! 
0 0 

! 
0 9 I 27 Assistal)Ce I I 

Child Welfare 61 I 7 
! 

0 
! 

21 1 Services BO -: 7 60 
J I 

Child Protective ! ! ! - I Services 62 72 5 0 10 10 21 ~B 

I 

Medicaid 50 
! 

52 17 ! 
19 0 

! 
\~O 6 I 

i 
38 

Social Services 61 
! ! ! 

31 \, .- \ 57 76 0 , 0 3 3 
1'. .. , Il 

Oommunity Health N/A ! 
65 N/A ! 

0 NlA ! 
6 NlA 

[.,-, 
35 

I ; ~ 

! ! ! : 
! Oommunity Mental 0 21 Health 62 48 0 0 9 I 26 
I 

Work lncenU ve !!2 
! 

63 0 
! 

0 10 
! 

0 24 I 42 Program I (j 

I Aicorol!sm Treatment ! ! ! I and Rehabilitation 51 4,6 5 14 8 0 15 46 . 
and Alcolul I 

I Formula Grants . I i i 

Drug ).\IJuse I, ! I I Demonstration ~nd 56 60 10 5 7 Or:-.) 7 20 COmmunity Service J I I Proorams 

'Percentages are based only on those program respondents who identified unmet service needs. 

*The base numbers for all percentages are presented in Exh;J.b\it 1. 

" 

I) 

" 

Legal Services 

State % I Ccrnmunity % 

0 I 21 
I 

0 I 0 

11 
! 17 

13 
! 

1~ 

6 
! 19 

6 ! 16 

N/A ! 0 

! 
18 

i 
9 

5 1 11 
I 

I 3 5 I 
I ! 

I 5 10 I 
i 

" 
Vocational Services 

state % 1 Community % 

13 I 17 
I 

0 I 14 
I 

4 1 7 
I 

10 I 14 
I 

0 I 10 
I 

17 I 5 
I 

NlA 1 12 
I 

9 I' 13 
I 

0 1 21 
I 

I 10 23 I , . 
I 

I 7 0 I 
I 

(:) 
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Ollldren 

Einergercy 
A.'>sIstance 

ChUd Welfare 
ServIces 

ChIld Protective 
ServIces 

l.fedlc'lid 

SocIal Services 

r~lty lealth 

C(JTml.lnit y I.fenta 1 
I-balth 

Work Tncent 1 ve 
Progra., 

1\1 col1OUsm 'reatmt'nt 
and Rehabilitation 
and IIlcol-ol 
Formula Grants 

UiUg libuse 
~tratlon and 
Oonnunlty ~rvIcp. 
ProQrams 
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TABLE 3 -8 (continuod) 

'Percent of State and Community ~'Progl\"am Staff 

Identifying Unmet "Service "Needs of Domestic"'Violence' Victims 

UNMET SERVicE NEEDS 

Chlld care Transportation Financial Assistance Advocacy .!:iPrVICeS tor 
Abusino SDouses 

state % I COmnunlty % State % I Ccmnunlty % State % I Olnmunity % State % I Comnunity % Statp % I CO/Tllllunity % 

0 I 10 0 
! 
I 7 21 I 14 0 I 7 II 

! 
3 

I I I 
! 

0 I 5 27 I 9 0 I ')7 
! 

14 0 0 0 
I I i 

! ! --,-
I ! 

D 7 0 0 11 I 17 0 3 II ')7 

I I 

0 
! 

7 0 
! 

7 10 I 31 I 13 
! 

17 5 3 
I I 

! ! I I r 
0 5 0 10 6 19 0 5 0 74 

I I 

3 
! 

3 3 
! 

5 0 I 14 0 I 0 17 
! 

16 
I I 

N/A 
! 

12 N/A ! 
0 N/A I 6 NlA I 0 

I 
N/II 12 

I 

18 
! 

17 3 
! 

4 3 
! 

30 0 I 4 ! 
3 2~ 

I I 

0 I 16 0 
! 

16 D 
! 

21 0 I 5 0 
! 

21 
I I 

I 
, 

! ! I I 

13 14 0 5 10 9 0 0 n 9 I I 
I I 
! ! ! I ! 

17 I 15 0 0 10 iu 0 I 5 '> I 30 I I 
I I 

*The base numbers for all percentages are presented in Exhthit 1. 

t-P.eCls RelateCl to 5tafnnQ 
and Service Deliverv , 

State % I ColMlunity % 

21 I 3 
I 

0 I 9 
I 

43 I 10 
I 
r 

33 10 

1 
11 5 

17 
! 

5 

NtA ! 
24 

32 
! 

0 

43 
! 

3'2 

! 
36 0 

! 
44 OJ 
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TABLE 3-9 

Perceptions of Local Program Staff on 

Community Responsibity for Meeting Needs 

of Battered Women and the Adequacy of Community Resources 

Aoree That It Acree That 
aiHS FflOGRAMS Is the Cbmmunity's Cbmmunitv Resources 

Responsibility % Are Inadequate % 

Aid to Families With Dependent 78 68 O1ildren 

~mergency Assistance 97 63 

O1ild Welfare Services 82 91 

O1ild Protective SerVices 90 87 

~dica:td 72 70 

Social Services 
;0::-'1, 

.', 82 87 
·,~'i'. 

Cbmmunity realth ) 84 76 

Community Mental Pealth 93 79 

WOrk Incentive Program 97 62 

Alcoholism Treatment and 
Rehabilitation and 93 79 
Alcohol Formula Grants 

Drug Abuse Demonstration and' 90 76 Cbmmunity Service Programs 

*The base numbers for all percentages are presented in Exhibit 1. 
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Data show that most staff of DHHS funded programs recognize spouse abuse 
as a severe and complex problem requiring the local provision of many different 
services. Respondents also perceive their communities as having insufficient 
resources to meet the service needs. The following section discusses addi­
tional barriers identified by respondents as restricting their programs from 
filling the gaps in the service delivery system. 

Barriers to Service Delivery 

Program respondents identified multiple barriers which they believe 
restrict their programs from responding to the needs of battered women and 
their families. Some of these barriers are viewed as resulting from Federal 
and State legislation and regulations. Other barriers are seen as resulting 
from limited program resources available to deal with the problem. Finally, 
there are barriers perceived as a result of community attitudes and of the 
victims' characteristics. 

Before discussing the specific barriers identified by respondents, it is 
important to review e. major concern expressed by respondents. Respondents 
repeatedly noted that it is not within the purview of their programs to provide 
any special assist'ance to victims and their families. While it is true that 
some of the DHHS funded programs surveyed cannot target services on any special 
population not eligible by legislative mandate (e.g., income eligible, or eli­
gible because of substance abuse), the mandates do not preclude staff from 
initiating special activities to help victims who are eligible for basic pro­
gram services. 

Some of the perceived barriers reported here might be eliminated with a 
modest investment in staff training to increase awareness of exemplary efforts 
assumed by programs in other communities and States. For example, respondents 
made numerous references to the surveyed program's authorizing Federa: •. legis­
lation. On the One hand, many respondents believe that their programs are 
restricted because of legislative mandates to focus on populations other than 
abused spouses and their families; for example, "children,)" the "medic_::LIy 
underserved," the "mentally ill," or "substance abusers." On the other, 
respondents also believe that the lack of a legislative mandate'to target 
battered women and their families deters staff from becoming engaged in dome5~ 
tic violence intervention activities. 

Many respimdents noted that the absence of State lei~is1ation on domestic 
violence or on the protection of "vu1nerab1e u adults alsp restricts staff 
authority to intervene, in situations of domestic violencia. In States where 
there is adult protective legislation, many respondents 'indicated that the 
legislative intent does not necessarily include victims lof spouse abuse. 
R?,ther, the legislation focuses on helping adults who ar'l~ unable to manage 
their own affairs because of age, mental, or physical disabilities. 

Respondents from several programs, particularly the WIN, Community Mental 
Health Center, Alcoholism Treatment and Drug'Abuse programs, noted that Federal 
and State regulations on fimmcia1 reimbursement restrict them from helping 
batter~d women and their families. Some WIN respondents, for example, reported 
that there are no reimbursable se~vice categories related to the problem of 
domestic violence. Drug Abuse progr~m respondents reported that services 
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extended to family members of substance abusers often are not reimbursable. 
Thus, respondents from these programs commented that battered women whose hus­
bands are the substance abusers usually are not provided with any direct pro­
gram services. 

Respondents also noted that several DHHS funded programs have established 
separate processes for determining an applicant's financial eligibility and 
service eligibility. Many respondents perceive that strict interpretation of 
this policy deters the identification and referral of battered women by income 
maintenance staff. Many respondents also believe that they are deterred from 
referring victims to other programs because of issues related to client confi­
dentiality. 

The limited availability of program resources is viewed as another major 
barrier to serving battered women. Funding and staffing shortages already 
curtail activities in ongoing mandated program areas; most program respondents 
consider the commitment of additional funding and staff as necessary prerequi­
sites to expanding services to battered women and their families. 

Community attitudes apparently further restrict DHHS funded programs' 
capacity to assist battered women. Repeatedly, community resistance to inte~­
vening into "private" family life was noted by respondents. Such community 
attitudes apparently extend into the service provider network as well. Several 
respondents, for example, indicated that they, themselves, lack knowledge about 
the problem of domestic violence and about the availability of community 
resources to deal with the problem. Others reported that it is difficult to 
coordinate services for battered women because agencies have different 
priorities, eligibility guidelines, and policies. 

Many respondents noted barriers to service delivery created by the bat­
te,red woman's personal situation. For example, battered women with no child­
ren are not eligible for AFDC, EIl'lergency Assistance, Child Welfare Services, 
Child Protective Services, or WIU program services. In addition, battered 
women must meet the income, residency, and/or other types of eligibility cri­
teria specified by the DHHS funded programs. This means that while similar 
basic services (:'.,I~re needed by most battered women, eligibility for those ser­
vices has to be determined on ~ case-by-case basis. This is a time consuming 
task which most agency staff are not mandated to assume. 

Further, many respondents believe that battered women are generally 
reluctant to seek program services, because they are afraid of their spouses' 
reaction, are too embarrassed to admit to being battered, feel there is a 
stigma attached with receipt of "welfare ii or iipsychiatric" services, or are 
afraid that their children will be placed in foster family homes. Other 
respondents believe that battered women often are unaware of services avail­
able, or have no means of transportation to program~ offering the services 
they need. 

Finally, one significant barriar, reported by more than one-half (51%) of 
the DHHS funded program respondents at the community level, is that their pro­
grams have no int:ike procedures for identifying battered women. Thus, bat­
tered women and their families, are not routinely identified or referred to 
other service providers. 
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In brief, a variety of barriers are perceived by respondents as interfer­
ing with the development of program strategies to assist victims of domestic 
violence and their families. Some of these barriers result from actual con­
straints on program resources, lack of community support, or lack of staff 
knowledge on how to identify and intervene with victims and abusers. Other 
barriers, however, stem from staff misinterpretation of program mandates 
policies,.a~d regulations. Clarification of these latter areas by Feder~l and 
State adm~n~strators appears to be a significant prerequisite to fUrther use 
of DHHS program resources for victims. 

Some DHHS funded programs surveyed are able to address the needs of bat­
tered women in spite of the barriers noted above. Special staff activities 
described in the previous Chapter and in the first section of this Chapter,' 
serve as examples of what can be done to assist battered women who meet the 
program's eligibility criteria. In addition, program respondents offered 
other suggestions for resolving b~rriers to service delivery. These recom­
mendations are discussed in the next section. 

Respondent Recommendations to Enhance Service Delivery 

Pr~gram res~on~ents were ~sked ~o.suggest ways for improving the delivery 
of serv~ces to v~ct~ms and the~r fam~l~es. These recommendations were offered 
as ways to overcome some of the barriers. Suggestions offered relate to 
changes in: 1) program mandates, regulations, and resources; 2) internal pro­
gram policies and procedures; 3) interagency lin~ages; and 4) training and 
technical assistance activities. 

Many respondents expressed the need for changes in current program man­
dates, reg\1lat;i~n~, and resource C)llocations to enable direct service provision 
and other act~v~t~es on behalf of battered women and their families. They 
suggested: 1) revision of program mandates to permit and/or encourage the 
targeting of DHHS activities on victims of domestic violence, 2) revision of 
progra.m regulations to allow Federal reimbursement for services to all members 
of a client's family, and 3) clarification of issues of client confiden~iality ~ 
with respect to reporting cases of spouse abuse and sharing information 
with other service providers. In addition~ nearly all respondents emphasized 
that their programs need additional resources (funding and staff) to focus 
specifically.?~ the service needs of battered women and men, abusing spouses, 
and their ch1Luren. 

Recommendations regarding internal program policies and vrocedures pri­
marily pertain to changes at the local progr.am level. Respondents recommended 
the establishment of a~ency intake policies, which require probes for the 
~de~tifi~a~ion of spouse abuse as well as procedures to follow onCe the problem 
~s ~dent~f1ed. When spouse abuse is the reason why a woman is in need of ser­
vi~e~ ~h7Y sugge~t speeding.up the application process or waiving some of the 
e11g1b1l1ty requ1rements wh1ch may place her in further danger (e.g., pursuit 
of child support, returning home to obtain documents necessary for verification 
of assets~ birth records, etc.). . 

Appointing staff as domp.;stic violence intervention and referral special­
ists is another suggestion /alade to facilitate the program's responsiveness to 
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victims and their families. Several respondents believe that the development/ 
expansion of crisis intervention, family treatment, and group counseling 
approaches within their agencies would further facilitate the delivery of ser-
vices to battered women. 

Respondents also have suggestions for improving interagency linkages and 
the coordination of services provided by various agencies. Although they 
recognize battered women have a range of service needs, many respondents sug­
gest that one agency be designated as the focal point ~f domestic v~o~e~ce 
intervention. This State/local agency would assume pr1mary respons~b~l~ty for 
community and profes·sional education, service coordination, and direct inter­
vention. In addition, this agency would help staff from other programs to 
clarify their roles and options in domestic violence cases. Staffing and 
funding from var.ious programs could be combined to provide this agency with 
resources needed to carry out its activities. Further, respondents suggest 
that formal referral and follow-up procedures on behalf of victims and their 
families be developed among agencies. 

Finally, respondents suggest that program staff receive training/ 
technical assistance to improve their capacity to intervene with families 
experiencing domestic violence, including training on: 

• Topics to increase staff awareness of and sensitivity to the problem 
of spouse abuse and to the families experiencing the problem. 

• The underlying psychological dynamics of spouse abuse and accompany­
ing family dynamics. 

• 
• 

• 

e 

-." 
• 

Physical as well as other indicators of spOllsa abuse. 

Specialized interviewing, crisis intervention, and counseling tech­
niques. 

Service needs of battered women and their families and resources 
available in the community (and neighboring communities) to meet 
those needs. 

The leg~l rights of abused spouses. 

lbe effects of spouse abuse on children. 

Ways to identify, understand, and help abusing spouses • 

Respondents also recommend that current information on the extent of the prob­
lem and how other programs are responding be shared with them. 

Summary 

Study findings presented in this section indicate that most staff of DHHS 
fuuded programs are aware of the problem of spouse abuse, its complexity, and 
the special service needs of victi.ms. They also recognize that many service 
needs of ~ictims are not being met through existing community resources. 
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Program staff in a few States anQ. communities have directed their concern 
about the problem on the development of special intervention strategies to 
benefit victims. Some staff are taking steps to develop service delivery net­
works; others are requesting guidance in this area. Actions such as these 
illustrate the potential use of DHHS program resources t,o help those battered 
women and their families who meet the program's eligibility criteria. 

Several recommendations made by respondents for improving the delivery of 
services to victims can be implemented easi1y--staff training, procedures to 
identify victims and hasten application processes, and coordination among ser­
vice providers. At the same time, in assessing the potential for applying DHHS 
pro\~ram resources to the delivery of services for victims, one cannot overlook 
the fact that many barriers, both actual and perceived, need to be clarified 
so that resolutions also can be developed. One barrier which exceeds the 
potential of current DHHS program resources is that some victims are not eli­
gible for any DHHS funded program services. The current and potential role of 
State funded and grassroots domestic vioJ.ence programs to fill this service 
gap, as well as others, is examined in the next section. 

STATE AND LOCAL DOMESTIC VIOLENCE PROGRAM INITIATIVES 

During the State and Community Surveys of DHRS funded programs, CSR staff 
identified two types of special programs which are e'vo1ving to meet the needs 
of abused spouses and their famiJ.ies: 1) State funded and authorized domestic 
violence programs and 2) local grassroots programs. The em~rgence of these 
programs suggests that victims have some needs which require specialized 
intervention. Thus, this section summarizes study findings on the current and 
potential service delivery role of those programs. 

Extent of Current Services 

The number of States and commu~,ities with specialized programs for abused 
spouses and their families was documented through this study effort .'t, t the 
time of the State Survey, 16 States, or 31 percent of all States, had,~ State 
funded domestic violence program. Of the 88 communities selected for the'Com­
munity Survey, 48 communities, or 54 p~rcent, had one or more grassroots pro- 1 
grams. This percentage reflects the growing number of local grassroots, efforts 
throughout the country. 

To date, staff of these State and local programs are focusing their 
efforts on battered women and their children. Services most frequently pro­
vided include emergency housing, hotline counseiing and referrai, crisis 
intervention, and transportation. Some of these programs also provide services 
to the battered woman's family, such as housing accommodations for children, 
family and group counseling, and, in a few instances, counseling for the abus­
ing spouse. 

Since da'ta on victims were not available from the DHHS funded programs 
surveyed, a revie,7oi;;data collected from these special programs provides the 
o~ly opportunity ,to<:.ceport on some characteristics of victims seeking services. 
These findings, hr:~;ever, should be interpreted broadly, because the numbers 
reported by most \',rqgrams are estimates rather than actual counts. 
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Data from a random sample of 31 of the grassroots prog~ams were aggregated 
for this review. Data also were aggregated for six of the State funded pro­
grams sampled. A total of 27,374 battered women received services during the 
past year from the grassroots programs sampled. Individual program counts 
ranged from 19 to 10,904 with the higher numbers including calls received by 
program staff through hotlines as well as women reached through community 
education activities. ,Low numbers, on the other hand, reflect programs which 
were just starting up at the time of the Community Surveyor programs in rural 
settings. 

A total of 1,321 battered women received services from the six State 
funded programs sampled. The number of victims served by individual programs 
ranged from 12 to 670. Aga.in, this wide range is explained by the type of 
services provided (e.g., hotline, shelter, counseling), the date of implemen­
tation, and the location. 

Additional information analyzed the subsamples of these special programs 
provides some insight to when battered women seek help and their living condi­
tions before and after they seek this help: 

• 

• 

Only three percent of the battered women served had contacted the 
program after their first incident of abuse, while more than 90 per­
cent made their first request for assistance after repeated inci­
dents of abuse. 

Over 90 percent of the battered women were living with their spouse 
at the time they sought help. After contact with the program, an 
estimated 45 percent of the women returned to their spouse, while 30 
percent established separate households. Living arrangements of the 
remaining 25 percent were unknown. 

Over 59 percent of the women reported violent episodes between their 
own parents, and 31 percent reported abuse as children. 

Further, many of the staff from these special programs reported that they are 
providing their services to a primarily white, lower economic class of women. 
The staff expressed Concern about minority group and upper class battered 
women who apparently are not yet turning to them for help. 

Service Potential 

The staff of the State funded and grassroots programs surveyed identified 
several barriers which currently limit their potential to help victims and 
their. families. Most of these barriers are similar to these identified by 
respondents from the DHHS funded programs. For example, they repeatedly iden­
tified lack of program funds and staff, restrictions imposed by DHHS program 
eligibility criteria, and inadequate community resources. Shelter program 
staff also emphasized the difficulties they encounter when trying to meet 
local zoning ordinances and residency requirements. 

The special program staff surveyed believe that their future potential to 
help victims of domestic violence depends, to a considerable degree, on the 
resolution of these barriers. Some of these staff already have diminished the 
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negative impact of the barriers by working closely ~-1ith the staff of DHHS 
funded and other programs. Further, many staff believe that further collabo­
rative efforts will result eventually in a comprehensive service delivery 
system for victims and their families. The establishment of more interagency 
service agreements and formalized referral mechanisms are viewed as the next 
steps toward this gca1. 

At this time, however, there is serious questions!!? to whether the goal 
of a comprehensive service network for victims will be realized. Most of the 
State funded and grassroots programs surveyed are in f~nancia1 jeopardy. Many 
of these programs operate on a pilot or demonstration basis without any promise 
of long-term funding. In addition, States and communities are experiencing 
budget cuts across all s.ocia1 programs v,;:tich most likely will deter the devel-­
opmeut of new programs. If the goal is to be realized, the pooling of State 
and community resources is a necessary prerequisite. There also must be ser­
vice strategies developed which prevent the duplication of services at the 
local l~v~1. 

Summary 

State. funded and grassroots programs are making important contributions 
to the de1iver'T of services for victims and their families. Often, these pro­
grams are providing services, such as emergency housing and specialized crisis 
intervention, which are not available elsewhere in the community. Staff also 
are providing services to abused spouses who are not eligible for DHHS program 
services. Program staff are increasing community and government awareness of 
the special service needs of victims. 

Victims of domestic violence, in turn, are increasingly turning to both 
the special programs and DHHS funded programs for help. Staff of the DHHS 
programs surveyed view the specialized programs as critical referrai resources 
for their clients. It appea~s that the resources of both are necessary if 
victims' needs are to be met, even partially. 

One must remember that these special programs do not exist everywhere. 
Nearly one-half of the communities ,aCross the country have no special programs, 
not even hotlines or crisis intervention programs, for battered spouses. 
Further, many of the special programs which do exist are experiencing severe 
fina~cial difficulties. Services for children and abusing spouses are vir­
tualiy undeveloped everywhere. 

These study findings, coupled with the- data presented on the DHHS programs 
surveyed, reinforce the fact that there is no one program which can me~t all 
the service needs of victims and their families. Rather, the challenge ahead 
is learning how to make better use of existing program resources available 
through Federal, State, and local auspices. 

Tne next Chapter explore~ the relationship between various types of pro­
grams and variables which potentially could influenceser"'~Jce delivery to vic­
tims and their families. This discussion may assist in ma,'~ing policy decisions 
affecting future efforts to help victims. 
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CHAPTER 4: SPECIAL ANALYSES OF STATE AND COMMUNITY SURVEY FINDINGS 

This Chapter presents additional statistical analyses on three issues 
related to this study effort: 

• The relationship between State and community level program activities 
to help victims. 

• The differences, if any, between DHHS funded activities in States 
with and without a State funded domestic violence program. 

• The relationships among key programmatic variables at the State and 
local levels. 

ANALYSIS OF STATE AND COMMUNITY ACTIVITY LEVELS 

Both States and communities surveyed were rated as "active," "in-between," 
or "inactive" with respect to efforts aimed at meeting the needs of battered 
women and the same teChnique for States and communities was used in developing 
these activity ratings. Individual questions or variables were identified as 
indicators of activity. The responses to these questions were coded and 
aggregated to develop a single numerical score for each State and community 
surveyed. The variables used to develop the score include: 

• Whether programs surveyed, at the State or community level focus on 
battered women as a special group. 

• 

• 

• 

• 

Whether programs surveyed at the State or community level have goals 
pertaining to the needs of battered women. 

Whether programs surveyed at the State or community level provide 
direct services especially for victims. 

wnether programs surveyed at the State or community level are 
involved in coordination activities related to the problem o~ spouse 
abuse. 

Whether staff or programs surveyed have received training or techni­
cal assistance to better understand the needs of victims and their 
famines. 

The numerical SCores calculated for States and communities were placed on a 
continuum to determine the range of variation and the clustering of SCores. 
The scores were ~lustered into three groups distinguishing among active, 
in-between, and inactive ,communities or States. Based on the calculations, 15 
communities were rated as active, 24 were rated 'as in-between, and 44 were 
rated. as inactive. These communities were located across 15 States. Within 
this sample of 15 States, 5 States were rated as active, 5 as in-between, and 
5 as inactive. Across all 50 States" and the District of Co1u~bia, 15 States 
were rated as active, 18 as in-between, and 18 as inactive. As with any 
similar scoring teChnique, these scores must be considered to be relative, and 
not absolute, scores. 
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The relationship between ratings assigned to communities and their 
respective States were examined using the chi-square test and the· Spearman 
rank order correlation coefficient. An initial analysis of the data reveals 
no significant relationship between the State and community activity levels; 
that is, active communities are not necessarily located in active States. The 
data presented in Table 4-1 illustrate the distribution of communities across 
States by activity level. The chi-square computed for this table indicates 
that a statistically significant It''elationship does not exi§t between the 
activity level of a State and tha,1;: of a community within the State (p ~ .05). 

A Spearman rank order correlation coefficient was calculated as another 
measure of the relationship between State and community activity levels. 
States and communities*were ranked according to their scores. Table 4-2 
displays the corresponding rankings, matching the community score with its 
respective State. For example, in the State which is ranked highest on activ­
ity level, the corresponding community score rank' is 13th. In this instance, 
there was an inverse relationship between activity level of the State as com­
par~d to the communities within the respective State. Overall, no distinct 
pattern emerges. The test results yielded a correlation of 0.240. 

Although there is no statistically significant relati,onship between a 
State's activity level and the activity level of communities in that State, it 
should be noted that the activity levels for communities are always lower than 
those reported for the respective States. To some extent this reflects the 
difference in opinions and awareness between State level and community level 
program staff. State level staff may often assume that efforts are being made 
to serve victims of domestic violence at the community level when, in fact, 
this is not the case. 

ANALYSIS OF STATE FUNDED DOMESTIC VIOLENCE PROGRAMS 

The second study issue is concerned with the relationship between the 
presence or absence of State authorized and funded domestic violence programs 
and the activity level of DHHS funded programs with respect to victims. Two 
study questions are addressed by this analysis: 

• Across all the DHHS progratrs, are there differences between the 
activity levels of DHHS programs in States with a State funded 
domestic violence Pl'ogram and the activity levels of DHHS programs 
in those States without a domestic violence program? 

• Does there appear to be a difference in activity level, by type of 
program, in those States with a domestic violence program versus 
those States without a domestic violence program? 

Three activities indicative of a program's efforts to meet the needs of 
victims were used for this analysis: 1) existence of program goals pertaining 
tat:.ttered women, 2) the provision of direct services especially fO.1: battered 
women, and 3) coordination efforts on behalf of victims and their families. 

*The community scor~~ for each State were summed and averaged to arrive at one 
community score p~t State. 
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TABLE 4-1 

Distmution of cornnuities Across States by Activity Level 

Activity Level Classification of COmmunities 
Activity Level 

Classification of 
Active I In-between I Inactive States 

I I 

I I 
B 

Active 8 I 7 I 
I I 
I I 

\ I 
In-l:?etween 4 I 13 I 21 

I I 
I I 

I I 
Inactive 3 I 4 I 15 

I I f 

~te: O'Ii Square .. 8.71. P < .05 

*N = 83 CaMlJnit1es located within 15 states $elected for the CC',~'runity 
9JrveYi five conmJnities in Michigan are IY.H reprG'iSented dUe to 
insvfficient data • 

TABLE 4-2 

Comparative RanIOOg of FIfteen States and the 
Correspondilg Communities WltIm Each State 

by Activity Level Score 

STATES C(I.1MJNlTIES 

Activity \ Activity I 
i Rank Level Scores I Leve 1 Scores 

\ 15 4.30 I 8.9 I I 7.33 I 9.1 I 14 
I I 5.80 I 9.3 I 13 
I I 5.17 I 10.4 I 12 
f I 5.33 I 10.6 I 11 
I I 5.51 I 11.1: I 10 
I I 6.46 I I 9 12.6 

I I 
I 8 5.74 I 12.9 
I I 
I 7 4.97 I 13.0 I f 5.59 I 13.5 I 6 
I I 
I 5 5.92 I 13.9 
I I 

6.66 \ 14.9 I 4 
I I 

6.63 I 15.1 I 3 I I 6.74 I 15.4 I 2 I I 5.11 I 15.7 I 1 
I 
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Table 4-3 presents the percentage of DHHS funded programs involved in each 
kind of activity in States with/without a State authorized domestic violence 
program. The Table 4-3 data suggest that DHHS funded program efforts to help 
battered womerl are not related to· the presence or absence of a State funded 
domestic violence program. For example, eight percent of the DHHS funded pro­
grams in States with a domestic violence program have goals to assist battered 
women, whereas 13 percent of DHHS funded programs in States without a domestic 
violence program have goals to assist battered women. Further, DHHS funded 
programs located in States without a domestic violence program engage in coor­
dination activities more often than DHHS funded programs located in States 
with a domestic violence program. A greater proportion of DHHS funded prog.~ams 
located in States with domestic violence programs do provide direct se'rvices 
especially for battered women; however, the differences in level of activity 
are minimal. Based on this analysis, it appears that the presence of a State 
funded program is not related to DHHS p~ogram activity in the intereAt of 
victims. 

The Table 4-3 data also were examined on a program-by~program basis to 
determine whether there is a relationship between the presence of a State 
funded domestic violence program and the activity level of each DHHS funded 
program surveyed. No clear pattern of relationships emerges; that is" the 
presence of a State funded program does not seem to be related to the activi­
ties of any particular DHHS funded program. In a few isolated instances, how­
ever, there are some fairly substantial differences. For example, Title XX 
programs appear to be more involved in coordination activities for battered 
women in States where there is no State funded domestic violence program. 
Generally though, there are few differences within each of the DHHS programs 
surveyed. 

Because many State funded domestic violence programs are recently initi­
ate4 efforts, there may not have been sufficient time for them to have an 
effect on DHHS funded programs. One can also hypothesize that domestic vio­
lence programs are more likely to develop in States where the DHUS funded pro­
grams are not responsive to victims' needs. Alternatively, a third hypothesis 
is that where special domestic violence programs are funded by the State, DHHS 
funded program staff look to those programs to assist victims and use DHHS 
resources for other problem areas. These issues might be investigated further 
by advocates of battered womens' services before additional resources are 
devoted to developing State funded domestic violence programs. 

ANALYSIS OF KE{ PROGRAMMATIC VPJlIABLES 

Finally, this section examines the relationahip among key programmatic 
variables at both the State and local program levels. A correlation matrix 
was prepared for both State and community c.rariables to assist in this' analysis 
(see Table 4-4). Several variables are included in the matrix; these variables 
are considered the key indicators of program activity (programmatic activity 
level variables), or variables which logically may affect the program activity 
level (external activity variables). 
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TABLE 4-3 
Comparison of Program Involvement on Behalf of SaUared Women .. . 

in States wlthl without ~ State Authorized Domestic Violence Program 

~rce~~ aT t-YOgral11s 
Percent of Proqrams Percent of Progra~ Providing Services 

With Goals to Assist Specifically for Battered Ooordinati~ Services for 
Battered Women 1.n: Women in: Battered Women in: 

n-"States I 2) States 1) StatE:'s I 2) States 1) States I 2) States 
with I Without With I Without With , Without 

01-11-5 PRffiRAMS Authorized I AuthDrized Authori :red I Authorized Authorized I Authorized 
lXlmestlc I IXlmestlc lXlmestlc I Ibrlestlc IXlmestlc , lXlmestlc 
Violerce I Violerce Violence I Violeree Violerce I Violence 
ProQram % Progam " Proqram % Progam % Program % Progam % 

Aid to Families with 0 I 3 6 I 0 25 I 23 Dependent Children (N = 51) I I I 

Emerge!-cy Assistance (N = 22) 13 I 21 25 I 14 38 I 36 
I I I 

Child Welfare Services 11 I 12 22 I 12 56 I 44 
(N = 35) I ',: I I 

Child Protective Services 7 I 14 13 I 17 40 I 35 
(N = 46) , I I 

I I I 
Medicaid (N = 48) 0 0 0 3 13 , 6 

I I , I 

I I I .' 
Social Services • (N = 49) 13 15 38 39 38 58,' 

;) I I I 
, I I I Community Mental Health 20 13 20 32 30 32 

(N = 41) I I I 
~ 

---<.:-::::- I I I Work Incentive Program 0 0 6 12 19 15 
(N = 50) I I I 

Alcoholism Treatment and I I I Rehabi~itation and Akcohol 13 32 25 15 50 59 
Formula Grants if (N = 50)' I I I 
Drug Abuse Demonstration am 

13 ,\ I I I 56 community Service Programs. 24 38 18 44 
(N = 50) c· \) I I I 

I I . I TOT AL FOR ALL PRffiRAMS , 8 13 19 16 34 36 
(N =442) i .i '';'' I 

\ *The bas,e numbers for all percentages are presented in Exhibit 1. 
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TABLE 4-4 
Correlation Matrix of'Relationsh/pll Among Program ActivHy Level Variables 

am External Activity >Variables Across . States and Communities 

EXTERNAL ACTIVITY 
VARIAaES 

EXTERtlAL ACTIVITY VARIABlES 

1 2 3 5 

1. Legis~ative Status .06 .08 

2. Program Restricted -.10* .13* .07 

3. Referral of 
Battered Women' .08*. 

·4. Ihnet Service 
Needs .11* .10* .23" 

5. Outspoken Advocate .01 .06* .06* 

6. Oomestic Violence 
Problem in 
CDr.ununity .03 

7. State Recognition 
of Domestic 
Viole.nce -.08* .01 .03 -.04.-.02 

B. CarriiUnit y 
Recognition of 
Domestic Violenee -.O!!" .05- -.01, .02 -'.01 

9. CDmmunity Respon­
sibility to Assist 

6 7 

Battered Women -.02 .04 .15* .08* .11* .24* .03 

10. Adequacy of CDm-
munity Resource~ -.03 .01 -.02 -.06* .00 -.09* .07* 

11. Extensiveness of 
Domestic Violence 

12. State Level 
Recognition of 
Oomestic Violence 

II 
PROGRAM ACTIVITY 
LEVEL VARL/RES 

D. Focus on Battered 

8 9 

Women . -.11* .09" -.04 .29* .11 .27* .03 .21* .03 

14. Definition of 
Domestic Violence 

15 •. Goals for 
Battered Women 

16. Provision of 
pirect Services 

17. OJordination 
Acfivities 

18. Staff Receive 
Traini~ 

-.06* .09* .02 .07* .09* .IB* .17* .04 .09* 

-.09* .OB* .03 .07* .IB* .19* .15* .05* .13* 

-.02 .08* .10* .13* .24* .22* .12* .07* .11* 

i! 
.01 .11* .0.7..' .IB* .21* .34* .11* .04 .17* 

.05* .02 .04 .19* .25* .24" .17* .06* .11* 

10 

PROGRAM ACTIVITY LEVEL VARIABlES 

11 12 13 14 15 16 17 18 

.00 -.20* -.15* -.14* -.14* -.14* -.04 .06 

.05 -.04 .08 .03 .05 .10 .11* .04 

.21* -.02 .12 .10* .17* .02 .7,3* -.15* 

.29* .00 .26* .26* .40* .04 .43* .28* 

.21* .15~ .25* .12* .26* .26* 

.29* .04 .11* .13* .11* .03 

.58* .37* .34* '.04 

.34* .37* .24* .13* 

.49* .51* .36* .18* 

.58* .45* .56* • 0iS 

.34* .25* .27* .32* 

I 
I 

I 
t" r 
) 
i 

I 

!II/; l:,'/ 

"Matrix above the diagnoaI represents thOse variables analyzed In the State survey; matrIx below the dlagnoaI represents varIables 
in the community survey. ' A blank space in the matrix indicate$ that the variable was not collected for one of the surveys. ~ 

Note: The symbol ('II) within the ma'trix denotes p <;05. 
'. 1- • 

*The base num,bers for all percentages are presented in Exhibit 1. 
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Variables representing programas:tivity include: program focus on bat­
tered,women, program definition of dome3tic violence, and program coordination 
~ctivities to assist victims. Variables repres~nting external factors inClude 
status of State domestic violence legislation, presence of advocates within 
the program, and various respondent opinions about the problem of domestic 
violence. 

The patterns of relationships, presented in Table 4-4, reinforce themes 
discussed earlier. Program development in the area (if domestic violence is in 
'an early phase and has developed in an idiosyncratic manner •. Thus, it is not 
surprising that there are no strong relationships between the progrannnatic 
activity level variables and external 'activity variables. A weak relationship 
e~sts between most of the external activity variables and the coordination 
activity variable (ranging from 0.01 to 0.34). This relationship may result 
from the fact that some DHHS funded programs lack the resources required to 
of~er special assistance to victims; however, when influenced by external fac­
tor~, these programs do engage more often in coordination activities to h~lp 
victims. Coordination activities also often occur through informal mechanisms 
and require fewer resources and commitments on the'part of established pro­
grams. i ; DHHS program respondents generally consider coordination with other 
agencies to benefit victims'more feasible than activities "requiring special 
budget allocations. 

The correlation matrix does identify a strong relationship among vari­
ables which indicate progr.am activity for battered women. \ This iuplies that 
when a program does engage in one type of activity for battered women, it is 
likely to have other related a~tivites. For example, there is a strong rela­
tionship between whether a program provides direct services to battered women 
and whether the program has defined domestic violence (0.45) or has developed 
goals pertaining to the needs of battered women (0.56). This pattern exists 
for both the State and Community ~)rvey data. At the community level, all six 
of the programmatic variables prf!\~ent~!d in T~ble 4-4 correlate strongly with 
one another. The correlation coef~ic~ents range from 0.25 to 0.50, and all 
are statistically significant (p.( 0.001). At the Stat.e level, five of the 
six programmatic variables correlate strongly with one another. 

Summar;: 

To summat:;ize, the major findings presented in this Chapter are: 

• 

• 

There is ,ito statistically significant.relationl3hip between program 
activities at the State and connnunity levels for joattered women • 

Generally, the activity levels of DHHS funded programs appear to be 
unrelated to the presence or absence of State authorized, and funded 
..t / • • 1 !'i0mestJ.cvJ.oence programs. 

Based jon' correlat ion!)analyses, those DHHS funded prqgrams engaging 
in one type of activity to help battered women are likely to'engage 
''in other related activities. 

Ij \. 
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In light of the growing need to make the most use of existing program 
resources, the data suggest that States and communities may want to examine 
c~refully their strategies for expanding services to victims and their 
families. It appears that State program administrators perceive ~ore activi­
ties occurring on the local level to help victims than are substantiated by 
this study's findings. State program administrator~, perhaps can help local 
s7af~ become more involved in identifying and assisting victims, while working 
w1.th1.n the conte~t of their respective programs. 

It also appears that where State authorized and funded domestic violence 
programs e~ist, or where they are being plannE:!d, staff from various State pro­
grams need to coilaborate further. While State funded programs are £i11ing 
gaps in the service delivery system, they also may be duplicating some services 
availabl~ through DHHS funded program resources. Study findings suggest that 
wher: State funded programs exist, DHHS funded program staff may be relying too 
heav1.1y on them to meet all the service needs of victims. 

Data presented above suggest that once program staff begin to assist vic­
tims, other activities follow. Even initial steps taken by staff of DHHS 
funded programs to deal with the problem of domestic violence may have posi­
tive long range effects on improving the delivery of services to victims and 
their families. 

In theilext Chapter, major study findings are briefly 'highlighted as well 
as their significance on future program development. .. 
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CHAPTER 5: STRATEGIES FOR SERVICE DELIVERY 

Study findings present.ed in the previous Chapters indicate that State 
and local staff of selected DHHS funded programs are beginning to respond to 
the special' service needs of abused spouses and their families. This 
response is not occurring consistently within or across the DHHS programs 
studied. Rather, there is considerable v'ariation in activity from State to 
State and from community to community. The primary reason for this varia­
tion appears to be related to staff perceptions of what is or is not within 
the purview of their program mandate. 

.. .,.1 

In this Chapter; major study findings are highlighted to provide a 
framework for planning future domestic violence intervention strategies. 
This discussion includes findings which: 1) have significant implications 
for future program development, 2) demonstrate steps which staff can take to 
assist victims, and 3) suggest approaches for increasing State and local 
staff responsiveness to the needs of victims and their families. 

IMPLICATION OF STUDY FINDINGS ON THE DEVELOPMENT OF SERVICE STRATEGIES 

This section provides a brief analys,is of major study findings which 
can serve as the basis fox planning future strategies to assist victims of 
spouse abuse. 

With regard to the State and Community Surveys of DHRS funded programs, 
findings show that· information is not being collected by staff to document 
the occurrence of spouse abuse among clients requesting or receiving progr~m 
services. 'Ibis may explain why many programs do not have any established 
procedures to identify victims at either the point of ap~lication for ser­
vices or tgroughout the service provision process. 

When victims are identified by DRHS funded program staff, they typically 
are referred to other" service providers for direc t assistance with the prob­
lem of spouse abuse. Al though not widespead, program staff. are m?r: ~ikely 
to be involved in activities to assist battered women than 1.n act1.V1.t1.es to 
assist their children, battered men, or abusing spouses. Special services 
for these latter groups are virtually undeve<loped. 

Victims of domestic violence must meet the br'bader eligibility criteria 
of DHHS funded programs before they can receive program services. Other 
victims who do not meet the eligibility criteria established by DHRS funded 
programs oannot benefit from the services offered by chese programs. Ineli­
gible victims typically are those with incomes above the poverty level, those 
without children, or those who do not exhibit other special "problems such as 
drug abuse. 

Staff at State and community levels, in general, recognize spouse abuse 
as a severe social problem. They also tend to believe that the problem 
extends beyond the realm of their program mandate: .I~ actuality, the.DHHS 
Federal program mandates do not rule out the poss1.bil1.ty of staff t~k1.ng 
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special steps to become more responsive to the needs of victims and their 
families. As evide~t by the activities already occurring within each DHHS 
program surveyed, ·State and local staff have options for emphasis within the 
program's parameters. The larger issue appears to be that most staff are 
not aware of, or are not taking advantag'e of,these options to the benefit 
of victims. This point is underscored by other study findings. Battered 
women and their families often have mUltiple service needs, many of which 
are currently unmet. The broad range of these needs requires intervention 
from mUltiple sources--no one program has sufficient resources to respond in 
total, not even special programs which target on this population. Thus, the 
development of strategies at the State and local service levals to make use 
of all existing resources becomes critical. 

The potential of DHHS funded programs to help victims of spouse abuse 
is :eC:0l?ize~ by the fact t~at staff already are active in coordinating their 
act~v~t~es w~th other agenc~es to benefit victims. Most respondents view 
coordination of services for victims as the most feasible staff activity in 
the future. Re'spondents also consistently identified the need for training 
or technical assistance to improve the development of a coordinated service 
delivery network at State and local program levels. 

Any effort to encourage DHHS programs to become more involved in assist­
ing victims implies the commitment of resources. Staff consistently pointed 
out that they are operating with limited financial and staff resources. 
This reality cannot be overlooked. At the same time, several study findings 
suggest that DHHS programs do have consid€rable potential to deal with the 
problem of domestic violence. First, some DHHS funded programs surveyed 
have State mandates to intervene with the problem of domestic violence. 
Thes~ man?a~es ~ave inc~ea~ed staff awareness of the problem, and encouraged 
the ~dent~f~cat~on of v~ct~ms and the coordination of services at State and 
local levels. 

Second, State level program administrators tend to report more involve­
ment in activities to assist victims than f;t,aff at local levels. State 
level administrators may be assuming that activity is taking place when it 
is not. This points to the apparent ne-ed for State level administrators to 
provide further guidance to 10caL'staff on possible domestic violence 
intervention strategies. 

Third, in States with State funded domestic violence programs anrl com.­
munities with special programs for victims, there is the tendeiicy among 
:espondents to v,iew these programs as having full responsibility for assist­
l.ng victims. Although study findings show that domestic viol.ence programs 
are reducing gaps in the service delivery system and are valuable i'eferral 
resources to staff working in other programs, the findings also show that 
most domesti~ violence programs are struggling financially tp, remain' opeil. 

,Further, as ~n the case of DHHS funded programs, no special program has the 
resources to meet all the service needs of victims and their families. Thus, 
the need for staff to learn how to supplement one another's progr~m resources 
LO the benefit of victims becomes appare~t. 

~ 
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Fourth, the administrative function of the various DHHS fund.ed programs 
surveyed (e.g., eligibility determination, direct service provision, and/or 
the purchase of services for clients through contracts with other agencies/ 
vendors) is a factor to consider in analyzing program potentjal. For example, 

. local AFDC a,nd Medicaid program staff ?ore primarily responsible for process­
ing applications for financial/medical assistance. Therefore, the extent of 
their potential role in the direct provision of related social/medical ser­
vices is much more limited than that of staff from the direct service pro-
grams surveyed. 

Finally, Feder~l level,' program involvement with the problem of domestic 
violence ~ppears to ber~lateq to program activity. Generally, programs 

'.1 • • 

most active on the StatJ~ and local levels have rece~ved some relevant gu~d-
ance or, assistance from Federal program administrators. These are the Social 
Services, Alcoholism Treatment and Rehabilitation, Community Mental Health 
Center, and Drug Abuse Demonstration and Community Service program~. 

A REVIEW OF CURRENT SERVICE STRATEGIES 

This brief review of study findings on States and communities actively 
involved in helping victims of domestic violence demonstrates that there are 
many possible service strategies and approaches to the problem. This review 
also demonstrates that staff are finding ways to become more responsive to 
the special service needs of victims, despite the restrictiop.s imposed by 
limited program resources. Replication of these activities elsewhere to 
encourage further program development expands greatly the potential for pro-
viding help to victims. 

As noted earlier, across all DHHS funded programs surveyed, there are 
examples of staff efforts to identify victims within the broader client 
population. Once the problem of spouse abuse is verified, these staff 
encourage the victims to seek services for themselves and for their families. 
Some programs have hired staff as domestic violence "specialists" to facili­
tate the service and ref.erral process. A number of programs have provided 
training to staff to help them become more responsive to the special service 
needs of victims. Some program staff have established reciproc!al training 
arrangements with staff of domestic violence shelter programs. Staff of 
DHHS funded programs provide training on elibibility cdteria:1 counseling 
techniques and referral procedures and, in turn, shelter staff provide 
training'on the dynamics of spouse abuse and methods of intervention. 

Some program staff have developed special procedures for responding to 
the service needs of victims; for example, extending program assistance to 
battered women residing in shelters, simplifying the-application process, 
and ~peeding up applications for assistance. Other DHHS funded prog~ams 
have \''1dopted a family intervention strategy. The family as a unit is con­
sidered the "target" o~ services. Several program respondent~ noted that 
the "family" approach enhances their capacity to identify and respond to 
cases of spouse abuse. 
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Many staff of DHHS funded programs have engaged in other types of 
activities to benefit victims. These activities include needs assessment 
studies on victims, community education, public awareness campaigns, and the 
establishment of coordination mechanisms to work with and through other 
agencies to serve victims and their families. 

Study findings also show that 16 States have funded special programs 
for victims of domestic violence. Fifty-five percent of the communi,ties 
surveyed have grassroots efforts underway to help victims. Some conmiunities 
have specialized services such as sh.elter care, peer support counseling, and 
crisis intervention. Many st.aff are :Lnvob;ed in encCfuraging Governors, 
legislators, and. other service providers to provide help to victims. 

Despite these activities , many communities are without any sp~cial ser­
vices f9r victims and their families. There remain many victim13 who are not 
gett;i.ng the help they need--even vi.ctims living in c0JJmunities where 
specialized services exist. 

SERVICE STRATEGIES FOR THE FUTURE 

One major purpose of this stu!dy was to document activities occurring at 
State and local levels to assist -{rictims of domestic violence and their 
families. This report has docum~'nted these activities, on a program-by­
program basis, providing exampleo'for other Statea and communities to follow. 
A second major purpose of this study was to identify barriers to service 
delivery so that resolutions might be sought. '!his report-has cited a range 
of barriers, pointing out the need for clarification of program mandates and 
regulations, staff training on various topics related to the problem of 
spouse abuse, and strategies to increase the application of resources to the 
problem and the coordination of services. '!hus, the framework for developing 
and improving future service delivery' strategies is provided within this 
report. 

Other information not fully tapped by this study could be the focus of 
future research conducted to support the development of services f'?",'t" victims 
and their families. There is little information available to describe the 
following: 

• 
• 
• 

• 
• 

Preventi'"e service s tra tegies. 
\. 

\. 
Outreach to families of minority groups, including refugees. 

Profiles on both the abused and the abuser, the 'Elerved and the 
/} 

unserved. ,~ I 

Th h dl 'f~ It'. ·1 e sort an ong-range consequences o·o ... cr;,:e'st;J.C V10 ence. 

National, State, and community attitudes about the problem which may 
interfere with efforts to help the abused and the abuser. 

Con:i~ued pro~ress in deve~oping be:ter strategie~ to help victims a~d th~~r ;/ 
fam111es requ1res the comb1ned comm1tment of Governors and State 1eg1s1ator6, 
State and local staff of DHHS funded programs, and staff of special State 
and locally funded domestic violence progra~s. 
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The individuals, 
and professional 
report are: 

employec:t ,?r. retained by CSR, INCORPORATED, with primary man erial 
responslbll1ty for the conduct of the study and development~f this 

Sherrie Aitken 
Harriet Ganson 
Oleryl Orcs 

Cynthia Ragan 
Gretchen Schultze 
Anita Chidichino 

Barbara Barrett 
Judith Regner 
Elizabeth Penaranda 
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