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vk : "~ FOREWORD

This study was undertaken in September 1979 when legislation
3 for a categorical program of financial assistance for the provi-
: : : « : | ¥ sion of services to victims of domestic violence was being con-
A . , ; : b sidered by the Congress. The Department of Health and Human
? ' ‘ A : ~ : SHE : : IR ) . Services, recognlzing that violence within the home was a serious

. , R . 5 problem, wanted to know how existing programs, fi.anced by the
o . Co s ' ‘ o Department, responded to the needs of domestic violence victims
' and their abusers. Because none of the programs of this Depart-
, , ‘ v 4 ment had a specific mandate to provide services to these victims,
¢ g . i ' E , no information on service availabillty and usage was routinely

: : : collected :

The study indicates that some DHHS programs have been utilized
within the flexibility of their legislative authorization to

: : ol 2 respond to these needs. At both the State and community levels
e L i , staff have developed special programs, outreach efforts, and
. ' ' h coordinating ‘and referral mechanisms. Most respondents to the
¥ - survey, however, did not believe that sufficient resources were
g ¢ .available in their State or community to meet the need. The
£ three~volume final report presents the findings of the study
T from different perspectives: Volume I reports the findings on
{ a program—by—program basis; Volume II presents case studies on

, Lo how services are delivered in three communities; Volume III

a0 i presents, on a State-by—State basis, the flndings from the
‘ : 3 - interviews conducted with State level staff.,

pgpeeer

é With the enactment 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. Spe01flca11y these are:

A 1 Co o Title XX~-now a block grant which provides States with

SRR - R \ % more flexibility in providing ‘a wide range of social serv-
o ‘ o v ~ 3 ices including emergency shelter for children and adults,
- ‘ : ' % ’ counseling for the entire household unit, including the
' : ‘g‘ ’ abuser, and employment referral and training. '
" 4 o Community mental health centers, alcohol formula grants
This report was developed by CSR, INCORPORATED, under a contract from the Office " : o and alcoholism treatment and rehabilitation, and drug
of the Assistant Secretary for Plannmg and Evaluation, Department of Health and : -abuse demonstration and community services programs--these
. Human Services (HHS-100-79—0815), and is part of a three volume report cn the 4 programs have been consolidated into a single, State grant
{ delivery of services to victims of domestic violence. However, the results and . b for mental health, ,alcohollsm and drug abuse serv1ces. '
§ opinions expressed in this report do not necessarily reflect the position or policy B
of ﬂuaDepmdment. . T -l ), T o 4 o Community health centers——although direct Federal funding

g will continue for fiscal year 1982, this program will be a
: { , block grant operated by the States’beginning October 1982, o

(‘\
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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 information presented in
this report may no longer reflect statutory and regulatoryM
requirements and prohibitions which are effective as of- Oc¢tober
1, 1981. However, the report does provide a state-of- the-art
perspective on. how some DHHS programs have and can -be used\to
provide a551stance to victims of d i - :

e

Deputy Assistant Secretary
for Program Systems
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our consultants and Advisory board members.
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EXECUTIVE SUMMARY

Vi

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-100-79-0185 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 concern 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 battered women extend to nearly every aspect of
their personal and family life--physical and mental health, economic
security, legal protection, lnterpersonal 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.

OBJECTIVES OF THE STUDY

The following DHHS programs were included in the study: Aid to Families
with Dependent Children (Social Security Act, Title IVA); Emergency Assist-
ance (Social Security Act, Title IVA); Child Welfare Services (Social
Security Act, Title IVB); Medical A381stance (Social Security Act, Title
XIX); Social Services (Soc1a1 Security’ Act, Title XX); Child Abuse and
Neglect Prevention and Treatment (Child Abuse Prevention and Treatment Act);
Community Health Centers (Public Health Services Act, Title III, Section

- 330, as amended); Communlty Mental Health Centers (Communlty Mental Health

Centers Act of 1975, Title III, Public Health Services Act, as amended);
Indian Health Services (Indian Self-Determination Educational Assistance
Act); Work Incentive Program (Social Security Act, Amendments of.1967);
Alcoholism Treatment and Rehabilitation and Alcohol Formula Grants (Compre-

_hensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation
Act of 1970); and Drug Abuse Demonstration and Community Service Programs

(Drug Abuse Q0ffice.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. Further when ' clpse 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 OBJECTIVES AND METHODOLOGY

Three primary objectives were developed forﬁtﬁis study -- first, to
assess the extent to which staff from the selected programs provide assist—
ance to battered 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 were conducted to obtain the data required tg
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 ccumun-—
ities was prepared. Specific programs in each community then were selected
randomly for inclusion 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 base for
the community survey. The distribution of the 1,313 respondents, according
te job function, is: 368 administrators, 724 direct service staff, and 221
staff who function in both capacities.

Eight additional sites (two Indian reservations and five communities in
California) were selected for special andaiyses. Interviews with administra-
tors and direct service staff from another 45 community based programs form
the basis for these analyses. The findings from thesé interviews are treated
separately in a supplemental case study report ‘and in Chapter 2 of the Final
Report.
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HAJOR FINDINGS

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

Domestic Violence Victims as .a Focus of DHHS Program Efforts

Each DHHS funded program surveyed is authorized to provide financial

‘assistance/services to individuals or families who meet the program's eligi-

bility 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.
O0f 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 comsiderably
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 Centers
do. With the exception of several respondents from the Child Welfare Ser-
vices program reporting a focus on the children of battered women, children,
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 Mental Health Center programs.) Divergence between State and local
program respondents' reports is particularly evident in five of the 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.

v In_brief;'these fiqdings 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 abusing 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 w1th1n the
broad legislative mandates 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 recog-
nition of the problem. : :

Very few DHHS funded programs have established or adopted definitions of
domestic viclence. 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, 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. Thig 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 restricting 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 legislated 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 taking
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 (52%) have exercised

this option most often.

Of note are th# differences across DHHS funded programs regarding 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 Treatment) a larger percentage of State than community respondents

- identified such goals. Perhaps some State plans include these goals, but
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thvza goals are not adopted con51stent1y 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 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 respondents which would 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%), Alcoholism Treatment (20%), and Child Protective Services (20%).
At the community level, it is the Community Mental Health Centers (43%),
Social Services (25%), and Drug Abuse Treatment (24Z) 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 counseling 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 of spouse abuse, the vast majority of respondents
indicated that their programs have few, if any, resources which could be
uged 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 dlso believe that State and local coordination of services
is the most feasible future program activity. o

Coordination Strategies

\‘ v
DHHS funded program stéff have used several mechanisms to coordinate "
activities with other agencies; for example, participation on State/local '
domestic violence task forces, Governor's Advisory Councils and Commissions
on Wome€n; service agreements with othef programs/sgencies; informal meetings y
with ‘other program staff to discuss service provision to victims and their 1
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.nize domestic violence as a serious problem on the reservation.

families; and sharing of staff on jdintly sponsored activities related to
the problem of domestic violence.

Respondents identified some specific accompliishments resulting from these
coordination activities: 1) clarification of DHHS financial reimbursement
policies for services provided by shelters to battered women; 2) establish-
ment of formalized referral procedures between and among programs; 3) in-
creases in the numbers of battered women referred 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)
community education campaigns: :

‘The coordlnatlon activities assumed by the program staff in some States
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 Viclence). 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.

Advocacr 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 training related to the problem.

Across. all DHHS funded programs surveyed, some program staff identified
tliemselves or co-workers as advocates for domestic violence victims. These
advocates are more likely to work within the Alcoholism Treatment, Drug
Abuse, Social Serv1ces, Child Protective Serv1ces, and Child Welfare Serv1¢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; 2) involvement in community education campalgns,
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 American battered women to
advocate more for themselves and on eixcouraging .tribal governments to recog-

Respondents from DHHS funded programs also were asked to report any
training they or their co-workets had: received to better understand the
problem of domestic violence. 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
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Health Centers (71%), Drug Abuse (48%), Alcoholism Treatment (45%), Social
Services (44%), and Chlld Protective Serv1ces (427%) programs have staff who
received some specialized tralnlng.

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 problem areas frequently experienced by battered
women. The vast majority of respondents across all DHHS funded programs, at
both the State and community level, 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. State and com-
munity respondents tend to 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 econcmic
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 communication problems, were generally identified with the
same frequency by State and local respondents.,

Data show that most staff of DHHS funded programs recognize spouse abuse
as a severe and complex problem requiring the local provision of many dif-
ferent services. Respondents also perceive their communities as having
insufficient resources to meet the service needs. The follow;%g .section
discusses additional barriers 1dent1f1ed by respondents as’ restricting their
programs from filling the gaps in the service delivery sydtem.

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 victims'
characteristics. Y

Respondents repeatedly noted that it is not within the purview of their
programs to provide any special assistance 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 eligible because of substance abuse), the mandates do not
preclude staff from initiating spec181 act1v1t1es to help v1ct1ms who are
eligible for basic program services. .

Respondents from several programs, particularly the WIN, Community Mental
Health Centers, Alcoholism Treatment ‘and Drug Abuse programs, noted that
Federal and State regulations on financial reimbursement restrict them from
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In brief, a variety of barriers are perceived by respondents as inter-
fering with the developmeat of program strategies to assist victims of
domestic violence and their families. Some of these barriers result from
actual constraints 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 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. In addition, program
respondents 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 delivery of services to victims and their families. Sug-
gestions often relate to changes in: 1) program mandates, regulations, and
resources; 2) internal program policies 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) tlarification of issues of client con-
fidentiality with respect; to 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-
ity requirements which 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 domestic violence intervention and 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 delivery

of services to battered women.
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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 domestic 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 develcped 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 program services. Program staff are increasing community and government
awareness of the sgecial 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 speciglized programs as critical referral
resources for their clients. It appears that the resources of both are .
necessary if victims' needs are to be met, even partially. - : b KR

v i e

One must remember that these special programs do not exist everywhere. %%
We estimate from our findings that nearly one-half of the communities across i
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 spdpses are virtually undeveloped.
i

I Summary
b g . o

Study findings indicate that most staff of DHHS funded programs are
aware of the prcblem 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. These 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 all the
service needs of victims and their families. Rather, the challenge ghead 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 reports
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 Basis. 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 &
explores the relationship between various 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 basis. 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
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 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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INTRODUCT ION

This study, initiated by the Department of Health and Human Services
(DHHS) 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 does not focus on abused children.

In addition to determining the scope of program activities related to the
problem of domestic violence, this stidy 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 April 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. (Interviews in an additiomal
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.
Rather, the selected DHHS funded programs are Federally legislated and autho-
ized to serve income eligible and other special populations. These broader
service populations, however, may include victims of spousp abuse, many of
whom could benefit by special intervention from program st.ff.

While working within the framework of their programs' present legislative
authorizations, some State and local staff of DHHS funded programs are als ady
taking steps to recognize and address the service needs of these victims.
This study documents these efforts, 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:

e Allow for DHHS dissemination of information on seemingly effective
and efficient methods of service delivery to victims of domestic
violence.

H

e 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.

e Provide DHHS with information which would support decisions om
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 could influence service delivery to victims of -
domestic violencé., 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 supplemental reports address more specific aspects of the total
study effort. 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-
plemental 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 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 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.

" Chapter 1 which follows provides the framework for subsequent discussions
on study findings.

13
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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 azbused children.
Now, there is growing concern about providing help to abused spouses and their
families.

Spouse abuse is not a new phenomena. It has always existed.l However,
the public and victims, themselves, have just recently turned to legislators,
administrators, and service providers for help with the problem. Individuals
within the legal and human services systems at Federal, State, and local -
levels are seeking a response to this new demand for assistance.’

Although the exact extent of spouse abuse is not known, there is evidence
that the problem is widespread. Where special programs for¥ victims and their
families exist, the requests for services exceed the available program re-
sources. Estimates on the number of victims of domestic violence in the United
States vary, ranging from 1 million to 28 million.2 A recent national survey
funded by the National Institute of Mental Health (NIMH) resulted in a projec-
tion that over 1.7 million wives are severely abused per year. Straus
qualifies this estimate by suggesting that "the true incidence rate for any use
of violence in a marriage is probably closer te 50 to 60 percent of all
couples;.."4 The findings of these and 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

lpavidson, Terry. Conjugal Crime: Understanding and Changing the Wife
Beating Pattern. New York, Hawthorne Books, 1978, pp 95-113. ‘

2Jacobson, Beverly. '"Battered Women." 1In Civil Rights Digest, Vol. 9, No.
4, 1977, pp 2-11. ,

3Straus, Murray; Gelles, Richard; and Steinmetz, Suzanne. Behind Closed
Doors: Violence in the American Family. New York, Aunchor Press, 1980.

bgtraus, M. A. '"Wife Beating: Causes, Treatment and Research Needs. In
Battered Women: Issues of Public Policy. U.S. Commission on Civil Rights,
Jan. 1978, p. 467. :
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laws relating to the marital institution historically have condoned the hus~
band:s physical violence toward his wife.5 Further, the general acceptance
of v1o}ence as part of our society has ﬁerpetuated the manifestation of vio—
lence in the family unit.® Research has indicated that the acceptance or
gse‘o? 1nterersona1 violence by an adult is related to the extent to which an
1n§1v19ua1 initiates, receives or observes interpersonal viclence as a

child./ A recent NIMH study found that "the sons of the most violent parents

" 3 ) g (o] the sons Ofnon

Ay

Other researchers focus on the
the overall status of women in socie
and social power.
one of many actipn

problem of domestic violence as weflectin~
- ty and their lack of political, ecomomic,
From this perspective, spousal abuse is viewed as only

s which are used to subordinate women in our society.

- -The conditions and characteristics associated with domestic violence can
be v%eved tw? ways. First, studies have focused on the correlation between
specific variables or factors and the incidence and severity of violence. TFor
example, research has shown that the use of alcohol is correlated with f;mil
mgmbers' inflicting violence on their spouses and children.l0 vyalker detér-y
mined tha? the "most violent physical abuse was suffered by women whose men
were consistent drinkers."!l @il found that stress related to temporary or
chronic unemployment and underemployment i's characteristic in violent

5Eisc.anl-)erg, 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.) Violence in the Fami . 3
Dodd, Mead & Co., 1974, L e Family New Yor!:

7 . :
Owens, D. J.; and Straus, M. A. "The Social Structure of Violence in

Childhood and Approval of Violence as 'an Adult." In ressi .
A . e h
Vol. 1, 1975, pp. 193-211. n fAggressive Behavior,

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

9 : . v . ' : :
E.g., Martin, Del. Battered Wives. San Francisco, Glide Publicationms,
1976; and Pagelow, M. D, "Secondary Battering: Breaking the Cycle of

?gygstic Violence." Paper presented at American Sociological Association,

logig., "Alcohol and Domestic Violence." 1In Réégonse, Vol. 2, Ne. 3, Jan.
1979; Gelles, R. J. Thg VioLfnt Home. Beverly Hills, CA, Sage Publications,

1974,

11 y
Walker, L. E. The Battered Woman, Harper and Row, New York, 1979, p. 25.
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familiés.12 Gelles13 and Steinmetz14 found a high correlation between ; -4y <
, previous experience with violence and violence committed as an adult. Also, v : These conditions and characteristics suggest that the problem of
3 in families where child abuse and neglect are identified, spousal abuse often L domestic violence cannot be ignored. In interpreting the findings of this
*‘ exists.l? . 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 f
A second way of viewing conditions related to domestic violence is to . 5 deal with the problem in the future. ]
look at why many womeniwhc are abused continue to remain in the violent home, ' - '
or, after attempting to leave home, return. Del Martin suggests asking the 2 ‘
question, '"What is it about marriage and society that keeps a woman captive in ; < SIGNIFICANCE OF THIS STUDY
a violent marr:.age""l6 Various researchers have examined the stated reasons ; ' : ; ) .
for women staying in violent situations. These reasons include: I < The service needs of battered women extend to nearly every aspect of their
y ’ & personal and family life--physical and mental health, economic security, legal
‘¢ Fear for one's own or the children's safety. . : i ° protection, interpersonal relationships, and general well-being. Overall, the
S human service delivery system can play a key role in providing the services and

e lack of, or perceived lack of, police protection. resources required by battered women. The DHHS funded programs under study

v represent a major portion of the human services system already existing in
e TLack of financial resources and economic dependence on the spouse. every State. These programs have the potential to help meet the comprehensive
- ‘ : service needs of V1ct1ms and their families.

e TFeelings regarding the children's welfare (e.g., children need a : :
father; no means to support the children on one's own). 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
barriers to serving abused spouses and their families, as percelved by State
and local staff, are documented herein to agsist program staff in developing

resolutlons to these constraints.

e Cultural and soc1eta1 expectations (e.g., social approval of mar-
riage and disapproval of "broken homes*).

® Knowledge of the rradltlonal non~intervention of government, com- -
munity, friends, and extended family into "marital problems."

knowledge about each other's program strengths and limitations, they also can .
learn how to supplement each other's resources more effectively. ) J

6 ‘ e Physical and social isolation. Despite the apparent potential of DHHS programs te assist victims of
’ domestic violenée and their families, some victims are not eligible for DHHS
\ e Lack of knowledge regarding legal rights and possible legal optionms. - ,program services and/or their needs extend beyond DHHS program reésources. This i
§ é study's exam:qat1on of State funded and community based domestic violence pro- [
§ ® Previous unsuccessful a ttempts in seeking assistance from soclal grams, therefore, provides data on how staff from these specialized programs i
e %‘ service agencies or from the criminal justice system. are filling some of the gaps in the service delivery system. Moreover, as ?
4 { staff from various DHHS, State, and locally funded programs are provided with ;
|

12Gil, D. G. Violence Against Children. Cambridge, MA, Harvard University
Press,  1970. Gil reported that close to 50% of fathers who were abusers N
experienced unemployment in the year preceding the abuse.

STUDY DESIGN

s 4

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

13Geiies, R. J. “Abused Wives: Why Do They Stay?" Journal of Marriage and
the Family, Vol. 38, No. 10, 1976.
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l4gteinmetz, S. K. "The Cycle of Violence: From Family to Society." In The o s DHHS Program : Authorizing Legislation :
Cycle of Violence: Assertive, Aggressive and Abuslve Family Interactlon. ooy , . ‘ o Lo ;
New York, Praeger, 1977. g ° Aid to Families with o i

7 ; ' Dependent Children Social Security Act, Title IVA |
5Gayford, J. J. "Wife Battering: A Preliminary Survey of 100 Cases.," 1In ” : | v ¢ %
British Medical Journal 1(5951):194-197, 1975. e  Emérgency Assistance | Social Security Act, Title IVA
16Martin, Del. "Overview—-Scope of the Problem." In Battered Women: e  Child Welfare Services o S°C181 Securlty Act, Title IVB i

Issues of Public Policy, U.S. Commission on Civil Rights, 1978, p. 216.
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. . & to document their efforts on behalf of battered women and their perspectives
® Medical Assistance (Medicaid) Social Security Act, Title XIX ® on the service delivery system.
® Social Services¥ Sccial Security Act, Title XX o DHHS provided 14 research questions to guide this study's review of pro-
, : : : gram activities related to victims of domestic violence.
° Child Abuse and Neglect Child Abuse Prevention and ‘ : ) .. . o
Prevention and Treatment Treatment Act : ] ° Have victims of domestic violence been identified as a specific tar-
_ : % ‘ get population in need of services?
° Community Health Centers Public Health Services Act, § N . . o o ) )
N Title III, Section 330, as o Are there any lmplicit or explicit policies regarding services for
amended . i victims of domestic violence? If yes, what are they?
® Community Mental Health Centers Community Mental Health Centers . ) > Has the agency ident?fied any pFactéces, interpretations of language
Act of 1975, Title III, Public ! ’ : in statutes, regulations, or guidelines which inhibit or enhance
Health Services Act, as amended { service delivery to victims of domestic violence? TIf yes, what are
they?n%lfvsuch practices or interpretations pose barriers to service
. Indian Health Services Indian Self-Determination Edu- delivery, have any actions been taken to make the necessary changes?
: - cational Assistance Act P o ,
() Are there other types of barriers to services perceived by the
e Work Incentive Program Social Security Act, Amendments ‘ _ agency?
: of 1967 ’ 2 . :
! . Is there a mechanism for coordination with other programs, including
® Alcoholism Treatment and Comprehensive Alcohol Abuse and « % shelters which engage in service delivery or advocacy activities for
Rehabilitation and - Alcoholism Prevention, Treatment | victims of domestic violence? If yes, what is the mechanism? What
Alcohol Formula Grants and Rehabilitation Act of 1970 . kinds of administrative, outreach, or other arrangements are used to
T ' coordinate and maximize service delivery? Does the agency perceive
. Drug Abuse Dempnstratioﬂ and Drug Abuse Office and Treatment ‘ : these arrangements as effective?
" Community Service Programs © Act of 1972, as amended. . , , . . o .
¢ ' ’ TR ] Are there any special programs for victims of domestic violence or
This selection of programs by DHHS is based on three primary factors. First, ; ' services for which domestic violence Yictims have group eligibility?
%T the total range of services offered by these programs appears to have the most _ L ‘ What are these programs and what services are offered?
? relevance to the known service needs of abused spouses and their families. ) . |
4 Financial assistance, medical care, counseling, and employment-related ser- : ° Which Federal programs and funding sources actually provide assis-
i vices are needed frequently by battered women: Second, as most o? t?ese PBHS tance to victims of domestic ylolence and how extensive is the pro-
programs exist in every State, staff have the potential for identifying vic= - ~ vision of ferv1qes?
- tims and providing direct services and/or referrals to -other programs. Third, o o ] . ' . . o
| these programs represent a potentially rich resource for the collegtlon,of _— ] Which programs potentially could provide assistance to victims og
|- : information on the scope of the problem and the demand for services. domestic violence?
‘  In -addition to the DHHS funded programs, DHHS slso requeated that State e s Wmat barriers exist, if any, which limit a pfdgram'§,responsivenéés
and local programs on domestic violence and local shelters for battered women o ) to the needs of battered women? /// b
be included in the study sample. Further, when "close and substantlvg vorklng . ) ‘ . 3 s Y '
relationships" related to the problem of domestic violence were identified . v : = barr1er§ resultlyg from Fede?a}, State, a?d %?cal legislation,
between the surveyed DHHS funded programs and other Federal or private pro- reg&laq;ons, ordinances, policies, and guide]ines?
grams, these other programs were surveyed as well. DH?S requested th?t : ‘ ) : 5 g L .
representatives of State Coalitions Against Domestic Violence and various e \ ‘ -- barriers resulting from Federal, Stgte, or local interpretation
grassroots organizations be contacted prior to initiation of the State Survey | _ of program objectives and functions?
- L ®  Are there service needs for victims of domestic violence which pro-
#For the purposes of this report, child protective services provided through viders believe are not being met through existing programs? ’
Social Services (Title XX) are addressed as a distinct program component, ¢ . - . 3 s
Child Protective Services. “ v e . o 0 , ‘ .
£ a
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e  Are there programs or activities which have been qnd?rtakgn at the‘
State or community level which appear to have.potent1?1 for 1ncreai
ing service delivery to victims of domestic violence in other loca

ities? )
e Are there any advocacy groups which the agency bflieves h?ve'hag an
impact on the delivery of services to domestic violence victims?

Has that impact been negative or positive?

® Is there information available as=to the number‘ofqvlctzms of domes-
tic violence served and the cost of these services? )

) What is the agency definition of domestic violence? 1Is this defini-
tion‘used to determine service eligibility? ,

Based on a review of these questions, three pfimary study obJegtlves weze
developed: 1) to assess the extent to which.staff.ffom the selg;te .gro%razl
provide assistance to battered women and their f§m111es; 2) to identi Z eﬁich
and/or administrative constraints of programs which affect the e§tﬁpﬁ o] Zn
staff serve this population; and 3)‘;0 1dent1fy otye? factors whic _have
effect on service provision, for example, st?ff opinions and community
chéracteristics. : J

STUDY METHODOLOGY

Two distinct surveys-were conducted to obtain the data,reqylrgd to1 )
address the studyvquestions: a State level survey and‘a i?mmunltg lef,vef iur
vey. Major findings from the State ?urvey also”y?re used as ghs a31sli§;
selecting thie States to be included in the Community Suryey: The szmpés %df
plans, ques;ﬁonnaire designs, respondent selection, and “study procedur :

24
each survey’are described as follows. . |
7 ‘ “ !

(Q ' The State Survey($\\

e S

N/

4!

i .
Since two of the selehﬁedgﬁﬁHS funded programs, ?h%ld Abuse Prevention 4

and Treatment, and Community HeaIth,“prov%dg‘granFs ?1§§9t1Y t? communlglis :2
do not have corresponding State level administratiods, it was. m@ppromf:;a&ed., 3

include thef in ﬁhéxstate Survey sample. Howev§r,‘§11 the other DHHg tﬁn g-s—
programs, vith isolated exceptions, were operative in every State an e ld
trict of Columbia. Thus, since all programs were surveyed, there was ?o nee

. to develop a sampling plan.

The qhestionnéire which was developed for the Stg;e Survgy regtrlcted the
data collection to information:

® Deécribing staff activities to assist battered women and thg}r
families and the barriers to service delivery.

AT

e

PRSI i e et .
° Identifying special State domestic violence ‘initiatives, th?
services provided, and the administrative structure of service
provision. i
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K Describing substantive interaction among DHHS funded programs and
' " other Federally or privately funded programs.

This approach ensured that the full range of DHHS funded program activities
directed on the problem of spouse abuse would be documented as well as State
activities targeted especially on victims. The questionnaire, in final form,
was organized into five major areas: 1) program/respondent data, 2) policies
and responsibilities, 3) barriers and facilitators, 4) services, and 5)
linkages. !

The questionnaire and State Survey procedures were pretested in Delaware
and West Virginia in November, 1979. In addition, a detailed Procedural Manual
was developed to' supplement the questionnaire. This manual provided CSR inter-
viewers with protocol and clearance procedures, a glossary of survey terms, and
program specific probes for use during the administration of the questionnaire.
The study's technical consultants and Advisory Board members also reviewed the

questionnaire and suggested revisions which were incorporated into the final
version.

.*The State Survey, conducted by telephone, was initiated in March 1980,
immediately following clearance from the Office of Management and Budget
(OMB). ILetters describing the State Survey and requesting permission to pro-
ceed were sent tc every Governor and the Mayor of the District of Columbia.

~ All interviewers were selected from central office CSR staff and they received
two days of imitial training plus weekly follow-up training. The interviewers
made a series of calls to Governors, department commissioners/directors, and
top and sub-level State program administrators\tqﬁobtain final clearance for
the Survey and to identify potential respondents., Individuals selected as
respondents were "screened" by referral sources and CSR staff on the basis of
two criteria: 1) most knowledgeable of the selected program's policies, pro-
cedures, regulations, and services; and/or 2) most knowledgeable of the .
selected program's activities related to the problem of domestic violence.
The findiags 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.

o

The Community Survey

_ The sampling plan for the Community Survey involved three distinct steps:
1) development of a classification system for the States; 2) stratification of
States according to geography and level of service activity for victims of
domestic violence 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 sampling approach.® Each of these steps is described
more fully in subsequent paragraphs. ’

£y

*A total of 96 communities were surveyed for this study. However, the find-
ings from eight of these communities are analyzed separately in two case
‘studies. One of the‘case‘studies pertains to the Rosebud and White River®
Indian Resgervations (included in th< next Chapter) and the other to the sample
of five communities in California’Cfncluded in a supplement to this Report).
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Upon completion of the State Survey, CSR developed a system of classify-
ing the States with regard to several criterion variables. These variables
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 and their families through
program emphases and goals, direct gervices, coordination activitiés, 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
contimium to determine the range of variation and clustering of scores. The
States then were assigned to one of twelve categories, representing the Census
Bureau's four major geographic regions (Northeast, South, North Ceatral, 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 inclusion in the second major 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 administrators 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 to be
surveyed at each site; and, in the entire sample, five sites had to be rﬂpalt
two sites had to include a substantial military population, and two sitgﬁéhad
to be Indian reservations. Second, the process had to ensure a representative
cross—cutting of communities with different population characteristics. . The
procedures developed for selecting the communities for survey utilized a ran-
dom.probability sampling approach which took into account these considerations.
A matrix of all programs under study located in each of the 88 communities
was prepared. Specific programs in each community then were selected randomly
for inclusion in the survey. The number of 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 Abuse Prevention and Treatment programs which had  four and six local
programs, respectively. : . ¢

*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 added 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 ?onducted in Delaware and West Virginia in November 1979. Revisions then
were incorporated into the final version of the community questionnaire. Its
content, patterned after ti:ie State questionnaire, included additional questions
seeking more 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 Marnual

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, ?tate Program administrators, and local program administrators. Forty-
flve.fleld 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.

i One administrator and (up to) three direct service staff were interviewed
1n.?ach program selected within a community. CSR central staff consistently
monitored the field staff's work by making site visits, accompanying field
staff on ig® arviews, reviewing completed questionnaires, and calling field
staff for w:.xly progress reports. o

) The field work for the Community Survey was initiated on July 17, 1980
with September 8, 1980 established as the target date for completion. A toéal
of 444 programs, with interview&;from 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, interviews with admini-
strators and direct service staff from another 45 community based programs
took p}ace over the same period of time. As noted earlier, the findings from
thes? interviews are treated separately in the supplemental case study report
and in a report on domestic violence intervention activities on two American

quia? reservations which follows the Indian Health Services program descrip-
tion in Chapter 2. ‘

DATA LIMITATIONS

' I? undertaking the survey efforts, CSR staff recognized two major factors
which influenced the conduct of the work. First, the DHHS funded programs
?nder gtudy 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 Werk Incentive program staff. In attempts to !
clarify program funding amounts and sources, CSR learned that program respon~ ‘
dengs (and even State finance officers) often did not know which (or how) DHHS .
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 community 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 (pss)
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 flexibility in
interpreting the DHHS program mandates as evidenced by the survey find%ngs on
staff activities aimed at assisting victims of domestic violence. Additional

clarification by DHHS and State administrators, ‘however, may be necessiiry with

regard to some respondents’ perceptions of Federal and/or State barriers to
service delivery.

I
i,
Finally, the scope of the study did not include any questions aske i

directly of victims and their families to gain their perspectives on the
problem, the effectiveness of current services, and unmet service needs.
However, during the course of the survey, some DHHS funded program staff, 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 thorough study of victims' perspec-
tives on and experiences with service providers is warranted.

Each of the DHHS programs surveyed is discussed separately in the follow-
ing Chapter. Then, Chapter 3 presents an overview, across all the DHHS funded

programs studied, 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
programby-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 Community
Survey, the in-depth survey of local program administrators and direct

services staff in 88 communities/15 States. The findings are organized into
distinct program reports:

® Aid to Families with Dependent Children
® Bmergency 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.

%n 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
specidlized domestic violence intervention activities, including 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 identified by program respondents), and 3)
recommendations from program staff to enhance service delivery. These three
areas, together, reflect program potential by illustrating the current
"state—of~the-art," identifying the range of barriers which staff perceive
as restricting them from being more responsive to victims, and by pointing

out the changes necessary to increase staff efforts on behalf of victims and
their families.

At the end of this Chapter, the first in a series of tables is pres¢nted b4

to enable comparison of statistical findings across 11 of the DHHS funde¢d 4

programs surveyed. The Indian Health Services and Child Abuse Prevention and
Treatment Programs are omitted from the tables because their administrative
structures and study samples dc 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-
tive reports. ’
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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 OVERVI®H

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 the basic needs of the family. AFDC is
available to families based cn the absence, death or physical or mental inca-
pacity of a parent or relative 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 dependentg),
while other States require that women have children to be eligible for bene-
fits. Several States do provide assistance to women and children who are
living in emergency sheltexr care facilities.

ABSTRACT OF MAJOR PROGRAM FINDINGS

The findings presented in this report are bhased on data obtained 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 level, a total of 40 AFDC programs across 15 States
were surveyed. The following findings are based on the two surveys:

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

e AFDC programs in one State (2%) and in four communities (10%) provide
direct services specifically for battered women.

e AFDC program staff in 12 States (24%) and in 14 communities (35%) are

involved in coordination activities related to the problems of domes-
tic violence.
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e AFDC programs in four States (87) and in four communities (10%) have
staff who have received training to better understand the needs of
abused spouses and their families.

e In 80 percent of the States and in 68 percent of the communitiles,
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.

e AFDC pfogram staff in 20 States (39%7) and 30 communities (75%)
identified Federal or State regulatioms which restrict their ability
to provide assistance to abused spouses and their families.

ANALYSIS OF PROGRAM POTENTIAL 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 are 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 service delivery system are
presented.

Specific Program Efforts

Generally, the AFDC program is not involved in any special activities to 5

assist abused spouses and their families. Very few programs surveyed havi:
developed or adopted a definition of domestic violence. However, one pro;ﬁam
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 imminent 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 communi-
ty programs reported that they have program goals specifically related to the
needs of battered women. Examples of specific 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 43 percent of the communities surveyed z2lso reported that they refer
abused spouses to other agencles for assistance, most often to mental health
agencies or legal services: and less often to employment services 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 domzstic
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‘violence program funding, collection of statistics, need assessﬁeuts, 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 provided by AFDC, and since AFDC staff are pri-
marily responsible for eligibility determination, it is understandable that
these percentages are not higher.

Within the AFDC program, there is the opportunity for broad interpretation
of various policies. For example, some programs surveyed allow a broad inter-
pretation of residency requirements to include any type of living arrangement
(shelters, halfway houses, homes for unwed mothers, etc.) Flexibility also is
allowed in the determination of an applicant's assets. In determining AFDC
eligibility, some States consider only the applicant's liquid and accessible
resourcess. 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 shzlters receive
benefits within five days, whereas the usual application period is 30 days.

In another State, if a woman on AFDC leaves home because of abuse, the AFDC
program has a special need 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 and referral procedures
to facilitate appropriate referrals of abused spouses. Usually these referral
networks have required ongoing coordination with other social service agen-
cies. In 12 State AFDC programs (247%) and 14 local AFDC programs (35%), staff
reported they engage in coordination activities on behalf of victims.

Generally, coordination is 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-
tenance 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 these meetings is to ensure adequate reimbursement of
shelters and financial assistance to abused spouses and their families.

In still another Sraté, AFDC staff participate in an Intradepartmental
Committee on Battered Women, which also includes representatives of the Divi-
sion of Youth and Family Services, Medicaid the Welfare Department, the Men-
tal Health-Department, and several hospitals. At the local level, some of the -
AFDC staff are developing linkages with shelter programs and displaced home-
makers' programs. ) _ ﬁ

N]

*According to federal AFDC requirements, all States, not'juétu"sdﬁe," 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%Z) and ten local
programs (25%Z) have been involved directly in drafting new state regulations
for AFDC ‘regarding 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 expand its role in
domestic violence intervention. Program staff in 39 percent of the States and
75 percent of the communities identified specific barriers which 1limit 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 applicant 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 children 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 1s on children.
The AFDC program is not designed to be an "emergency" pregram; the State man-
dates that an income and assets verification be conducted, resulting in a 30
to 45-day waitisy, period for applicants. The AFDC program is not equipped to
meet the emergency service needs 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 recommendatioms
for erhancing the program's capability to address the needs of battered women.
At the State level, very few suggestions were offered. Thus, the feollowing
discussion presents primarily a community perspective. Most of the changes
suggested relate to eligibility criterlia and increased funding. Specific sug-
gestions include: speeding up the application process for abused spouses;
raising the payment standard, allowlng 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 from 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 attentiomn. 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 by AFDC 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)

I

AUTHORIZING LEGISLATION

Title IV-A, Social Security Act

FEDERAL AGERCY RESPONSIBLE

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

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 include families with children not
otherwise eligible.

This program has the potential to provide aid to abused spouses with
children who are suffering severe financial hardships. Generally, cash pay-
ments are made to the client to cover housing, food, and necessary medical
supplies. In some cases, vendor payments are made directly by the program to
landlords, utility companies, etc. Only 21 States and the District of
Columbia have elected to provgde this optional program.*

N
.\\

ABSTRACT OF MAJOR PRJGRAM FINDINGS

The findings presented in this abstract and subsequent sections are based
on Interviews with 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, adminis-
trators and‘staff from a sample of 30 communities participated in the stuQYw

Based on these interviews, the following findings are reported:
e EA programs in lnine percent of the States and 23 percent of the com~

munities surveyed have developed or adopted a definition of domestic
violence. . e

*The States operating an EA program include: Arkansas, Connectiéut, Delaware,
Kansas, Kentucky, Maryland, Massachusetts, Michigan, Minnesota, Montana,
Nebraska, New Jersey, New York, Ohio, OkIahoma, Oregon, Pennsylvania, Vir-
ginia, Washington, West Virginia, Wyoming, and the District of Columbia.
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o In 14 percent of the States and 17 percent of the communities sur-
veyed, EA staff reported a program focus on battered women and/or
thelr families.

o  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.

e In 18 percent of the States.and 17 percent of the communities sur-
veyed, EA staff provide direct services to battered women and their
families. o

Vo 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.

e EA staff in 23 percent of the States and 23 percent of the communi-
ties surveyed have received training to understand better the needs
of victims of domestic violence and their families. :

e EA respondents in 77 percent of the States and 83 percent of the com—
munities surveyed indicated an awareness of advocacy activities on
behalf of victims in thelr respective:States and communities.

o EA respondents in 2§ percent of the States and 27 percent of the com-
munities surveyed identified themselves or other staff in the EA pro-
gram as advocates for abused spouses.

@ In 36 percent of the 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 services to
battered women and their families.

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

o

Although the current level of EA p;ogﬁhm activity directed toward the
problem of spouse abuse is limited, as evidenced by the statistics presented
above, the exceptions to this general pattern illustrate several successful

strategies for assisting abused spouses and their families. The following

discussion provides examples of current EA staff activities directed toward
victims, service delivery barriers (as identified by respondents), and

! respondent recommendations for improving the delivery of services to battered

womens.: kN

Specific Program Effort AL

N

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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can be used by battered women with children who have not yet been determined
s eligidle 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.

States where the program is State supervised and locally administered, the
counties may develop a definition of domestic violence as part of the eligi-
biltiy criteria; this accounts for the higher percentage of local EA staff s
reporting such definitions. The following phrases are included in some EA ‘ '
eligibility criteria: "battered women in shelters,” and “"nezd for protective :
services.” The general definitions used by EA programs to determine i
emergency/destitution also can apply to abused spouses. . For example, the i
definitions in two States are, "a situation that places in immediate jeopardy ?
one or more members of a family" or "being without resoutces to meet one's ;
needs."” Thus, the EA program appears to offer a service for which many bat-
te:ed 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 ‘ i
}

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 jinformal meetings with 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.

not use "domestic violence" as a distinct criterion for eligibility.
)

EA program staff reported a special focus on assisting battered women in
14 percent ofithe 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
1evel§ reported a focus on abusing spouses. However, EA staff 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 battered women.
The same programs which emphasize assistance to battered women have goals and
objectives related to the problem area.

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

USROS

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 program staff were g’{

i e
e

In addition to coordination actlvities, a few staff indicated that they,
or cther EA program staff, encourage service provision to abused spouses and
their famillies. Program staff in 23 percent of the States and 27 percent of
the communities surveyed identified themselves or other program staff as being

asked to identify the problems most often presented by battered women; they
identified other types of marital conflict and housing problems, as well as N
the need for legal protection. K g T

In response to these problems, some EA program staff engage #n activities
on behalf of abused spouses. At the State 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 percent of the States and 17 percent of the communities
surveyed provide direct services ‘to this population.

The actions of the feéw program siaff focusing 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 this State include program funding, planning, and tech-
nical assistance activities to assist victims more effectively. In a few
other States and communlties, special procedures have been initiated which .
recognize the unique circumstances of abused spouses. For example, EA funds
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i?@ ' &r advocates for victims of domestic violence. Program staff also dre 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
are aware of such advocacy activites. The impact of these external advocacy
efforts, as reported by EA programs staff, is that shelters are being estab-
lished and battered women are more inclined to. seek assistance from their
program.

Degpite 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. ‘

= o

Barriers to Service Delivery

Respondents at both the State and community program levels identified
barriers which they percelve as limiting the capacity of EA staff to meet the
needs of battered women and thelr families. More barriers were cited by

N .

e e R g

) w
9, ]



[

T s T et .

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 interxpretation, 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, finaneial eligibility limitations often pro-
hibit EA staff from assisting battered women. For example,-in one State, an
individual's resources must total less than $750 before the person can be con—
sidered eligibile for EA. Further, according to several respondents, eligi-
bility determinations at the county level may differ, especially when State
gulidelines 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. 1In 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 variability relates to the marital status. In some commun-
ities, the ‘woman must prove that she is separated from her spouse before she
can recelve EA. ~

Another barrier to helping abused spouses emanates from the respondents'
interpretation of the program mandate. Several respondents at both the Stute
and community levels believe that it is not appropriate or legal for EA to
place special emphasis on assisting battered women. 4

The third restriction most frequently mentioned relates to funding li_ui_i1
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 1is, 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 battered women, permanent cr
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 affered by EA program staff represent changes which
they believe would resolve some of the barriers cited earlier. Several changes

were suggested:

e DMake 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, rescurce utilization, identification of victims,
and sensitivity to the special needs of victimsf

e Increase program funding and staff.

Respondents also cited lecal 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 level respondents believe it is not feasible for
EA to assume any additional activities to assist battered women. Major bar-
riers to sefiiﬁe delivery, identified by respondents, include program eligi-
bility requirements, the EA program mandate, and funding limitations. Since
the EA program is closely related to the AFDC program, it is not surprising
that similar barriers were reported by respondents surveyed in both programs.

,Changes suggested by program staff to enchance the capability of the EA
progfam to service battered women include: (1) allowing abused spouses to be
categorically eligible for EA, (2) implementing speclal procedures for 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

AUTHORIZING LEGISLATION

~ Title IV-B, Social Security Act

FEDERAL AGENCY RESPONSIBLE

Children's Bureau;

Administration for Children, Youth, and Families;
Office of Human Development Service; ; ’
Department of Health and Human Services (DHHS)

i

PROGRAM OVERVIEW B

The primary purpose of the Child Welfare Servi i
' pr | : ices (CWS) program is t
assist children whose basic needs are not being met. Specifical%y, the p:o-

. i

e Prevent, remedy or assist in the solution of procblems which may
result from child neglect,. abuse or exploitation;

o Protect or care for homeless, dependent or neglected children;

e Protect and promote the welfare of children of working mothers; Qnd
@ Otherwise protect and promote the welfare of children including)the
stre?gthenlng of their own families where possible or: where needad
proylde adequate care of children away from their homes in foSte;Ei,
) family homes, day care or other child care facilities. G%
CWS services theoretically are available to an i : : d]
of the economic or social status of the child and/oz i:;1ga;?1;?Edﬁo$:$:rgless
because program funds are limited, States and communities tend to give i r-
ity to children and families with fewest financial reésources. & i
There!ls considerable flexibility in the kinds of services provided b (
the QWS program. States and communities typically use Title IV-B funds foZ
services related to child protection, day care, foster family care residential
treatment, and/or adoptioni The study findings presented in this éiscussio =
are 11?1te§ to those States and communities which reported at least some ; n“
of their Title IV-B funding for services to children in their own homes., uee

4

M g ek

ABSTRACT OF MAJOR PROGRAM FINDINGS

The study findings presented in this and subsequent sections are based on
jnterviews 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 which thé State and community
percentages have been calculated in subsequent sections of this report. Major
program-findings are as follows:

e In nine percent 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.

e - In 86 percent of the States and 33 percent of the communities
surveyed, CWS staff reported a program focus on battered women,
children of battered women, battered men, and/or abusing spouses.

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

e 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.

o In 40§pefcent of the States and 30 percent of the communities

surveyed, CWS staff have received some training and/or technical
assistance to better understand the needs of abused spouses and their

families.

e In 40 percent of the States and 30 percent:gf the communities
surveyed, CWS staff were jdentified as promuting assistance to
battered women through advocacy efforts. ' 2

) In 91 percent of the States and 70 percent of the communities
surveyed, CWS staff jdentified other programs, grassroots organi-
zations or advocacy groups which direct activities on victims of
spouse abuse. :

] In 57 percenﬁ 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 1eve1vCWS program administrators reported no use of Title
IV-B funding for services to children in their own homes. In another six
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%Z) and four local programs (12%)
reported on definitions of domestic violence. These definitions pertain to
the criteria 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 the 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 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 abu51ng
spouses, providing there also are children involved. Specific serv1ces offered
in these States include shelter, counseling, transportation, crisis 1nterven—
tion, and other forms of emergency assistance.

Since the predominant CWS activity undertaken om behalf of battered women
at both the State (49%) and community (39%) program levels is coordination
with other agencies, a closer look at coordination mechanisms is warranted.
Most frequently, coordination is maintained through informal meeLlngs with
other agency staff. . In some cases (23% of the States and 15% ¢f the communi-
ties), a CWS program representative participates in a task farce or committee
concerned with the problem of spousal abuse. For example, in one State, tha
CWS program is working with a State-authorized task force to study- ramlly 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 unique agreement with the
Medicaid program to investigate all medical referrals involving suspected
child abuse and/or spouse abuse in families with children. Medicaid referwvals
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 piogram

“dre involved with representatives from Title XX, LEAA, and Coalitions Against

Domestic Violence to establish shelters throughout the Htate. In addition to

these working relationships, at least three CWS programs have developed
formalized referral arrangements with Adult Protective Services programs aimed
at improving the delivery of services to victims of spouse abuse.

P

In four State (11%) and one community (3%) program surveyed, CWS staff
have established goals aimed at meeting the needs of battered women and tleir
families; for example, "to coordinate services with the Adult Protective Ser-
vices program and to share case information" or "to consider the children 'nf ; :
battered women as a priority with respect to service provision." Other C¥ i L CWS staff from the 16 local programs surveyed (48%) which include probes
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respondents mentioned that they have informal program goals to serve batte: -od
women, but that these goals are not consistently applied. : ¢

Sixteen community CWS programs (48%) have intake and assessment procedures
which include probes for spousal abuse. Respondents from these programs were
asked to indicate the kinds of problems presented most often by battered women.
Other forms of marital conflict, social isclation, emotional and aléohol abuse
by the spouse, housing needs, legdal protection, and child care were identified
most frequently.

Many CWS respondents at the local program level noted that the purposes
of the CWS program pertain to children; the primary purpose is to protect the
well-being of the child. Any assistance provided to a battered woman is
secondary to services provided to her as the mother of a child in need of
. help. The majority of CWS respondents indicated that when a woman/mother is
 identified as battered, she usually is referred to another service prov1der
(e.g., a shelter program or an Adult Protectlve‘Serv1ces program) .

40

for spousal abuse as part of their intake and assessment procedures were asked
to identify the services to which battered women are referred. Staff from
every ‘program routinely refer battered women to health services. Nearly all
of the staff make referrals to providers of mental health, legal, alcohol and
drug abuse, housing, employment, and battered women's services. Less fre—
quently, cases are referred to social service agencies. Once these referrals
are made, CWS staff usually engage in information-sharing or have joint case
planning meetings.

Some CWS program staff engage in advocacy efforts to help battered women.
They~have 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
direct assistance to battered women through their program resources or through
referral and follow—up activities. <Advocacy activities are viewed by these
staff as consistent with CWS policy because of the potent1a1 for emotional and
physigal harm to children during domestic disputes. T

i
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Program Recommendations to_Enhance Service Deliverxy

CWS staff were asked about any efforts in their State or community which
might positively affect their program's ability to assist battered
women. In a number of instanmces, legislative activities were identified. For

Program réspondents offered recommendations to emhance the capability of
the CWS staff to serve abused spouses. Repeatedly, respcndents at the State

3 ! , ! _ ; i tter coordination with other
example, several States have legislation pending to help protect battered women ! 5 and local program.levels mentioned thelzeedsfzz bzsted S the incidence Of
and provide needed services, such as counseling, housing, and transportation. ; r agencies t?atla551st battered womené ta.Wz omgﬁ be documented to bemefit the
This would expand the range of referral resources for battered women who are i Ve domestic violence and.the'needz of bat ;re hé
identified by CWS staff. In another State, a newly-passed law regarding ! 7 development and goordlnatlon OI services.

restraining orders in cases of domestic assault is viewed as broadening the

legal base for protection of both children and adults. 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 eff?rF. Last.:lylq several forms|of
F : training and technical assistance were identlfled‘t? increase ?he staff's

| | ) ability to meet the needs of abused apouses and their families:

Barriers to Service Delivery

Most of the CWS respondents perceive eligibility limitations imposed by

R\ ’ Federal and State legislation as the major barriers inhibiting their provision i ) : . . .
S of services to batﬁefed women: : ) i P ' S e Causes and dynamics of spousal abuse and its effect on childrenm;
S - - . . n . . o - : 3 i i e in the absence of physical

E AN ® State/Federal legislation earmarks furids for services to children Y . ) ScFeenlng techniques to 1dent1fy abus pay

DY only. ’ . ' evidence; ‘
. . . ; i i i mestic
e The primary focus of CWS intervention must be on the welfare of the - e Skills and effective treatme?t strategies in working with do
child. ' : violence victims and abusers; and
o ] ‘ i iolenc ram
e Legislative authority is lacking for CWS staff to serve adultsi @ Information on ways to develop and make domestic violence prog

. . . . g . d
services accessible, including other providers' experiences.

According to respondents, CWS pfograms are mandated to serve children;
and if a battered woman does not have children or if her children are'not in ¥

need of CWS services, she cannot receive’ CWS services. Furthermore, in some & SUMMARY
instances, program staff may be unable to find any identifiable adverse impact N b . State and community program levels
. on the child(ren) as a consequence of spouse abuse, thus preventing delivery . A Overall, CWS program‘;taff at bgﬁget::d tie e oF battired Gomen and
‘ of CWS services to the family. ‘o y i are aware of the problem of spouse a p tly presents
‘ : N , . } their families. The population served by CWS programs YQQ992 y Pr 4
3 ' \ . . 3 3 ! : i . iliari ith domestic violence issues an
? A number of CWS staff expressed concern about having sufficient funds to SE, & cases of family violence; thus, famlllarltY v , £ th However
i i i ] ibiliti i eV ’ { - i to promote the welfare of the family are program strengis. )
fulfill their primary responsibilities for children, even less for abused ;- [ services P : S CWS staff report funding and staff limitations
adults. Similarly, CWS staff discussed the lack of community resources Kﬁ.g:, ) : ‘ in mos? States and.cowmunltlgs, f'al i zx and cervices to battered women
shelters) which exacerbate the difficulties brought about by the lack of CWS ' ‘ as seriously FeSFF1°t1“g_thelr potenti P B
program resources. Furthermore, lack of staff expertise or staff trainimng on | o in their service“population.

i ¢ -

Another barrier described by several State respondents rélates to th \ . o
! ‘

the needs of battered women are viewed as a major barrier to service proVvision. = & ‘ i

organizational structure of the agency, which places the CWS program .in one

division or department and Adult Protective Services (APS) program in another.
The separation of services for children and adults, with little or no coordin—
ation within the agency, limits the effectiveness of treatment strategies ; Do g .
directed toward families, including those experiencing spousal abuse. j . , o : ' oo e

S

Respondents identified’a major reason why it is not feasible for the CWS' ;
program to assume (additional) activities on behalf of battered women. This |
relates to the program mandate to focus on children whose basic needs are not )
being met. Fulfilling this mandate, eséﬁhﬁally in light of the magnitude of : e ‘
child abuse and neglect problems, utilizes”ﬁl% existing resources. (ﬂt,j . o o ‘
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CHILD PROTECTIVE SERVICES
(As provided through the Social Services, Title XX, program)

AUTHORIZING LEGISLATION

Title XX, Social Security Act

FEDERAL AGENCY RESPONSIBLE

Qffice 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 ?or separate
analysis. Two primary reasons underlie this separate analysis. First,,
research studies on child abuse suggest a relationship between the preseéuce of
child abuse and other forms of family violénce in the home, including spousal
abuse. Second, many survey respondents from the Child Welfare Services 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
pridrities. Considerable variation exists among the States in terms of(ﬁhe
breadth and types of services provided for children in need of protectidgn.
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 Columhia.* At the local level,
interviews were conducted with CPS administrators and direct services staff in
31 communities. These samples form the data 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 prrgram level, CPS administrators in five States did not parti-
cipate in the State Surwey. : ’

&4

® In nine percent of the States and in 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
programs 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 and seven percent of the communities on abusing spouseii.

' 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. :

e Direct services for battered women are provided by 20 percent of the
States and 10 percent of the community CPS programs 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.

e 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 community (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 ﬁpon the major findings presented above, this section elaborates
upon CPS staff efforts to assist battered:women 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 Program Efforts

In most States and communities surveyed, CPS staff reported 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 providers (e.g., shelters or adult protective
services programs) for direct help with the problem of spouse abuse. Where.
CPS staff are providing services directly to victims, there are abused or
neglected children involved in the case.
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Local CPS staff from 21 of the 31 communities surveyed (68%) reported
that their intake procedures seek to identify victims of spouse abuse. 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 percent of the States and 52 percent of the communities surveyed,
CPS staff are involved in some activities on behalf of battered women. Coor-
dinatior 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 integrate
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 coordinzted referral network
among these service programs. In a second State, a formal agréeement exists
with the Medicaid program, whereby referrals of suspected spouse or child
abuse cases from the Medicaid staff are investigated by CPS (and other) staff.
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.

Direct services for battered women were reported by State level CPS
administrators in 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 targeted for
famjlies, children, and/or battered women. In these instances, the provision
of direct services to bhattered 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 leyel,
however, have mandated activities on behalf of battered women, such as coor-
dination of services and data collection.

In a few States and communitigs sirveyed, 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 arrangements with the courts for alternative sentencing in spouse
abuse cases. In other communities, staff have worked as volunteers in shel-
ters and participated in workshops on domestic violence.

The magorltﬂ of CPS State administrators and local staff surveyed are
aware of advocacy group efforts outside of their programs. A number of State
level CPS respondents reported that these efforts have had or-could have an
effect on their programs, since most of the advocacy efforts center around new
leglslatlon to protectjand serve battered women. In addition, the provision
of services (prlmarlly shelters) and public awareness campaigns initiated by
advocacy groups have 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 increase activi-

ties, most identified expanelon in the provision of direct serv1ces, staff
training, and community education.

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 without 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
receiving 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 encourage effective coordination 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
CSP respendents agree that a State mandate, additional program resources, and
training are necessary prerequisites. Respondents suggested that staff train-—
Lng be provided on the dynamlcs of spouse abuse, how to identify victims of
spouse abus#; and treatment and intervention technlques 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 brcome 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
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 caseloads. As a consequence of exposure to domestic violence in
the families served 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. These factors
contribute favorably to any future CPS program activities which may be directed
toward abused spouses.

.
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THE CHILD ABUSE AND NEGLECT PREVENTION AND TREATMENT PROGRAM

AUTHORIZING LEGISLATION

The Child Abuse Prevention and Treatment Act, as amended

FEDERAL AGENCY RESPONSIBLE

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 activities,
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
currently 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 OF MAJOR PROGRAM FINDINGS
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ANATL.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 preparation to deal with the problem of spouse abuse.
Staff of this program‘réported 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 mothews, not when fathers are present.
In general, across the six NCCAN projects surveyed, the identification of
spouse abuse 1s most likely to occur through client self-disclosure. Once
identified, NCCAN project staff normally refer the parents to other service
providers 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
within 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 use
professional staff, therapeutic intervention with the abuser, and a traditional
social services model. One administrator, however, indicated that staff
provide ongoing treatment and attempt to reconcile the situation in the home,
while the direct 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 related to the problem area.

As previously noted, in two projects, there were staff identified as advo-
cates for battered women. TFor 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
exergency shelters which, in turn, provide new referral sources. L
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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 "drop~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 programs could assume additional activities (such as technical
assistance, consultation, community education%,collection of statistics, and
needs assessment) and take the lead in coordinating 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 knowledge
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 ajpuse,
respondents pointed out that NCCAN projects are funded specifically to focus
on child Lbuse 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 and
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 ‘€uture. °

Program Recommendations to Enhance Service Delivery

Respondents from two NCCAN projects provided suggestions for facilitating
coordination efforts related to the ﬁroblem 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 agency rep-—
resentatives be formed in-their communities aimed at helping battered women.
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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
Lo meet the costs of necessary medical services, and 2) to furnish rehabilita-
tion and other services to help individuals attain or retain capability for
1n§ependence or self-care. The Medicaid program is not mandé&ory; for example
Arlgona does not have a Medicaid program. Program eligibility criteria limit ’
assistance and services to needy persons over age 65, the blind, .the disabled
(SSI.recipients), members of AFDC families, the medically needy (persons who
can.lndep?ndently 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 sp?cific 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 Ié

] T?e findings presented herein are based on interviews with State level
Medicaid program administrators and with local staff who have responsibility
for processing applications to determine eligibility for Medicaid assistance.
In the State Survey, 48 administrators participated in the study effort.* On
the local level, staff in 36 communities, representing 14 of the 15 States
selected for the Community Survey, participated in the study.

e In one ?owmunity (3%) surveyed, Medicaid program staff have developed
a definition of domestic violence. ,

) The Medicaid program in one State (3%) focuses on battered women;

none of the programs surveyed focus on battered men, children of
battered women or abusing spouses. ‘

*As notedg Ariz?na does not have a Medicaid program, and CSR was unable to
arrange interviews with program representatives from two other States.
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e Medicaid program staff in two communities (6%) surveyed, have estab-
lished goals and objectives pertaining to the needs of battered women.

e 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.

e 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.

e Medicaid program respondents in four percent of the States and 22
percent of the communities surveyved identified themselves or other
Medicaid staff as being advocates for domestic violence victims.

e Medicaid program respondents in 54 percent of the States and 78 per-
cent of the communities surveyed identified barriers to service pro-

vision for abused spouses.

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

Federal legislation authorizing the Medicaid program does not permit
targeting on any specific group to the exclusion of others; the eligibility
criteria are fairly straightforward and limit services generally to the poor
and/or the disabled population. Since intact families usually are not covered
for health care under Medicaid, women who are abused hy their spouses represent
a small proportion of Medicaid eligibles. o

Most Medicaid staff reported that victims of spouse abusé who meet the
program's eligibility requirements receive the same services ds other Medicaid
recipients, There were few examples cited by respondents of any special pro-
gram efforts to identify or assist victims. Therefore, the following sections
describe the Medicaid program's current limited involvement with 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 ‘
Medicaid program respondents, at the State and community levels, responded that
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staff have not ‘developed definitions of domestic violence, nor have they estab-

. . " . . . . . 3 . .

communat ed]](:a 10 on the b I d d t f S d .

. GePerally respondents at the local level indicated that if they identify
§t §ttere§ woman, " they refer her to Social Services staff for help. However
1t 1s unlikely that an applicant would be identified as a victim of domestic’

from ﬁshZinzlone§ above, some Medicaid'program staff have worked with staff
gencies to coordinate services for abused spouses. In eight per-
cent of the States and in 17 percent of the communities surveyed, Medicaid
progrém sFaff have engaged in such coordination efforts. One ex;m le of -
c9ord1nat10n occurred subsequent to a State’s passage of a domeétig violence
bill. State Mgdicaid and Title XX staff established an effective referral
system, and t@ls coordination has continued at the local level. 1In addztion
Ehe;e.are semi-annual meet%ngé for Medicaid and Title XX staff which include’
raining and technical assistance related to the problem of domestic violence.

efforgz gnebSEatz Medicaid program surveyed, staff have initiated spacial

Mesores n behalf of battered womﬁn. The Quality Assurance Division of this

pedic program has dgvel?ped a "memo of understanding" with the Professional
andards Review Organization (PSRO). This results in a review of all adult

a ; =7 . . X
. and child trauma services on a monthly basis, using information stored in a

computer. Professional analysts’determine whether domestic violence is a
possible cause of the need for trauma services. If domestic violence i
sus?e?ted, the case is referred to the Division of Children, Youth abds
Families (CYF). A CYF caseworker is assigned to follow-up ;n the éas:. 1

) SFaff from two communi?ies in ther States have initiated special eéforts
tg a;s1§t_?attered women which also illustrate the intervention potentisdl’ of

: e edﬁcald program. In one‘c?mmunity, the Medicaid prograhoéaidelineé con-
ain a spgedjup clause requiring virtually immediate Processing of applica-
Lions by victims of domestic violence. In another community, program gsaffa

noted Fhe Early Periodic Screening Diagnosis Treatment (EPSD%) pProgram as

mgchaylsm for 1de?tifying battered women. The EPSDT irogram, which is taxzeted

g:rcgiid;:;éhzsgzzzzi stszhto.info;m clients of the availability of Mediéaid

] Log and physical help, ages 0 to 21 vyears.
believed that this procedure may identify, along with zatEZredRiiggggzgfstheir

(ZZZ)Medlcald administrators in two States (4X) and staff in eight communities
steted that they, or other Medicaid staff, take an advocacy role i

encouraging help for victims. Medicaid staff in 56 percent of thé Statenand

61 percent of the community pPrograms surveyed also are aware of other ad

working on behalf of battered women. ‘ ¥ advocates
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Program respondents were queried as to the potential of the Medicaid pro-
gram to assist abused spouses. Respondents in most States and communities
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 specific barriers, three underlying issues require
review. First, most respondénts indicated that ‘it is not within the purview
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 that the mandate should
be changed. Second, some of the barriers cited are specific to certain States
or communities. This is especially the case with program eligibilty require-
ments and vendor payment policies. Finally, some barriers identified are based
on perceptions of restricting factors rather tham on facts.

Many of the barriers noted relate to the authorizing Federal legislation.
Several respondents stated that Medicaid is prohibited from targeting services
for special populations based on medical diagnoses and they consider physical
battering a medical diagnosis. The legisleted program emphasis also was iden-—
tified as limiting the extent to which victims can be served. For example,
several program staff commented that the Medicaid program is concerned pri-
marily with medical needs, and that the problem of spouse abuse is related more
to social needs. Thus, these staff concluded that so¢ial service agencies
should be the primary service providers for abused spouses.

[ .

Federal and State Medicaid legislation also result in other types of
barriers limiting service delivery. A major barrier cited was eligibility
LCriteria, especially income restrictions. In general, these eligibility
criteria are Federally imposed; however, State regulations also affect eligi-~
bility. One effect of the eligibility criteria is that only victims who are
poor are eligible for Medicaid services. Further, since AFDC recipients are
eligible for Medicaid services, AFDC eligibility criteria relate directly to
Medicaid eligibility. A respondent in one State mentioned that the abusing
spouse's income is considered in’determining the battered woman's eligibility;
thus, a battered woman may-not be eligible for AFDC or Medicaid unless she 1is
legally separated or divorced from her spouse. '

Barriers specific to State legislation also were identified by respon-—
dents. For example, State legislation limits the types of service providers
that can be reimbursed. According to program staff in some States, psycholo-
gists and clinical social workers cannot be reimbursed for counseling services
unless their services are provided through public’ or nonprofit community
agencies. However, in other States, Medicaid pays for private counseling
services provided by psychologists and/or clinical social workers.
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Another major barrier, cited by respondents, is insufficient program
resources to provide additional or special services to abused spouses. Also,
there is a lack of medical social workers in the Medicaid program, limiting
the program's capacity to provide services effectively. This lack cf program
resources tends to limit the szXtent 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 comsent, 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 can be 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 families.
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
in 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 yespondents noted the need for a mandate 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 suggested
training for staff on the problem of domesti< violence and the implementation
of intake processes to include screening for spousal abuse. Respondents also
had suggestions for improving the coordination of community services for vic-
tims and their familiesi 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 further 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 provided thereby (e.g.,
physicians' services) are generally available to other beneficiaries of the
program. Staff also expressed their interest in receiving training om 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 the 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 CHCs and include: the services of physicians 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 envirommental 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 CHCs are run by community boards, not by any
governmental 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 findings presented in this and subsequent sections are
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
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Staff from two CHC programs indicated 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 battered women; thus, they interpret the general program goals as
specific to the needs of battered women. ; '

CHC program staff in 52 percent .of the communities surveyed (13 programs)
are aware of abused apouses in their client populations, but no staticiics are
collected by them on the actual numbers of battered women served. These CHC
staff were asked to identify the most frequent types of problems presented by
battered women. They ideuntified other types of marital problems, unemployment,
alcohol and emotional abuse by the spouse, child care and child behavioral.
problems, and social isolation. Medical problems were identified by less than
one-half of the CHC respondents. ' ;

In response to the problems presénted by battered women, CHC 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 CHC
programs surveyed, staff respond by providing direct services to victims.

When battered women are 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 women (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
follow~up with the battered woman; thrle programs hold joint case planning.:
meetings; and three programs monitor the referral agency's activities. Idfi

four of the programs, staff reported that they routinely transfer or closa’the
case upon referral. v ‘

In 48 percent of the communities surveyed, CHC 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 CHC 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 CHC program respondents reported that when
spouse abuse¢ is suspected, staff probe for verification and offer either
direct or referral assistance. One CHC has a referral specialist on staff who
seeks to identify and refer victims to needed services.

In 40 percent of the commnities surveyed, CHC staff are invelved in
coordination ‘activities for victims and their families. .In 16 percent of
these commnities, the CHC program has a service agreement with other services
providers; in 12 percent of the communities, CHC program staff participate
on domestic violence task forces; and in another 12 percent, CHC program

»
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staff have informal meetings with other service providers. For example, ;?
one community the CHC program is a member of the Spouse Abuse Netvork. T is
network includes representatives from the CHC program, the Commun%ty Menta
Health Center, and the Department of Social Services (DSS). Meetings focgs on
the coordination of services to battered women and on the development of an
emergency shelter with DSS assuming the lead role.

In eight programs, representing 32 percent of the communities surveyﬁd,
CHC staff assume an advocacy role to help abused spouses. For.e§amp1e, the
staff has conducted in-service training on spousal abuse, testified bgfpre
State legislatures in favor of legislatioq to'help battered women, wrlttzq; -
proposals toward the prevention of danest%c violence, gupporte@ thefests tis
ment of shelter programs, and initiated direct counseling services Ior ba
tered women. :

In 76 percent of the communities §urveyed, ?HC staff is aware of and‘has
repbrted on the accomplishments of various women s advocacy groups. Proiram _
respondents credit these groups with the prOYlSlon of shelter and suppor dse:er
vices, community education, crisis intervention, tgle?hgne c:ounse]..lngc,l ?QV P
support. These advocacy groups currently play a s1gn1§1ca?t serv1c§ e i i;y
role, according to those CHC program staff who are active in the referra

spouse abuse victims.

CHC staff in 50 percent of the communitieg §urveyed believe iF fga51b13
for the CHC program to assume additional activities on beha%f of v1ct%ms an
their families. Activities most often suggested are community education,
staff training, outreach, technical assistance, and consultation.

Barriers to Service Delivery

A variety of barriers to assisting victims were identified by CHC prgg?am
respondents. Barriers cited most often iyc%ude the lack of a Federal Tan.atﬁ
establishing abused spouses and their families as a CHC target popglatl?n, e
lack of adequate and stable Federal funding for CHC staff‘and gervic;s 1nt‘
general; and CHC adherance Lo the Privacy Act (e.g., confldeytlal information
about a patient cannot be shared by CHC staff unless the patient gives
consent) .. .

Other barriers repbrtedly affecting CHC service @elivery in some commugi-
ties include: lack of CHG staff knowledge and expertlse.related to the pro
lem of domestic violence; the lack of available CHC services aftgr norma}
working hours; the seemingly small number of battergd women seeking services
from CHCs; and a CHC program focus on other p?pulatloys (e.g., pregnant
adolescents, individuals seeking family planning services).

Program Recommendations to Enhance Service Delivery

CHC respondents offered a variety of suggestibgs to enhance the gFogram;s
response to victims and their families. Increases in CHC program fun 1n% an
staff are the most frequently cited recommendations, followed by a neeq or _
staff training on a variety of topics re%a%ed to the problem of domestic vio
lence. Specific suggestions for CHC training include:

|
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® Activities to increase staff awareness of and sensitivity to the
" problem of spouse abuse.

e 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).

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

. ‘ ' . ~ . U s P
. Information on referral sources available locally and in néighboring
communities.

' Seminars on the psychological aspects of spouse abuse with regard

' to both the victim and the abuser, and accompanying counseling tech-
niques. '

° Information on the legal rights of battered women.

Other recommendations cited by respondents for enhancing the CHC programJ;
responsiveness are:

¢ The establishment of CHC program goals and objectives Airqcted 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.

¢ CHC provision of community education on:the problem of spouse abuse
as well as provision of group counseling and follow=-up services: “pr
battered women. . T

SUMMARY

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

In general, the potential of the CHC program to assist abused spouses is
in marked dispute among Program respondents. Approximately.one~half of the
respondents do not consider it feasible or appropriate for their programs to
become involved in the problem of domestic violence. The other half support
CHC's expansion into this problem area. Expansion appears to depend upon an
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increase in CHC staff awareness of victims within their service pop§lat10n;er
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THE SOCIAL SERVICES PROGRAM

AUTHORIZING LEGISLATION

Title XX, Social Security Act

FEDERAL AGENCY RESPONSIBLE

Off?ce 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
hqnan services. Each State is required to furnish at least one service
directed to each of the following five goals: (1) financial self-support;

(2) personal self-care; (3) protection of children and vulnerable adults %rom
abu§e, neglect, and exploitation, as well as strengthening family life; (4) |
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:

] ?erso?s 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 ?ffer information and' referral and family plannihg services, as well js
services directed toward the goal of protecting children and vulnerable adults
as.n?eqe?, without regard to income or other eligibility limitations. State
eligibility requirements differ for services, groups of people, and/or parts -
of the State. For example, in one State, Title XX services are provided EE
abused spouses on the basis of group eligibility. o

.Each SFat? 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, and éransportation
are among the services offered by most States. )“

ABSTRACT OF MAJOR PROGRAM FINDINGS

. The data pres?nted in this abstract are based on interviews conducted
with Statg %evel Title -XX program administrators in 50 States, with State
level administrators of five Adult Protective Services (APS) programs; and

oy

T ",;3,' < e

s ot s s - 2o e

N

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, 45, and 5 are the bases for the respective data from
Title XX programs at the State level, local Social Services programs, and the
State APS programs. Study findings are as' follows:

® In 22 percent of the States and 16 percent of the communi-
ties surveyed, program staff have established or adopted
definitions of domestic violence. '

@ In 60 percent of the States and 36 percent of the commni-
ties surveyed, respondents reported some focus on battered
women, battered men, abusing spouses, and/or children of
battered women.

o 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 this
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 battered
women, although not mandated to do so. Local social 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-—
dination activities are directed on the problem of domestic
violence.

e Training to enable program staff to better understand the
needs of abused spouses and their families has been provided
in 34 percent of the States and in 44 percent of the com-—
munities surveyed.

*The five APS programs surveyed are distinct State legislated and authorized
programs; they are funded primarily by Title XX, Title II and State monies.
The APS programs are included in this report because of their reliance on
services funded through the Title XX program.
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® In- 46 percent of the States and 36 percent of the communities sur-

,V?ye§, one or more program staff have functioned as advocates for
victims of domestic violence. ' '

° In 80 percent of the States and 67 percent of the communities sur-—
veye?, program staff are aware of grassroots activities focused on
services for domestic violence victims.

° Title XX r?sPondents in 72 percent of the States and 53 percent of
tye commun1t1e§ syrveyed perceive Federal, State or program regula-
tions as restricting the provision of services for abused spouses.

° Tyo of the five APS programs surveyed have definitions of domestic
violence. '

® In three of the five APS programs surveyed, staff ére focusing to

some extent on battered women, battered men, abusi
; sing spouses, and/o
children of battered women. ’ s P ’ for

® Two of the five APS programs have State mandates t6 serve battered
women. ' '

° Staff_f;om two other APS programs have conducted some nonmandated
activities to help battered women. '

® Staff.fro? four ?f-the'five\APS programs surveyed are iﬁvolved:in
coordination activities related to the problem of domgéfic violence.

¢ Two of the five APS programs have provid d . . N .
violence. - \ ve p e staﬁf training on domestic

#

® Respondents from two of the five programs view themselves as advo- -

cates for battered women. v

B

® 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, respondents identified Federal or
State barriers to serving battered women.

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

In‘assesgi?g the potential of Title XX programs to assist battered women
and.t§e}r families, the following areas are considered: specific program
activities related to domestic violence and the scope of those activities,
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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 programs (60%)
reported a program focus on battered women, battered men, children of battered
women, and/or abusing spouses. Of these 30 programs, 57 percent 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 protective services due to "abuse, neglect, or exploitation.'
Only two respondents on the State level, one from a Title XX program and ome
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 of abuse. :

With regard to local social services programs, s%aff from 16 (35%) of the
communities surveyed reported a focus on battered women, battered men,
children of battered women, or abusing spouses. Of these 16 programs, 88
percent focus on the children of battered women, 71 pertent on.battered women,
35 percent on abusing spouses, and 29 percent on batteré§ men.

Respondents from seven {16%) local social services programs -teported a
definition of domestic violence, and in four of these programs, respondents
believe the definition 1limits staff ability to serve battered women. Seven
.local social services programs (16Z) 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 (367%) 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, 127 nonmandated),
technical assistance and consultation (14% mandated, 10% nonmandated), and
provisf%n of direct services (14% mandated; 24% nonmandated).

Direct 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, and emergency health care, and ongoing
services such as mental health services, legal aid, transportation, advocacy,
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outfeach, day care, foster family care, health care, and court accompaniment.
IF,ls assumed that these services are provided within the limitations in the
T1t1? XX law and regulations. Where battered women do not meet Title XX
fund%ng criteria, they are referred to other service providers or provided
services through non-Title XX funds.

In at least one State, the Title XX program has a State mandate to
provide services to both the victim and the abusing spouse. One Title XX
program has a mandate to serve "vulnerable adults," but it has not yet been
determined whether to include battered women in this category. Another
program fulfills its mandate by providing generic adult protective services
rather thanfservices 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 violemce. To date, 25 counties in
this Stat? offer services under this option. ‘In another State, Title XX funds
are used in an Emergency Family Service Program, through which six shelters
receive funding. In ye* another State, the State Coalition Against Domestic
Vlo%ence uses Title XX funds to subcontract for services to battered women and
their children with the goal "to preveat or remedy abuse to adults" in
programs with three services: 1) emergency shelter, 2) ongoing services, and
3) emer- gency health care. Another State purchases room and board for
battered women for up to 21 days.' This State's Title XX program has funded a
Statewide domestic violence incidence survey, has provided staff training on
domestic violence, and has engaged in public awarerwss activities.

Several other States also provide limited Title XX funds to’'shelter
programs providing counseling and support services to those victims eligible
for Title XX services. Some program staff interpret the Federal program goal
to protect vulnerable adults as applicable to the shelter needs of battered
women. 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.* (8

« G

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

*AF the time the State Survey was conducted, Federal regulations governing
Eltle XX did not allow reimbursement for emergency shelter for adults, unless

room and board" was "integral but subordinate" to a sérvice described in the
State's CASP. Subsequently, P.L. 96-272 "Adoption Assistance and Child
Welfare Act of 1980" was enacted which allows for Federal reimbursement of
emergency shelters for adults as an optional service.
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Title XX budget is $88 million, allocates $1.2 million for services to victims
of domestic violence. Another State's total Title XX budget is $221 million,
with $1.9 million allocated 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 nommandated activities. One APS
program has a staff menber in each county assigned to work exclusively with
domestic violence victims. Examples of other APS program activities targeted
on battered 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
spouse 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 complering 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 (11%
mandated, 13% nonmapdated), community education (2% mandated, 11% nommandated),
and provision of direct services (1€% mandated, 9% nonmandated). Direct ser-—
vices which are available to battered women 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 without 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 not 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 State have social services staff who con-
duct investigations regarding domestic violence and provide services to bat-
tered women... These activities are required 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 needed 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
other than some supportive counseling. ‘

Administrative action facilitating service provision to battered women
was reported in one of the communities surveyed. The local social services
administrator has determined that protective services should be available tuv
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Eglléren and adults'in ?eed, including battered women. Thus, in this program,
e issue of d9me§tlc violence is "aggressively addressed," and comprehensive
services for victims are available for six to ten weeks.

) In 1?c§1 programs which provide direct services to battered women and
their families, staff were asked about the service strategies they use. Of
these 11 programs, 91 percent use professional staff and 9 percent use la
staff. E%ght programs (73%) are oriented toward crisis intervention rachr
than ongoing services. Six of the 11 programs (54%) focus on reconciliation
of t?e.battered woman with the abuser, while four programs (36%) focus on
Provision of emergency shelter, and one program respondent did not know which
straFegy was most applicable. With regard to therapeutic versus court inter-
vention, respondents from six programs advocate the former, four advocate the
1att§ra 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.

?wenty—six of the 45 local programs participating in the Community Survey
have intake procedures which incorporate some methods for identifying battered
women. Respondents from these 26 programs were asked to identify the kifis of
problems most frequently presented by battered women. The most common iﬁclude
other types of marital problems (92% of the 26 programs), unemployment (40%),

?Zg;ional abuse by the spouse (62%), housing needs (46%), and legal protection

) .Very few local staff were able to provide details on the number of
V}ct%ms served or the proportion of the Title XX budget\SPént on services to
victims. One program served 606 battered women and 814 children of battered
women 1asg year and allocated approximately two percent of a total budget of
$320,000 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 ?um?er of Title XX program respondents, both on the State and community
level, indicated that it is feasibie for their programs to assume activities
Eor additional activities) in the interest of battered women. Most frequently
State and chmunity program staff suggested they have the potential to providé,
d1re?t services to battered women. Other activities frequently considered
fea51b}e on both levels are needs assessment, staff training, and community
education, plus, at the local level only, the establishment of a clearinghouse.
Many Fe§pondenﬂs qualified their answers, however, saying that these types of
activities are possible only if funding levels increase.

Coordi?ation activities by program staff for battered women appear to be
mors extensive on the State than on the community level. Fifty-six_ percent
(5642 9f the State Title XX staff and staff from four State APS prdérams (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.

] ?n'analyzing coordination activities in more detail, a variety of
activities were described by respondents. At the State level, one Title XX

R

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 XX, with the
Department of Public Welfare concerning assistance payments, and with the
Department of Education regarding school issues for children in shelters.
Respondents from Title XX programs in several States reported they hold
meetings with the staff of spouse abuse programs to coordinate activities and
develop better communication. Other State Title XX programs coordinate with
agencies, such as Child Protective Services (CPS), Councils on the Status of
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 gpecified that local program staff work closely with
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 activity is more limited than it is perceived to be by the
respondents at the State level. Many local respondents mentioned referral
activities; however, there is little coordination subsequepnt tc initial
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 reported that they have staff
who advocate for battered women's services. On the community level, staff
from 36 percent of the local programs reported having staff who encourage
assistance to battered women. Some staff are advocating for inclusion of
domestic violence services in the Comprehensive Annual State Plan. Others
have worked to develop 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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Barriers to Service Delivery
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State policies sometimes present barriers to Title XX services. For
example, 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 Comprehensive 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
errhasize the use of Title 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
domestic 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 policies often limit or elimi-
nate services needed by battered women. 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 mentioned 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 have income eligibility criteria which prohibit services to more
affluent battered 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 State-determined categorical eligibility criteria, and if women do
not fit these catégories, they cannot receive services. Many States also have

It
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residency requirements; women not residing in the State or without permanent
addresses in the county are ineligible. o ‘

Other types of program eligibility criteria also pose problems. ?o; exam-—
ple, according to several local respondents, battered women are not ellglh%e
for any specific services unless they have ghildren and the chlldFen are "in
danger." Respondents from another State indicated that, because it rout%nely
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=
minities 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 Titlg XX funds. Many.
respondents indicated that budget cuts have already necessitated a cutback 1in
overall services. They believe that the existing services would have to be
further reduced to permit services focused on battered women. Res?ondgnts‘
believe they would:be put in the untenable position of pliacing a higher pri-
ority on battered women than on other groups, such as abused children or.the
elderly. The lack of domestic violence incidence data to support a special
effort for battéred women exacerbates this problem.

Other respondents cited funding limitatioms, in combina?io? with th?
presence of other agencies to serve battered women, as restricting t@e T1§le
XX program from focusing on this population. In.one State, when legls}atlon
was passed appropriating funding for shelters, Title XX funds for services to
battered women were eliminated. Other respondents believe ?hat;battered women
already have laws to protect them and special women's organizations andxmental
health centers to provide aid; thig, Title XX funds are better used to megt

§!
other needs. )

2\

\
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Few staff and lack of staff training oriented toward domestic viqlence
are also cited as limiting Title XX programs' potential to serve batterei'
women. Many respondents indicated that their programs §imp1y do not have "

- sufficient staff to provide these services. Others béllev?.gbat prlvate‘égen-
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 ?Gmmunipykstaff of Title
XX programs, a number of Yecommendations were made W}th resgegt to enhanglng
services for domestic violence victims. First, staff %d?nt;f}ed resolut19ns
or planned resolutions for some of the barriers prohibiting Title XX services
to battered women. One resolution frequently mentioned was passage of HR 3434
on ‘the Federal level. iﬁis bill, P. L. 96-272, which was passed in the summer
of 1980, provides for Title XX reimbursement of emergency shelter for adults
as a protective service. 4 few respondents mentiongd aFtempts to pass State
legislation to resolve barriers. One State is c?nslderlng a plan to cease
receipt of Title XX funds. Instead, social services would be exclusively
State~funded to facilitate seyvices to specific target groups sucp as battered
women,
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Respondents also proposed some changes which are not yet in progress but
would facilitate provision 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 mandate to 'serve domestic violence
victims or, alternatively, placing a higher priority on this issue at the State
level and including domestic violence services in the CASP, were noted as
crucial. 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 provide 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&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 delivery system, and problems encountered. Another said
that technical assistance could be provided to counties to enable them to
develop local comprehensive service plans. Still another indicated. that
training for staff of the county office both to sensitize them to domestic
violence issues and to train them in services and referral procedures to other
community agencies would be helpful. The possibility of establishing a domes—
tic violence task force on the county level was mentioned; this task force
would take the lead in coordinating services. One respondent suggested that
Title XX program administrators form an advisory board to facilitate coordina-
tion of services for battered women. Another respondent recommended that all
lecal agencies contribute resources toward the establishment of a domestic
vioclence intervention 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 concern about coordinating with law enforcemeat
officials in their States and communities, including the need to train law
enfercement 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 as important, including training on
how other States and commnitiés are dealing with the problem of domestic
violence, program planning and development, needs assessment, and making use
of commnity and agency resources. >

Rgsgﬁndents on both the State and community level identified some on-
going efforts which may enhance service delivery to abused spouses. Many of
these efforts involve State legislation related to the domestic violence is—
sue. For example; sevegﬁu States have legislation pending to allocate funds
for domestic viclence programs. One of these is a marriage license surcharge
bill which would generate funds for rape and domestic violence programs.

[
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Another State has an Adult Protective Services bill pending. Yet another
State has recently passed a law concerning temporary rcstralnlng 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 establishment 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 sexrvices.

SUMMARY

There appears to be broad variation among Title XX programs in terms of
responsiveness to the needs of battered women. In general, State program
administrators reported more 1nvolvement in this issue than local staff: of
all the activities assumed by program staff9 coordination is the most frequent.
While some staff are actively involved in funding shelter care and prov1d1ng
direct services to battered women, others either do not ldentlfy -domestic vio-
lence as a service priority 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 considerable-potential to
become more comsistently and actively involved in providing services to victims

and their families. To date, individual State priorities and/or staff coicerns
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 soclal services provided by WIN include child care,
family planning, employment-related medical care, counseling, vocational
rehabilitation services, home management, and in some cases, financial
assistance until recipients receive theilr first pay checks.

ABSTRACT OF MAJOR PROGRAM FINDINGS

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 administra-

‘tors and direct service staff in 29 communities.

Based on *q erviews with State and local WIN program reprnsentatives,
the following Hi ngs are reoorted.

® In one WIN program surveyed at the community level, staff have
_developed goals ‘to address the needs of bac%ered womerl.

e WIN program fespondents in 10 percent of thg S%ates and seven per-—
= cent of the communities surveyed reported that«staff provide direct
services to battered women. . y A

R

A Y

*WIN program administrators in one State did not participate in the State
Survey.
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e 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 domestlc v101ence.

® VWIN program respondents in 28 percent of the .States and 24 percent O

of the communities surveyed reported that staff have received train-—
ing to better understand abused spouses and their families.

9 In 18 percent of the State and 38 percent of the community 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 community programs surveyed are aware of advocacy groups in
their States and/or communities which assist abused spousés.

¢ WIN program respondents in 46 percent of the States and 62 percent
of the communities 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 directly involved in efforts to assist ahused spouses and their
families. This section -describes the potentlal of the WIN program to become
more involved by examining the activitiesg, of those WIN staff engaged in
efforts to help battered women. In this context, the barriers to service
dellvery identified by WIN respondents as well as their recommendations for
improving service for abused spouses are discussed.

Specific Program Efforts

By Federal regulation, the WIN program targets on AFDC recipients. G} ,
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 goals or objectives developed to address the needs of victims.

Several WIN respondents reported that some of the progfam s general |
goals and obJectlves could apply to meeting the needs 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
WIN; in this case, "battering" is viewed as an employment barrier.

Further, battered women who also‘are»WIN participants are elibible to

receive the same services as other 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 (317% 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, emotional abuse by the
spouse, 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
violence problems. 1In 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 parenting," 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 battered

‘women and their families.

Results form the Community Survey 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. 'Program representatives also were querled about the feasibility
of their programs to assume additional 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 demdnd for services to battered women has not been

demonstrated. ‘ ) -

@ - WIN is a short-term employment program and is not de31gned to meet
the multiple social service needs of battered women.

® A lack of program resources (e.g., funding, staff, tfaining).

S
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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 program planning activities also was mentioned, although
less frequently.

Perhaps the greatest potential for expansion of program services lies in
WIN staff participation in coordination activities. Although the number of
WIN staff currently involved in coordination 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 involvement. None of
the WIN programs at the State level but five of the community programs (17%)

%

have developed interagency service agreements to better serve battered women.
Informal meetings .al%o are used to develop linkages, as reported by five
State level and three community level WIN respondents. Most coordination.
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 by
administrators include: ' g

e Participation in community education efforts.

e Development of coordination linkages.
] Serving on the Board of Directors for shelters and women's resource
centers.

e Developingmprogram proposals to promote and describe WIN servicesnr

avzilable for battered women. : &

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

WIN respondents generally are aware of other advocacy efforts occurring
within theixr State and community to assist abused spouses.® ‘Respondents
attribute these advocacy efforts to increased public awareness about the
problem, the formation of safe homes or shelters, and, in a few instances,
provision of counseling and legal serices to battered women.

In brief, in only a few instances are WIN program staff involved in any
activities directed toward battered women. The following sections highlight
barriers to service provision and possible resolutions to these barriers as
identified by respondents. ( s

Bl
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Barriers to Service Delivery

In almost~ou¢—ha1f of the WIN programs at the State level (46%), and in
§1pos§ two-thirds of the programs at the community level (62%), respondents
1dent1fied barriers which impede service provision to battered women, )
resulting from Federal or State legislation, regulations, and guidelines.
Generally, more WIN program representatives at the community level than at
the State level cited barriers to service provision. '

Qver@il, the general types of restrictions cited by State and community
respondents are similar (e.g., funding, eligibility requirements). The
major barrier cited at both the State and community levels is an overwhelm-—
ing lack of resources to support service provision. Lack of funds, combined
with staff shortages, 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. ) 7

Other major barriers, identified by Stdte and community staff, result
fro? the WIN eligibility requirements. Specifidglly, WIN eligibiiiiy cri-
teria are linked to AFDC eligibility. Thus, womén without children or with
f1nagc1a1 assets beyond a certain level, cannot redé@ve WIN's work-rvelated
services. In addition to being an AFDC recipient, the battered woman also
must be assessed as "employable." One respondent noted that battered women
often nged”to resolve psychological and/or medical problems before they can
be con§1dg;ed employable. Usually, WIN program resources are not adequate
to assist these women; thus, they remain in the "exempt from employment"
status. . Several respondents also mentioned that Federal guidelines and
regulations preclude targeting services on battered women.

. 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 and the Department of Labor. One WIN staff respondent stated
thgt the two departments work at cross purposes with confiicting philoso~
Phies: the employment side of the WIN program emphasizes immediate job
plgcemen}, whereas the social service side focuses on resolving problems
?rlor to the glient entering employment. As another respondent noted, WIN
is fugded on the basis of productivity and successes, not on the bésis of
the number needing services. Emphasis is placed on obtaining employment for
a battered women, or any WIN client, immediately. If the battered woman is
not readily employable, she may mnot receive any services. Instead, she may
be placed in the unassigned recipignt pool, a holding pool for less employ~-
able WIN clients. This conflict between the social service side and the

remployment side sometimes emerges during the joint appraisal session, which

includes h.sqgial services worker, an employment and training specialist,
and the client. ‘ : - : '
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Program Recommendations to Enhance Service: Delivery

. Overall, WIN program staff had few suggestions for improving WIN ser-
vices to battered women and their families. ALthough some respondents men-
tioned that staff are sensitive to the needs of battered women and that they
are exploring possible strategies 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
program to serve batteéred women more effectively. These suggestions essen-—
tially involve removal or resolution of those barriers described previousiy.
Generally, State level staff suggested cﬁanges in Federal regulations and
guidelines which 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 need 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 dqmestic violence victims.

e Development of staff éensitivity to and awareness of the problem.
@ Interviewing andvintervention techniques with abused spouses.

] Use of local resources and referral aléernati&es.

) In conclusion, several differentytypes of changes were recommended to
improve WIN's ability to serve battered women. At the same time, about
one-half of the WIN respondents surveyed were reluctant to make any sugges-—

tions, because they do not view WIN as the appropriate program to deal with
battered women. . :

SUMMARY

At present, WIN program staff are minimally involved in activities
Felated to the problem of spouse abuse. The potential of WIN staff to
increase their activities appears greatest in the .irea of service coordina-
tion with other programs. In some instances, battered women technically
eligible for WIN services are cconsidered "unemployable" by staff. This
ﬁgctor,.as well as the focus on AFDC recipients as the prograé’s target
population, seems to deter staff efforts to identify and help the victims
within their mandated service population. WIN staff, especially at the
local level, indicated their desire to receive training and technical
assistance to increase their capacity fo help battered women. ‘
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THE INDIAN HEALTH SERVICES PROCRAM

AUTHORIZING LEGISLATION

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

FEDERAL AGENCY RESPONSIBLE

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

PROGRAM OVERVIEW

There are two 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 services.

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 IHS Service Units. However, when services are
delivered through tribal contract, the services may be limited 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 sérvices 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 nutritional services, 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 rural areas, ‘the development of self-contained, comprehensive,

* There are approximately 700,000 American Indians and Alaska Natives, the
\majority of whom live on reservations, in small rural communities, or in’
\ésolated villages. About 75 percent of the Native Americans reside in the
%outh 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 facilities 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 have responsibility for Native Americans residing

in more than one State, portions of one or more States or both. Each Area or

geographic area has a concentrated Native American population. On occasion,
one Service Unit may serve a number of small reservations, or, as with the
Navajo people, several Service Units may ‘'serve one tribe. A Service Unit
usually contains an IHS hospital or health center. The Social Services com-
ponent of IHS has at least one service worker at each of the 88 Service Units.
The Chief of the Area Sotial Services Branch serves as a consultant;' advisor,
facilitator, evaluator, and monitor to the Social Services staff at the Unit
level. Service Units frequently have Tribal Health Boards which 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 Services 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.  Highlights
from the survey of Area and Program Offices are presented below: :

e None of the Area Offices have a definition of domestic violence or
specific objectives related fo services for battered women.

e Slightly more than one-quarter of ‘the Area Offices (29%) fotus on
battered women, children of battered women, and/or battered men.

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

e Half the Area Offices (50%) have developed coordination linkages with
other programs or organlzatlons on behalf of battered women.

) In 50 percent of the Area. Offlces, program staff have recelved some
type of ‘training and/or technical assistance to better understand the
needs of battered womén and their families.

e A substantial majority (86%) of the Area Offices identified staff who
encourage IHS assistance to battered womenec.

. In over three-quarters of the Area Offices (794), respondents identi-
fizdexternal groups active in promoting services for battered women.

o

86

»‘ }’/‘;

e et -

[

S

e Fourteen percent of the Area Office respondents identified restric-
tions to their programs' capacity to assist battered women and their
families which stem from Federal or State legislation, regulationms,
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 IHS' potential to 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 respondcnts; and recommendations from program respondents for enhanc1ng
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, respondents reported a specific focus on battered
women (14%), children of battered women (14%), dnd/or battered memn (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 (647%) engage in various activities for battered women;
for example, staff training, technical assistarice 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 1nvolv1ng the use of
alcohol; these local programs also participate in coordination activities with
other programs to benefit battered women. Staff in the community programs

- reported that a significant portion of their caseloads includes battered

women. In one instance, 40 percent of current clients were identified as
female victims of battering. The' IHS services available to these women
include counseling, 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. It is the first and only program
located in an IHS fac111ty that targets services on families in crisis,
including families experiencing incidents of spousal abuse.

Three of the community programs surveyed attempt to identify battered
women in their intake and assessment procedures. 'Mhen asked about the types
and frequency of problems battered women present, respondents 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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Some program staff believe it is feasible for the THS program to assume
additional activities to help meet the needs of battered women and their
families. Those dctivities 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 possible, Service Unit staff have established referral linkages
between Native American women and shelter facilities in nearby communities.
Social services provided 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.ate usually located in rural areas, where social services, in general,
are limited. Further, shelters in large urban areas are frequently overs
crowded, have "waiting" lists, and Native American women are often unwilling
to leave the familiar environment of the reservation, even when they need the
safe surroundings provided by temporary shelters.

Respondents indicated that community support is very importent in the
establishment of linkages with non—-IHS programs. On one reservation, where
the community and tribal government are actively involved. in providing ser—
vices to battered women, IHS staff participate in a grassroots—generated pro-
gram that has developed a comprehensive network of services.. 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 abu31ng spouses participate in counseling and support group
activities.

In the community programs, the staff were asked to identify the providers
to which battered women 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 0ffice and
field staff who consistently advocate for battered women s services. Among
Area Office staff, the advocacy efforts tend to focus on technical assistance
to local programs, Federal funding for increased activities, and community
education. Among local Service Unit staff, individuals have: helped grass—
roots organizations establish domestic violence programs, including shelters;
provided services specifically aimed at battered women, e.g., counseling; and
engaged in community (tribal) education about domestic violence and the re-
sources available to victims.

88
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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 Tundian 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 programmatlc response to the problem
of domestic violence. All community respondents ag)ee that domestic violence
is chronic and widespread, and includes not only battered women, but also
battered or abused parents, especially elderly parents. The need and demand
for services is apparent, according to IHS respondents, but they note that
funds to develop progiams for or expand services to these 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 peoples 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 mon-tribal police intervention on the reservations. If tribal
police do not intervene in a domestié violence incident, the victim has no
protection. Native American cultural attitudes and unique life style contri-
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 necessary 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. 1In addition, it was recommended that the
jurisdictional problems between BIA and IHS concerning responsibilities for
social service delivery be resolwed.

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 those
services housed on some tribal lands may be accessible only to a portion of
the population because Hf the great distances on large reservations. Withgﬂt
consent from the Tribal Zouncil, or its equivalent, IHS activities for bat-
tered women, according tu 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 victims. Line staff in one Area receive considerable sup-
port for their prograi activities to benefit battered women from the IHS Area
administrator. However, the tribal governments on reservations in this Area
are not willing to discuss the problem of domestic violence with-IHS staff.

In one Service Unit, the social service caseload 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 IHS 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 IHS staff believe the model can be implemented on any reserva-
tion in the zountry, with minimal funds.

Other recommendations involving programmatic changes focus on staff train-
ing and education about domestic violence, implementation of needs assessménts
specific to the tribe or reservation, and tribal outreach and education.

SUMMARY

While IHS has no mandated services or programs on behalf of Native
American battered women; some IHS administrators and service staff have become
actively involved in advocating for services and in attempting to find non-IHS

" funding sources for program development. Service Unit staff are involved, in

varying degrees, in direct service delivery, support services, and/or advocacy.
For example, ome IHS staff worked over a period of four years to develop and
obtain funding for a Family Crisis Center in one IHS hospital. Concomitant
with such activity, there is a high level of frustration among many IHS service
staff, because they are so limited in their ability to provide services. Yet,
the IHS 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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DOMESTIC VIOLENCE INTERVENTION ACTIVITIES ON TWO AMERICAN INDIAN RESERVATIONS

INTRODUCT ION

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 Reservaticn (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 Rosebud Reservation,
Todd County, also was purposively selected for in-depth study.

Indian Health Services (IHS) staff working in IHS hospitals were inter-
viewed at both reservations; domestic violence program staff were interviewed
at the Rosebud Reservation; and Medicaid, Child Protective Services (CPS), and
Title XX program staff were interviewed in Todd County. Further, informal
discussions weré held 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, éspecially 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 IHS hospital with a Social Services staff of 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 cirrhpsis is three times higher than that of their
local non-Indian peers. In addition, the Reservation residents' rate of
infant-mother mortality is considerably higher and their 1life expectancy
is significantly lower than that of the residents of the two communities
which surround the Reservations,

SCOPE OF PROGRAM EFFORTS

With regards to IHS 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 iunder any mandate to provide
services specifically to battered Native American women.
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Staff members from both IHS programs have received some special training,
mostly in the form of seminars and workshops, aimed at increasing ‘their under-
standing of domestic violence and the special needs of battered women and
their families. In addition, staff from both programs have assumed active
roles in behalf of battered women. Staff activities include: counseling

services for victims; community education; domestic violence program planning;
and client advocacy. '

BARRIERS TO SERVICE PROVISION

One of the major barriers to the development of domestic violence pro-
grams or to services targeted specifically on battered women, as experienced
by both IHS facilities, is the lack of funds. Despite this barrier, IHS Social
Services staff members from each facility are outspoken advocates for the
development of services for battered women. However, the outcome of these
advocacy efforts differs dramatically on the two Reservations under study, and
appears to be related to the respective 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, themselves.

At the Fort Apache/White River Reservation, the IHS Social Services case-
load is comprised of more than 40 percent of battered women. This percentige
does not include the battered women who are clients of the Tribal Guidance
Center. At the Rosebud Reservation, the IHS caseload of battered women 1is
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 the Reservation community, all fail to recognize domestic vio-
lence as a serious 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 far, the IHS staff have been unsuccessful in these efforts. They
expressed their ongoing frustration with 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,
unless there was extensive "community" education and Reservation involvement.

In contrast, at the Rosebud Reservation, there is strong and active gragss-
roots tribal involvement directed toward meeting the needs of battered women.
For example, the White Buffalo Calf Women's Society was formed in 1977 by
women of the Rosebud Reservation who were concerned about problems affecting
women, children, and families. Gradually, the Society was successful in over~
coming the resistance of the tribal government and the tribal police.
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During the first week of October, 1980, the Society 9pened a.Faml}y Vio-
lence Center, funded by small grants from private found?tlons, wh%ch, in turn,
established an on-reservation shelter. Further, the Tribal Cognc11 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 prov?d?rs.of the Cénter s
counseling services, 4nd also engage in direct’faml%y crisis intervention.
Further, IHS staff are available to assist Family Violence Center staff at all

~times.

ACTIONS TAKEN BY IHS STAFF TO ENABLE SERVICE PROVISION

At Fort 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—re§ervat10n
shelter. Further, they are attempting to develop a core group of Native
American women, especially those who have experienced batterlng3 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 Reservetion, 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 a?d.the
Center. 1IHS 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 ,rts.

INTER-AGENCY/INTER-PROGRAM LINKAGES ¢

The Fort Apache IHS Social Services staff involYed 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 IYS 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 eftablished a
comprehensive services network and extensive follow-up p?oc?d?res in beha}f 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).

Representatives from all of the Department/Agencies/programs included on

the Exhibit have agreed to be available to the Center at all Fimes 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 regaxd to the DHHS-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 & very small and isolated, rural community. None of 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.

The 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, will 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 IHS, the two Reservations, and from Todd County's
Department of Social Services concurred that the problem of domestic violence
was very ektensive in their communities. Economic and societal conditioms,
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 are 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 Social Services respondents, the situation
at the Fort Apache/White River Reservation is indicative of similar conditions
on at least 75 to 80 percent of all reservations. In contrast, the activities
in behalf of battered women at the Rosebud Reservation are considered 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 Buffalo Calf Women's Society.
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RESCLUTION 80-132 OF THE ! -

AGSEAUD SIOUX TRIBAL COUNCIL |

WHEREAS:z The Rosebud Sio s .
ux Trib . -
under the Indian Reorg:n;:a:igzdir:“uy recognized iIndian Tribe organized ‘ ; THE COMMUNITY MENTAL HEALTH CENTER PROGRAM
thereof, and ct of 1934k and all pertinent amendments ‘ i
‘ & AUTHORIZING LEGISLAT ION
WHEREAS: The Rosebud Si 3 4
‘ loux i . g
representatives whzrizz ;s igverged by a Tribal Council made up of elected ! | Community Mental Health Centers Act of 1975,
i tuti cordance with the powe ; ; ' i itle I11 of the Public Health Services Act, as amended
constitution and by-laws, and powers granted to it by its 1 e , e
9
WHEREAS: The White Buffalo Calf Woman's S FEDERAL AGENCY RESPONSIBLE
an's iety i
rated entity as of 1977 for the Olcllety is a legally chartered and incorpo- j svisi i
the reservation and desalin With? rpose of deallng with women's role on ; D1v%51on of Méntal Health‘Serv1ce Programs,
their children and ultimatgly thes:i:§:Edfpr?§lem§ which affect women, gitlﬁnil ;:itlz;te fordMantillﬂgéliia Administrati
e family structure and to cohol, g use an enta ea ministration,
pramote Public Health Service, Department of Health and Human Services (DHHS)

peece. understanding, improving t i $
re jon, and » 1WP g the quality of life for all people on the

ko)

P

PROGRAM OVERVIEW
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WHEREAS: The ™ i gl
Society"” is greatly concerned with the punishment set forth in the

Tribal

been o n?g:cgsdtgrg}elr Cod? for the crime of Assault and Battery has rarel

deslt with to leni etmaxlmum and a majority of these assailants have beeg
. niently when compared to the physical and emoti

experienced by the victims, and otional trauma

The White Buffalo Calf Women' i

h en's Society has establ

: n '’ s ablished a Cent i
iolence that has the capability of dealing with this type 2fe;e§::i§im il

BE IT VED: .

cmmseﬁ?gg for bngittghe Rosebud Sioux Tribe supports the imposition of

for iho orime of Acsar e v1c_:tim and the assailant as a prt of the sentence

referral to SSah}t and Battery through the Family Violence Cent r
an appropriate agency of their choice, : er tor

e = e e

er program was established to provide
comprehensive mental health services to individuals living in a defined geo-—
graphic (catchment) area. A Community Mental Health Center (CMHC) is either a
public or private nonprofit legal entity which must provide services for the
mentally ill and emotionally disturbed within the community. There are several
Federal grant programs that are used to support CMHCs, including assistance for
Planning and Operations, Financial Distress, Facilities, and/or Rape Prevention
and Control. These grants are made directly to local CMHCs (except in cases
where monies for facilities may be made available to States). However, the
State Mental Health Authority must have on file in the DHHS Regional Office an
approved mental health services plan before grants can be made.

The Community Mental Health Cent

CMHC's ability, services must be provided to any
This is ¢ ed in the catchment area, regardless of income.
is to certify that the above Re i s must be available through the CMHC or through
. . ’ . solution No, v X &1 g
Sioux Tribal Council in session July 30, 1980 b&(20v122 was duly passed by the Rosebud _ arrangements with health professionals and others within the catchment area.
> T ote of twenty-two (22) in favor These services are: inpatient and outpatient services, partial hospitaliza-
ion and educationm, services for children and

3 L] p p

anthority vested in the 3
Council, A quorum was
! ™ present, the elderly, screening to courts and other public agencies, referrals to tran~
sitional halfway house facilities, follow—up care for those discharged from a

mental health facility, and alcohol and drug abuse services (if thcre is suf-

ficient need).

Within the limits of a

CERTIFICATION
T individual living or employ
Twelve mental health service

The Community Mental Health Center program is administered somewhat dif-

ferently than other DHHS-funded programs in that each CMHC is semiautonomous.
All CMHCs have either a Coverning Board or an Advisory Board which supervises
vices; these Boards consist of local service

G, Wils
APTEST: dent’ the administration of direct ser
’ Rosebud Sioux Tribe providers and private citizens rather than State officials.
'[,449/( :IZii'; ﬁ : State mental health administrators usually review the CMHCs' grants, fund-
grank/LaPOinte =t ; ; e SUBMITTED §Z~‘7 ‘<{iz) ing sources; service contracts, and provider agreements with local vendors and
ecretary ' = —_— :
TO ROSEZUD AGENCY SUPT,

Bosebud Sioux Tribe NOTED AND TRANSMITTED: '
'~ GEORGE E. KELLER -
Superintendent
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nonprofit i i i
men: Ny zrganlzatlons. The local Governing Boards supervise program devel
R e focus of CMHC activities, and the administration of the CMHCs w

ABSTRACT OF MAJOR PROGRAM FINDINGS

intervie i ini
Lnee andwzizzzt :Zisi level CMHC administrators and with local CMHC administra-
State Sarver - 1o ninceS:taff. Forty-ope CMHC programs were included in the h
interviews with OMHC administrators wers somes g " LI0i0r 10 State lovel
Intervi; C j r onducted, either be v
represzst::iizglizazie gltle IIT funding, or because there we§2u§: é§§CStise
for the Cammres, 2 e tat? level, Staff of 28 CMHC programs were int rvioned
¥ survey, with 14 of the 15 States participating in theegggfwed

munity Survey represented i i CMH
ity in this sample. N i
munities surveyed in the remaining St:te. ° % were located ia the o

Major program findings are as follows:

o Fi
ve percent of the CMHC programs at the ‘State level and 4 percent of

the CMHC pPrograms at :
. the commu . .l
violence. nity level have definitions of domestic

® At k
womz:e f;at:ri:vil, 27 percent of the pPrograms focus on battered
tered,womeg ang lgn battered men, 22 percent on the children of bat~-
fored won s percent on abusing spouses. At the communit
s percent of the programs focus on battered women, 21 peZcent

| s t e l'l, a

of battered women At th i
. the community level mandated i

f::‘tt!f:sasz of p'f'ogf‘ams 1onlved include: ;rogram funzizzfc(:';;)?nd 1
T2y oms statistics (4%); needs assessment (4%); progrg; p{é;h;g i
assi;tancgizm mo?ltoFlng (72); program evaluation (4%); technical s
tion (1425, 2?:: ?at;on (1}%%; staff training 4%y, co;munity educa

n \l4z); ringhouse (7%); direct s i 7Y, : : B
activities (11%); and other ac£iVities 832;12231224), coordination

or outreach (7%). islation, prevention

™ .

munity level, 71 percent
. of the programs are i ivit]
battered women, either nonmandated or mandatesngaged T setivities for

S
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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

identified in 75 percent of the programs.

Seventy-three percent of the State CMHC respondents and 93 percent of
community progrom 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 similit restrictions to

serving battered women,

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

CMHC's potential to assist abused spouses and their families is discussed
in the following 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 respondents, 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 benefit to victims of domestic violence and their families,
even though the services are not geared specifically for this population.
These services include crisis intervention (occasiomally home visits), indivi-

dual, family, and group.counseling, and 24-hour hotlines.

The majority of State (51%) and community (71%) CMHC progﬁéﬁ% surveyed are
engaged in some type of activity for battered women. Direét services to this
population are provided by 27 percent of the States and 43 perceat of the com~
munities. A few communities have comprehensive domestic violence programs
within the CMHC. These programs provide emergency shelter for women and
children, 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—
rounding 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 also are engaged in other activities on behalf of vic~
tims, such as training of police officers and community education on the
legal rights of women. One CMHC is conducting research on the relationship
between family violence and substance abuse. & ‘



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 communlty, the administrator of the CMHC has a policy that staff
members must choose a particular 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 special
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 metrspolitan
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 caseload.

In approximately 65 percent of the communities, CMHC respondents 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 service 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 State CMHC administrators and
71 percent of the local CMHC staff reported involvement in coorq;natlon activi-
ties focused on dbmestic violence victims. The most frequent llnkages estab-
lished by CMHCs are with other departments or programs within the social ser-
vices network. These include famlly services, child welfare, child protective
services, adult protective services, Aid to Families with Dependent Children

(AFDC), substance abuse treatment programs, and health services.
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Many CMHCs, however, have gone beyond these programs to develop reciprocal

>re1ationships with other types o6f community agencies. For example, some shel-

ter programs, which provide crisis and support services to battered women,
work closely with CMHCs in developing counseling approaches, referral mechan-

jisms, and complementary services. Some CMHCs have coordinated with law en-—

forcement agencies to develop police training programs. Other CMHCs coordinate
w1Lh the judicial system, particularly the family courts, legal aid services,
and attorneys interested in v1ct1m-w1tness programs, advocacy, and lobbying
activities.

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 Delivery

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
States 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 caseloads and the dilution of staff and services over many diverse prob-
lem areas. The requirement for lotal 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 prov1de to battered women.
For example, use of Title XX funds for psychiatric services typ1ca11y requires
a diagnosis of mental illness. Interpretation of the language in the Title XIX
enabling legislation results in the requirement 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 rather than on problem areas.
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Respondents also identified otlier 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 barriérs, 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
clients are assured confidentiality (through Federal legislation and regula-
tions), 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 behalif 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
for services for the deinstitutionalized mentally ill. The need for special-
ized staff and for staff training in identifying high risk clients and in
understanding the dynamics of domestic violence also was noted by respondents.

Although many barriers and restrictions were identified, very few
respondents knew of any attempts to resolve these problems. One State;; how-
ever, is attempting to standardize the matching formulas for mental heegth,
mental retardation, and alcohol and drug programs. !
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The need for more staff training was mentioned repeatedly by respondents

throughout both State and community interviews. Specific requests for training
include:

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

e Effective treatment strategies and techniques for detection, interven-
tion, and prevention. 5

e Methods to motivate battered women and abusing spohsqg to seek help.

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

e Attitudinal/senmsitivity training.
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e Availability of and access to domestic viclence service providers and
funding sources.

. Information on domestic violence legislation and legal issues.

SIMMARY

The CMHC program does respond in a number of ways to th? needs of abused
spouses and their families. 1In over one-half of the program's surveyed at the
State administrative level and nearly three-fourths of the.p?ogra@s surveyed
at the local level, staff are involved in some kind of act1v1t¥ d1recte§
toward the problem of domestic violence. Many respondents believe services
for victims are an appropriate function of CMHCs; howeyer, they a%so note that
expansion in this area is limited by funding and stafflng c?nstralnts .
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 quality /alcohol abuse and treatment services to all persons in need of
them, coordinate services within the broader context of accessible and avail-
able community resources, and expand involvement of public agencies (e.g., law
enforcement, schools, health agencies) in arranging for and/or providing alco-
hol treatment services. Alcoholism Treatment and Rehabilitation grants are.
disbursed by NIAAA to public or private non-profit organizations, including
State and local governments. The program's service delivery system is locally-
based and is usually administered by community mental health centers, community
health centers, public health departments or private agencies.

Program activities include preventive educational efforts, research on
alcohol abuse and its diagnosis and treatment, and specific treatment compo-
nents aimed at identifying and’'treating alcohol abuse within special 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 conducted with
State—level alcohol program administrators in 50 States and with local alcohol
program administrators and direct service staff in 29 communities. These two

~aumbers (50 and 29) are the bases for the respective State and community per-—
.centages presented throughout this discussion, unless otherwise noted.

No dis-
tinction 1s made between the programs surveyed on the basis of the Federal
funding services described in 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 in 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 programs 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.

e 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.

e 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 i1dentified 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 WOMEX AND THEIR FAMILIES

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%Z) 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 occur; 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 outreach models
directed at domestic violence victims and other special populations; w2stablis/g-
ment of domestic violence identification, screening, and raferral mechanisms;%g
emphasis on the family intervention treatment approach; and the prevision of %
training on domestic violence to local program staff. Further, in several =
States, alcohol programs have established the objective to research and
describe the relationship between alcohol abuse and domestic violence.

Thirteen local programs, representing 45 percent of the communities sur-
veyed, have intake and assessment 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-
vices 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 1is
involved primarily in crisis intervention services while the other offers
ongoing treatment services; one is oriented toward provision of shelter care
for the victim while the other is oriented toward 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 a 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 alcohol 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, battered women often are identified and,
in 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 ¢ounselors 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 iwuvolved in coordination
activities (567% 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, coordinatic i 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 217 of the communities). Finally, other coor-=

dination activities (referrals, sharing of information, joint planning, joint &,

lobbying) were identified by 18 percent of the States and seven percerit of the
communities. The following examples illustrate the purposes of these 5
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 housesy providing consultation and technical assistance to various service
providers; and 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 vielence, 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.

/

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, respondants
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 discussions in this section
describe the extent to which respondents perceive that these barriers derive
from Federal, State and programmatic 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 conflict 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, referrals
to other service providers, or intervention in the family situation, are not
possible in many cases without violation 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 aware of situations which jeopardize
the safety and/or well~being of family members. These conflicts can result in
reprisals against program staff in the absence of clear legal requirements
which resolve how to handle situations of domestic violence.*

® Federal and State Resources: Monetary, Facilities, Personnel

This year the funding levels for Alcchol Formula Grants to States were

. decreased markedly. Approximately six million dollars were cut from this

Federal budget item, and similar reductions occurred in the funding of the
Alcoholism Treatment and Rehabilitation Program. For example, one State's
budgets for Fiscal Years 1981 and 1982 are affected by a 44 percent cf.tback in
Federal funds:. - 17 £

Several other major concerns 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. Fhe regulations amplify
provisions authorized under Section 333 of PL 91-616, the Comprehensive
Alconol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of
1970 and amendments. There is also information available about qualified ser-
vice organizativn agreements which 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 1979").
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prohibition against funding of combined treatment facilities for both men and
women, most programs operate facilities for males.* Combined with an emphasis
on outpatient services for male clients, women frequently may be underserved
within the rangc of available program services. Concomitant with this problem,
many women are in need of child care in order to participate 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 comprithensive 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 who may »r may not be problem drink-
ers. TFinally, the rural populations may experience difficulties in gaining
access to services.

@ State Regulations, Policy, and Administrative Structures

Some States limit alcohol treatment services to those who are alcohol
dependent. 1If, in addition, no direct seyxvices 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.gs, 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,
although 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 separate program development. This constraint may limit
alcohol treatment program efforts targeted on domestic violence victims.

® Programmatic Issues

Several programmatic restrictions perceived by respondents tend to
overlap into other areas prevoously discussed: the prohibition against
funding combined male/female 1npat1ent treatment facilities; the orientation
toward treating males, with few facilities and services focused on women; the

%At the Federal level, there is no prohibition against NIAAA funding of com-
bined treatment facilities for both men and women. This respondent perception
appears to be based on misinformation or on State policies and regulatlons
that deter comblned treatment facilities.
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restrlctlog 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 t
and/or battered. themselves

Respondents in two community alcohol programs providing direct services
to pattered women identified specific population groups who are not seeking
assistance from alcohol programs. Middle class victims are perceived as having
ther resources for assistance, Vietnamese women as experiencing cultural bar-
riers against §eeking services, and Native American women as having limited
access to services because of trib-l autonomy on the reservation.. '

Some program respondents believe it is not feasible for their program to
‘assume activities on behalf of battered women. 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-
mgnlty levels, respondents amplified these themes by citing funding restriec-
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 privaté‘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
hersglf, she is not eligible for services._ In some cases, programs do provide
services to relatives of the alcohol dependent person, but this practice is
not uniform. B

Program Recommendations to Enhance Service Delivery

This third section of the program analysis presents information on ﬁays
alcohol programs' service delivery toc battered women can be enhanced, based on
r?commendatlons offered by the program respondents surveyed. These ;écommenda—
tions Felate to steps which could be taken to better coordinate activities
specific program changes, suggestions made by battered women encountered i; the

i ; .
programs client population, and recommendations for training and technical
assilstance. .

' Resgogdgnts indicating that their programs are involved in some coordina-
tion activities were asked to identify steps which can be taken to better coor-
dinate programs for battered women. At both the State and‘communityrlevels one
rgcur?ent theme is the need for developing a network of interagency (and domes-
§1c v%o}encg) service providers. - To develop such a network might involve thé
identification of populations eligihle for assistance and the services avail-
a?le thrquh each program, clarification of the roles of social service agen-
cies and the legal system, staff training and involvement in‘pubf%é education
and awareness efforts. Some respondents felt that a single State‘COOrdinafing

112

-

o /( N

wyn

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 necessity, in order to
identify battered women during intake, to increase staff semsitivity, and to
provide specialized and effective treatment strategies. Additiomal resources,
in the form of facilites, staff, and money, were mentioned frequently, espe-
cially by community respondents. ‘Finally, a "campaign' for developing public
ipformation and education activities, to include jdentification of existing
resources and outreach, was cited repeatedly by local program staff.

Several efforts are reportedly underway which may positively affect pro-
grams' ability at the local level to serve battered women. These include the
establishment of new shelter facilities in several communities, the :availabili-
ty through social services of emergency funds for lodging, an Indian Health
Services hospital which is planning an inpatient treatment facility for women,
and the pending application of one program for an NIAAA grant to provide
services and coordinate with other programs.

Several State program respondents identified legislative activities which
may enhance their program's abilities to serve battered women. In two States,
bills which require that health insurance carriers include coverage for family
members when one is alcohel or drug dependent have been considered recently.
One bill was passed (the other was defeated). 1In a third State, a Domestic
Violence Services Act, which would provide money for programs, is pending. In
another State, a pending comprehensive mental health bill will give authority
to the Alcohol and Drug Abuse Division to act on behalf of victims. Upon the
identification of battered women, other agencies will refer victims to the
Division's local alcohol and drug treatment programs, which then will assume

primary responsibility for. service provision.

All program staff were asked if the battered women they have encountered
have made any suggestions about how service providers in the community can be
more responsive to their needs. Among those respondents who answered affirma-
tively and gave suggestions, a variety of direct service needs are revealed:
shelter, day care, services and protection for children, job training and
employment, free counseling, peer groups, treatment for abusers, better refer-
rals by police, and a service provider network with line staff who know one

another.

Several types of training and technical assistance were suggested to
increase program staff's ability to meet the needs of battered women and their
families: \ :

‘ @ Information from other service providers or programs (national, State

or local), experienced in working with battered woman, about planning
and developing a  program and ‘programmatic approaches that work.
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® Understanding of the dynamics of domestic violence.

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

e Methods of treatment developed among interdisciplinary providers.
e Relationship between substance abuse and domestic violence.

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

e Data on the incidence and prevalence of domestic violence.
® Identification of existing resources, including.available literature
and expert traineri. :

¢ 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. Less than one-half of the
community programs serve women. . When this treatment is provided, it is through
separate treatment facilities for alcoholic women or through counseling and:
support groups for women with alcoholic family members. Services available
through the alcohol program focus primarily on medical and psychological treat-
ment approaches to alcohol addiction. :

Data presented in the preceding sections reveal that:

e 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. '

] Inadeﬁuate community resources is the most frequently mentioned over-
all barrier to victims being served by alcohol programs. ‘

e Some program respondents at both the Statecand community levels
questioned the appropriateness of trying to serve battered women
through their program; in addition, other problems appearing among
their existing clientelé have higher priority, especially in the face
of increasingly limited resources. '

® Among the activities respondents feel it is feasible for their program

“to aésume on behalf of battered women are coordination activities, = .,
community education, and staff training. °

e e e
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s

e Recurrent themes for enhancing service delivery to battered women are
the establishment of an interagency provider network, establishment
of a mandate or priority to better serve battered women, staff train-

1ng,‘and a regulatory change to permit reimbursement for collateral
services.

Tthalcohol program seemingly has great potential to serve abused spouses
?gd their fawllies because of its exposure to the problem of domestic violence
amon@\the client population presently_ served and the types of staff and
servfﬁes available. There appears, however, to be a need for clarification
among!many respondents on Federal regulations concerning  confidentiality of
records, the use of combined residential treatment facilities for men and

‘ . 3 -
wgmen, and the use of NIAAA funding for services 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 Act of 1972, as amended

FEDERAL AGENCY RESPONSIBLE

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

PROGRAM OVERVIEW

Drug Abuse Community Service Programs provide funds to partially support
the operational costs of community-based tréeatment programs which reach, treat,
and rehabilitate narcotic addicts, drug abusers, and drug dependent persons.
Funds are made available, on a competitive basis to specific local projects,
under a diminishing grant system for an initial period of three years. How-
ever, all treatment monies are channeled through the Single State Agency (SSA)

responsible for statewide planning, administration, and coordination of drug
abuse programs.

Drug Abuse Demonstration Programs cover the operational costs of programs
which: 1) evaluate the need for and adequacy of treatment for narcotic addic-
tion and drug abuse or 2) are determined to be of special significance because
they demonstrate new and effective methods of service delijvery. Demonstration
programs are fully funded for a three-year period. Funds may be channeled
through the Single State Agency or may be given directly to projects considered
to be research efforts. 1Individuals eligible to receive services thre,igh Drug
Abuse Demonstration and Community Service Progﬁém@ include narcotic adadicts,
drug abusers, and druz dependent persons. Family members also may.receive
those supportive services which are within the scope of a specific\@fogram's
activities¢ 1In most cases, the clientele consists of adults (over sge 17)
with a drugi-abuse problem, usually with a prior history of addiction, and with
no othqf chronic or severe physical or mental illnesses.

Drug Abuse Community Service Programs may provide detoxification and
institutional and/or community-based aftercare services. Funds from the Drug
Abuse Demonstration Programs may be used for treatment and rehabilitative
services for employees; vocational rehabilitation services; establishment and
evaluation of treatment programs within criminal justice systems; determination
of causes of drug abuse in a particular area and prescription of methods for
alleviating drug abuse; improvement of drug maintenance techniques; and evalu-
ation of treatment programs.
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ABSTRACT OF MAJOR PRCGRAM 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 interviewed. The findings presented in this report are @ased on
the respective numbers in each data base (49 and 29), unless otherwise noted.
Major program findings include the following:

e In 12 percent of the States and 10 percent of the communitigs, érug
prograﬁs have established or adopted a definition of domestic vio-
lence.

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

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

e No programs have any mandated responsibilities on behalf of battered
women; however, in 59 percent of the States and 55 percgnt of ghe
communities, drug programs have undertaken activities directed tovard
this population. Most frequently, these activities invo}ve 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 percen;;of the communities drug
program staff have received training and/ur technical a331sFapce to
better understand the needs of battered women and their families.

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

e 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 comm%nities. ,

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

In examining the potential of drug abuse treatment programs'potenfial to
assist abused spouses and their families, this section discussgs.the types and
scopegbf program activities related to domegtic violence, specifically battered
women; barriers to service delivery identified by program respondegts; and
recommendations from program respondents for enhancing service delivery to
battered ‘women.

Specific Program Efforts

In 31 perceht 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 St o
munities). e States and 104 of the com-

Only a few State (12%) and community programs (10%) have formulated or
adopted dgfinitions of domestic violence. The definitions range from the ver
b?oad, Whlch include men, women, children, and the elderly, to thé very speciz
fic, which qelineate types of physical and/or emotional abuse or threat of
abgse, conditions of residence under which abuse must occur, and the relatian-
ship 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. 1In
some programs, the goals were formulated in response to State directives
rgsultlng from the research and advocacy efforts of Governors' Advisory éoun—
cils, WQments Task Forces, and Coalitions Against Domestic Violence. These
groups examined the special service needs of women, the relationship of sub-
stance abuse to family violence, and then identified funding sources for
ﬁpec1al programs. Respondents reported that, in recent years, thex: programs'
State plans and budget requests are more concerned with batte;ed wb&en 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 Fhe types of problems presented by these victims, respondents, in
approximately three-quarters of these programs, said that social isolation
marital problems, and emotional abuse are the most common problems experie;ced
by victims.

. 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 mandated
to 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 9f battered women. From 20 to 27 percent of the States. also. ha.a
responsibilities for program funding, needs assessment, technical assiiéaﬁce
and consultation, direct services, staff training, and community education
related to ?a?tered women. Apart from coordination activities, the most com-
mon responsibilities assumed in behalf of battered women at the commdﬁity level?
?zirthfzz;ilection of statistics (21%), staff training (24%), and direct ser-

V o) e

In some programs, special counseling and crisis care programs for
batge;eé women who are also substance abusers have been developed, as have
a¢t1v1t1§s specifically aimed at helping battered women whose~spo;ses are
drug-addicted. Needs assessment and intake procedures to Better identify
batt§red women are promoted in some programs. Other programs have arranged
service contracts with Community Mental Health Centers for direct”treafment of

substance abusers who are also domestic violence victims. -

. Thro?gh the rec?ipt of NIDA monies, drug programs have ingreasingly become
involved 1n.the funding and operation of shelters and halfway houses for sub~-
stance-abusing, battered women and their children. In other 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, Tramsportation, Children and Family Services, Public
Aid, Public.""»alth, and Education, meets regularly to coordinate service
delivery ant:. sstablish referral procedures. At a large 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 al! 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 women with substance abuse problems
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 battered. Finally, one
local drug council funds a VISTA position for a Women's Crisis Team. The team
serves women.who are both drug abusers and domestic violence victims.

Approximately one-half of 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. Coordin~
ation activities at the local level appear to be somewhat more common than at _
the State level. Informal meetings and service agreements with other providers
are more typical (35% and 28%, respectively) than the sharing of staff (21%)
or participation in a task force-'or committee. A number of community drug
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programs havg dgveloped referral procedures and service agreements with
regional addiction centers, halfway houses, hospitals, mental health centers,

and social service agencies which provide counseling and shelter to battered
women..

Sowe drug programs work closely with law enforcement agencies and crime
prevention programs to develop police training, workshops, court-witness pro-
grams, and volunteer services. One local drug treatment program surveyed is
part_of a comsortium organized on the local level to coordinate the State's
service delivery and treatment system and to develop shelter programs, an
?dvocacy network, and training for police and program staff. Another pProgram
1s part of a special task force, consisting of the State Commission on Drugs
the Status of Women and Crime, CETA, the Department of Public Welfare, and tﬁe
State's Domestic Abuse Program. This task force is studying the exte;t to
which drug abuse and domestic violence are interrelated. In another community

Tug treaFment personnel help to staff both the crisis hotlines 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 various
sources for model projects and demonstration programs, which include such
components as shelter care, crisis care, counseling, and staff training.

OtheF State-level staff work to forge linkages among drug programs and other
service providers who benefit victims of spousal abuse. In addition,. technical

a§sistance to local programs, staff training, and community education are pro-
vided by both State and community staff.

Ig one community, the administrator of the drug treatment program has
estgbllshed and maintained active involvement in the national movement toward
family counseling. He and some of his staff have attended the White House
Confgrences on Families and on Domestic Violence and are knowledgeable about
speclal counseling techniques with violent families. Reportedly, this staff
interest and expertise greatly enhance the program's service delivery tdﬁhatr
tered women, within the context of drug addiction and violent family beh&&iors.
In another community's non-residential drug treatment program, professionals
from other agencies and organizations serve as "contract staff"; they are paid
(by the session) to provide counseling to clients of the drug program.. In
this way, a range of expertise and skills are obtained, when needed, by the
program. The director of this program also spoke on the issue of domestic
violence at a substance abuse seminar.

Barriers to Service Delivery

. ;n 61 percent of the States and 55 percent of the communities, respondents
identified barriers which restrict the drug pfégrams' capacity 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. Services to collaterals
(non-drug abusers in a family or living unit) are not reimbursable. Therefore,

~Programs 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. 1In addition,
when a battered woman 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 régulations, 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 programs. Intensifying these difficulties is the
reluctance of drug abusers and their families to seek aid because of the
1llegal nature of most drug use.

In three-quarters of the communities, respondents feel that community
resources 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, and 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 identified stepsineeded to improve coordination
efforts. At both the State and community levels, recurrent 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 among 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 cooordinate
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 in
increasing program staff's ability to meet the needs of battered women and
their families are the following:

e 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;
; o < ,
o Legal perspectives on the problem and permissible interantion ar

procedures; for example, how to protect the children;

. . : . o
o Interviewing techniques, assessment of service needs, and treatrient ~
' approaches; ‘ -,

® Resource development and establishment of a coordinated service
‘provider and referral network; and

e Information on the availability of literature, training and technical
assistance, program models, services, etc., at the national level.
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SUMMARY

Drug treatment progrdams 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 foecal group w1th1n.the
program's broader service population. Many more programs coorqlnate tbelr
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.




STATE FUNDED DOMESTIC VIOLENCE PROGRAMS

FROGRAM OVERVIEW

In recent years, several States have begun to address the problem of
spousal abuse through State legislation which authorizes and allocates funds
for domestic violence programs. As a result, States have established pilot
projects and/or expanded existing programs in selected communities to meet the
needs of abused spouses and their families. At the time the State Survey was
conducted, 16 States had such State authorized and funded programs.

The population eligible to receive services from State funded domestic
violence programs varius from program to program and from State to State.
Many programs serve anyone who is a victim of domestic violence while others
have more stringent eligibility criteria.

In practice, State funded programs are providing services primarily to
battered women. Services most frequently provided to these victims are emer-
gency shelter care, crisis intervention, transportation, counseling and refer-
ral through hotlines. Many programs also have services for the children of
battered women, such as shelter care, day care, and recreational activities.
Although several programs include services for battered men, reportedly, few
men request these services. Some programs provide counseling services for
abusing spouses,

ABSTRACT OF MAJOR PROGRAM FINDINGS

The findings presented in this report are based on information obtained
from interviews with State level domestic violence program administrators and
with staff from community programs receiving State funding. Interviews were
conducted with State level administrators of 17 State funded programs located
in 15 of the 16 States having such programg. At the community level, inter-
views were conducted with staff from eight State funded domestic violence pro-
grams located in eight communities across three States. c
account of the major findings resulting from these interviews.

] In 77 percent of the States and 75 percent of the communities, pro-
gram staff have established definitions of domestic violence.

® Along with a focus on battered women, at the State level, 88 percent
of the programs focus on the children of battered women, 59 percent
on abusing spouses, and 35 percent on battered men. In comparison,
at the community level, 88 percent of the programs focus on the
children of battered women, 25 percent on abusing spouses, and 38
percent on battered men, :

® In 77 percent of the States and in all of the communities, program
staff are involved in coordination activities on behalf of battered
women. .

® Respondents in 77 percent of the States and 63 percent of the com~

v munities reported that Federal or State legislation, regulations or
policies restrict the program staff's ability to meet the needs of
battered women. T ) '
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' In 77 percent of the States and in all the communities, program staff
have received some training to understand better the negds of bat-
tered women.

ANALYSIS OF PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

The following discussion examines State funded programs goals, services, =7
and coordination linkages with other programs. Barriers to service delivery :
and recommendations for change, as identified by respondents, also are dis-
cussed.

Specific Program Efforts
Across the State funded programs surveyed, program goals range from meet-—
ing the woman's immediate need for emergency shelter care to long-term objec—
tives of preventing domestic violence. Grassroots efforts, increased public
awareness, lccal needs assessments, and enabling State legislation have pro-—
vided much of the impetus for these goals.

Respondents were asked about the problems most frequently presented by
the battered women seeking assistance from their programs. They identified
other forms of marital conflict, housing (Both emergency and permanent),
social isolation, child care, and unemployment.

Although the types of services offered by all of the programs surveyed
are quite similar, there is variation in strategies used by staff to deal with
the problem of domestic violence. Specifically, in sixty-three percent (63%)
of the programs surveyed, staff reported a greater focus on crisis interven-—
tion than on ongoing services. In 75 percent of the programs surveyed, staff
view their first priority as assuring the physical safety of the victim
through provision of emergency shelter. Twenty-five percent (25%) of the pro-
gram staff surveyed favor court intervention with abusers, while 63 percent
find that therapeutic intervention 1s more consistent with their program's
approach. :

Staffing patterns within the different programs also vary. Seventy-five
percent (75%) .of the community ‘programs primarily employ professional staff
while the remaining 25 percent rely primarily on lay staff. The type of staff
often reflects the service philosophy ‘of the program. For example, one pro- ;
gram employs only professional staff who operate within a mental health treat- 3
ment model and use confrontive counseling approaches. Staff of this program
aim to help battered women achieve independence without any reliance on social
service/public assistance programs. In confrast, several of the programs
which employ lay staff tend to view one of their functions as assisting bat- :
tered women in gaining access to social servic@(public assistance programs . ;

n . ) ‘ &

A self-help/peer support: intervention model is used by 75 percent of the
programs surveyed; 25 percent function within a more traditional social ser-
vices model. Generally, program approaches* are similar with respect to the
length of time battered women are served; the average time is from two weeks
to one month. However, some Programs provide follow-up counseling forup to
one year. cen

&
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Several State programs have features whiéﬁ*the respondents consider to be
unique and innovative. These unique features include: 1) peer counseling pro-
vided by former battered women, 2) the transfér of victims to other localities

as necessary for their safety, and 3) the usé“of the confrontive counseling
approach. :

Along with providing direct serwvices top abused spoiuses and- their families,
in many State funded domestic violence programs, staff have engaged in coor-
dination efforts, data collection, needs assessments, program monitoring and
evaluation, consultation and community education. '

At the State administrative level, 77 percent of the program staff are
involved in coordination activities on behalf of battered women. Participation
in committees and/or task forces was reported by several respondents. The
efforts of these groups have focused on the coordination of services, lobbying,
fund ‘'raising, the development of standards and regulations, and general prob-
lem solving. State level ‘Fespondents 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, referral 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 were described by respondents. For example, in one State,
State funds have been used to establish a Domestic Abuse Registry. The Regis-
try contains data collected on incidence, type of abuse, and whether legal
action is taken against the abusing spouse. Reporting of incidents of domes-
tic violence to the Registry is required of law enforcement officers.

In addition to the services already being provided by program staff, .
several respondents ‘thought it feasible for their programs to increase com-
munity education and direct service activities. Other potential areas for
expansion include legislative advocacy and "re-entry education."

Barriers to Service Delivery

Federal and State barriers impeding delivery of services to abused
spouses through' State authorized and funded programs were identified by
respondents in;77 percent of the States and 63 percent of the communities.
The barriers fall into two major catégories: those inherent in the domestic
violence programs' operations, funding sources, eligibility requirements; and,
those derivijig from other programs’ eligibility criteria.

Eligibility requirements in several domestic violence programs result: in

denial of services to some battered women. Ahong the types of requirements ST

imposed to qualify for services are the following: the victim and abuser must
have engaged ﬁg?a sexual relationship; the victim must have residency in the
Stdte, and, in some instances, in the county; if the victim and the abuser are

" not legally married, the wictim must have a child who. is in jeopardy of abuse;

and/or the victim cannot be a substance abuser, a mentally retarded person, or-
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a person with severe medical or physical problems. -In.addiglon,’some shet;
ters, because of space limitations, cannot accept victims with more than. Eee
children. Others exclude victims who have not conformeq to program require
ments in the past and/or victims experiencing psychological/emotional abuse
but no physical abuse.

1 i ms constitute another barrier for a nuwber of State
domesiigazizilngzoziigrams. Insufficient funding and ?ntic1pated ?udget cuts,
which would reduce the programs' curren§ ¥eve1 o? services, were cited bz 3?ny
respondents. In some States, more specific fund%ng restFlctlons were noted:
1) funds are provided for only six months at a time, making 1ong—range1 Ny
planning difficult; 2) funds are legislated for shelter care only, i?c utlgg
services for women who choose not to go to shelters; 3) funds are 2 qc?te
for services only, placing the burden of the purghase and upkeep o she. ers
on local resources; 4) funds from the State require a.60 percenthmatch in
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 health board has advocated for the

licensing of shelters as mental health facilities; yet, the costs of bringing
shelters up to the required standards are beyond shelter program resourc?siaCR
Burdens on shelter program budgets also are exacerbated by.some programz .

of eligibility for surplus properties and&sales tax exemptions. Rgsgon ents
from one State also reported that State fund§ cannot.be used to reimburse
domestic violence programs for group counseling services.

On the local program level, additional types of barriers to meeting tze
needs of battered women were identified by respondents. Some comTunLtlesAnzze
zoning ordinances which, in effect, restrict the loc§t10ns ?f she ter.s.1 ano
ther barrier, cited by one respondent, is the community a?tltude thgt s;eca_r
iocations remain secret. As a result, the.shelte¥ must Cl?se when 1 Z ?1.t
tion becomes known, creating a gap in service qellYery untll.anothez aglti y
.is established. Ia many areas, permanent housing 1s not ava?lablg 'or a' )
tered women with low incomes, or the wowen are unsuccesgful in ga}glng.gizgr
ity for low cost housing. Program service rglated barriers also ; En 3 ed
include the lack of day care services for children and the lack of funds

hire 'staff. ?

The second major category of barriers relates to Fe?e?al ané otbqrfpro;id‘
gram regulations. According to many respondeqts, ellglbl}lty crlt:r;a dogtam
to Families With Dependent Children (AFDC), Tlt}e XX, Medlcald,dag ooices p
programs frequently restrict the batte;ed woman's access to nee gl.:erz .
Inclusion of the husband's assets and income to determine eligibility orto
assistance, despite the fact that the batte¥ed woman may.not.haYe aciess
the husband's resources, is considered a primary factor in finding the.woman

ineligible. K

Other program practices also rgstrict provision of services to battz;eis-
women. With regard to AFDC, the following examples‘wer? cited by>?espon A;DC.
some AFDC programs refuse to grant asgistange'tQ Yomen in shel;ersé manystate.S
programs take several weeks to determine eligibility; and, at least one ‘
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AFDC program has a one-year residenEy‘requirement. With regard to Title XX,

some States require that clients be identified by name on vouchers submitted

- for reimbursement. This is viewed as a barrier because it viclates shelter
confidentiality agreements with victims. Another limitation of Title XX,
cited by respondents, is thaf the funds cannot be used for the purchase or
repair of shelter facilities. Further, in some States, ‘adult protective 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 also pose a threat to many
shelter programs currently relying on these funds to supplement State monies.
A further problem reported 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 aid 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. : . g

As evident, many of the barriers noted by ‘domestic violence program
respondents are specific to other programs. Respondents emphasized 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 QQggested fesqlutions to some of the barriers mentioned above
and offered reconyv-ndations to enhance service delivery. Coordination efforts
with other agencies’ should be improved, according fo many program respondents.
Specific suggestions 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 AFDG,
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. -

il

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. : : v :

Program respondents were asked to report on suggestiqps which have been *
offered by battered women to improve services.- The needs and suggestions
expressed to program staff by battered women are similar 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 ?av1ng p951t;ve efi:ttjiz:ims.
domestic violence programs and maykincrea§e their Qapaslgy d? asi_or vietims.
In one State, a recently passed bil} prov1dgs contlnueh ugtzzg for a comes
violence program which began as a.pllot project. Another e A e,
o e Lo o etaces Mtheough househoid affiliation.” Other
have a child in common, or are rela : jaffiliation.” ¢
States' legislative efforts which may affect service pigzzises o e o
women include legislation to impose a tax on marriage 1i » ) 2

ised for support of domestic violence programs, an
giiTeE;:t :gziz gglzs EZjunctionspto be served against the abuser even when

not. married to the victim.

SUMMARY b

Staté authorized and, funded domestic violence programs grefemgiglngai:
one avénue through which the needs of battered women and their aml ies are
being addressed. This is occurring through a variety of shelter arrange R
service coordination strategies, and service de¥1vgry'mogetié bgg:iZiz,to fere

i i eds of many victims an
because of the multiple service ne ‘ ' . 0 ser”
vice delivery, problems have arisen in effecting an 1n§gg;a§ed niggziggosteps
i L de i i ch more to be accomplished, pr s tep
syice providers. While there 1s mu steps
;ave geen initiated by staff of State funded programs as well as by the in
viduals and agencies assisting them with thelr efforts.
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" have established specific target populations.

OTHER DOMESTIC VIOLENCE PROGRAMS/
SHELTERS FOR BATTERED WOMEN

PROGRAM OVERVIEW

This category includes programs 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 Title XX, LEAA, CETA, and/or VISTA. Others receive
partial funding from 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 abused spouses, some
For example, some programs
limit their services to the physically abused, '‘whereas others also 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 spouse, a sibling, or a parent abused by a c¢hild) 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.

-y
R

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 were 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 surveyed in the community.

The following points summarize the major findings related to"these grass-—
roots programs.

© “4'(
® 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.

e 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.

e Legislation, regulations or policies creating barriers to service
provisiocn 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 dt¢mestic 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-—
v1des shelter and food on a short-term basis. 1In this situation, the women
‘and their children are not allowed 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, but that staff found the majority of their calls were about

.., spouse abuse. Other support services provided by shelters may include indivi-

dual, group and famlly counseling; transportation; vocational services; legal
services; and advocacy. In addition to the provision of direct services,
approximately 75 percent of the respondents reported staff involvement in col-
lecting incidence statistics, program planning, needs assegsment, 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 abusing spouses provides crisis
and ongoing counseling, family or couples counseling, and community education. 5
This program serves battered women and their children only as secondary clients
and has determined that abusing spouses do not usually seek help until their
wives leave them. Another program's hotline is available to provide crisis
counseling for -abusing spouses.

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;py program staff. 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
E rgspond@ng to domestic violence calls. Another program assigns staff to pro-
i vide crisis intervention at the local police station and at local hospital
emergency rooms.

Although all of the shelters include accommodaticns for children, only a S L
few respondents cited program components for children such as day care or ;g
special recreational activities. One program does operate an unlicensed I
school, staffed by a State—certified teacher, and another program provides a
"RAP" group for children of battered women. A few programs also offer '"par-—
enting skills" which could benefit children indirectly. %

: In another community, program staff go to schools to educate children on
L .f how.to ?eal constructively with anger. Staff from two other programs reported
2 active involvement with the legal profession. In one of these programs, a
lawyer advises women free of charge for the first session. In the other, a
lawyer conducts a two-hour seminar on women's legal rights on a monthly basis.

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 battered
women last year. Another program with an annual budget of $250,000 provided
shelter care and other services for 781 women and children last year.

As mentioned previously, 90 percent of the respeorndents also indicated
that program staff coordinate with other community agencies to help battered
I women. Usually these agencies include social services, substance abuse, and
Iy 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 in
the areas of coordination, community education, and\Services for abusing
spouses.

The primary problems présented by battered women seeking help, as
reported by the program respondents, include other forms of marital conflict,
a need for emergency and/or permanent housing, and a need for legal protection \
from their spouses.

Y S
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Not all of the programs surveyed provide shelter care. Four programs are
involved primarily with the court system. Two of these programs are victim-
witness programs. In one of these, staff work with victims of non-drug-related
felonies, assisting battered women, but not as a special target population.

The other victim-witness program does target on battered women; staff:fﬁovide
direct intervention and mediation with the battered women and their spcuses. .

Barriers to Service Delivery
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: ’ 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 . Evgp when funds are available, through CETA or Title XX, restrictions
rgportedly are imposed by having to comply with the Federal or State regula-
tions for thése 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.

In the third court-connected program, staff provide counseling, help
clients "walk through the system," and advocate for treating rather than pun—
ishment of abusing spouses. The staff also have received special training on
mediation techniques. The fourth program involves the placement of student
interas (criminal justice majors) in its District Attorney's office. The h
interns act as court advocates for assault on female cases in those instances
when defendants plead "not guilty." One of the objectives of this program is
to get a higher number of women to follow through on court action after ini-
tial warrants are served on théir abusing spouses.

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 women. 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.

» ' Among the respondents interviewed from grassroots programs, there is a
) ‘ fairly equal distribution between those reporting that their programs use pri-
T B marily professional staff and those reporting a reliance on lay staff. A
majority of respondeits reported that their programs are crisis oriented and
; focus first on providing the victim with safe shelter. Fifty-three percent of
S the respondents indicated that their program's philésophy leans toward favor—\

ing court intervention with abusing spouses over therapeutic intervention. ;
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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
they have experienced difficulty with the local Child Welfare Services program
which claims the shelter is not complying with the State's child abuse and
neglect reporting laws. This is an issue because the shelter has a policy of
not making referrals or sharing information without the client's permission.

In some instances, program policy limits the availability of services to
battered women. For example, one program requires that the woman be living
with the abuser at the time of referral, and another program is only open to
county residents. 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
battered women. Finally, one program reported a unique eligibility criterion
which may impede 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 where programs may be located. On the other hand, respondents believe
that minority group women do not seek assistance because cultural acceptance
of violence is more common among them and because program outreach efforts are
in need of further development.

Limited funds and lack of staff were noted as the primary reasons why
these programs are not able to do more outreach or assume any other activities
to help victims. Further, 80 percent of the respondents indicated that the
victims and their families. The services seen as lacking or insufficifnt =
include shelters, low cost permanent housing, day care and other servites for iy
children, job training, financial assistance, legal assistance, and long-term %?
counseling. Judging by how frequently respondents made reference to them, :
budget and staff cuts are a constant threat to domestic violence programs.

resources in their communities are not adequate to meet the multiple h?eds of g
5

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
formalized service networkj a clearinghouse of resources, clarity on referral
procedures, newsletters, and interagency meetings to discuss problems, goals,
and specific cases. Others expressed the need for more emphasis on prevention,
community education, and staff training. A few respondents mentioned a desire
for more active involvement with their State coalitions against domestic vio-
lence, and at least one respondent believes it would be helpful if the State
established a priority on domestic violence intervention. '
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Efforts to better serve battered women are already underway in some com-
munities. For example, in one area, the police dgpar?ment @as become more ;
responsive to the needs of battered women, resulting 1n an 1ncrea§ed number o
referrals from the police to shelter programs. In another commun}ty, wherz.
there is a new State law allowing warrantless arrests and other lell remedies,
the shelter staff plan to provide training for members of the criminal justice

system.

Respondents also reported sugges?ions received from battered women f;r
improving services. In terms of initial program contact, battergd womin1 ive
suggested walk—-in services rather than te%ephone contacts, and direct tele
phone contacts rather than answering'serv1ces. Battered women also gave
requested more input into domestic violence progFams.and the day-to-day ;
operation of shelters. 1In reference to other gommunlty resources, battere
women have expressed a need for permanent housing, police support, adequa?e.
financial aid, and legal aid. Battered women have also sugg?stgd that eligi-
bility for legal aid not include consideration of the spouse’'s 1ncome.

SUMMARY

The grassroots domestic violence programs are béginning to meet thg needs
of battered women in several communities. These programs are experlen?lng’some
success in helping battered women improve their 31tu§t10qs and are active 12h
raising community awareness of the problem of dowestlc vlolgnce. Howeve:, e
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 batteyed women are 2o§ seek
ing services. There appears to be a concensus among clients and'st§f in tefms
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 steggﬁtafﬂ

4

respond to the problem of domestic violence. . i

Table 2-1 summarizes the various activities occurring on State and local
program levels across 11 of the DHHS funded programs selected 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.

g
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TABLE 2-1

Percent of State and Community Programs
Reporting Activities Directed on Battered Women

SN
TVEE OF ACTIVIEY
Collectidn . ‘| Program Evaluation/
CHHS Programs Program Funding : of Statistics Needs Assessment Program Plannii Program Monitoring Research
State % | Community % |otate % | Community ® f5tate % | Communily % 1 otate g I Comuru%y % Jotate % | Community % lotate % Community %
j !
Aid to Families i | |
With Dependent ) | | 1 |
Children . 4 1 3 2 8 2 | 3 2 | 3 g o] 0 | 5]
|
o | B
Energency S
Assistance 5 7 0 7 4] 10 9 0 o] [¢] S 1]
Child Welfare I | I ! -
Services 17 } 3 14 3 20 3 14 0 6 o 6 0
- ] - -
Child Protective | . ‘q{ i
Services 17 3 15 %10 15 6 11 | 7 11 0 7 0
. # i
1 I
Medicaid 2 0. fhos 0 0 0 o | 0 0 0 o .0
(A | : 1 i
i . \z’ o | . | T
Social Services 32 ‘_5} 7 3?0 18 18 | 9 26 } 7 28 e 18 11
: y £ o b
Community Health NA 4 Ha 4 N/A 16 N/A 4 N 4 N/A 4
Community % o b
Mental Health 17 14 12 = 25 10 25 7 i a3 10 . 21 5 18
1 o
Work Incentive I I
Program 0 | 0 2 0 4 0 0 : a 0 o~ 0 o]
| .
T I
Alcoholism Treatment | |
and Rehabilitation | | ‘ . {
"and Alcohol | 1 | : , |
Formula Grants 20 | 3 20 7 14 24 17 22 10 1o . 3 8 I 3
i : o
. I
Drug Abuse | I |
Demonstration and | | o g | ‘ | |
Community Service | | . | : . “
‘Programs .25 | 10 8- 1 f\ 4 22 U 22 | 1% 14 3 8. | 7
| V(oo ! - | . . )
o !
~

® . *The base numbers for all percentéges are presented in Exhibit 1.
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TABLE 2-1 (continued)
; Percent of State and Community Programs
Reporting Activities Directed on Battered Women
TYPE OF AGTIITY, '
‘Technical Clearinghouse/
Assistance/ Staff Conduct/ Information on Coordination
: GHES Programs . Consultation Provide Training Community Education ¥ Domestic Molence Direct Services Activities Other*
. [State & Community % JState ¥ | Community % [State ¥ | Community % [State % ommunity. = jotate % 1 Community % IState % | Commmity % Iotate % Community %
1} }
FMd to Families | |
With Dependent | - | | '
v Children | 3 ¢ 10 (8] } 3 1] | 0 2 10 24 35 2 1]
' | |
[ | I
tmergency I { I ! .
Assistance 3 0 7 2] | 0 o o 18 17 36 33 8] 0
; Child welfare i
:,, Seyvices 6 20 9 20 "3 11 6 17 0 49 39 20 3
f Pratective
i hilg Srotectiv |7 13 13 1 3 4 3 20 10 39 52 1 | o
! — - -
! Soclal Services 16 20 24 16 13 14 - | 11 38 25 56 29 22 = 7
; Community Health 16 N 20 N/A 8 N/R 8 N/A 16 N/A 40 N/A 8
Community 1 ! !
Mental Health | 29 20 29 24 39 17 { 21 27 A3 32 71 0 21
Work Incentive l.
Program . 0 4 0 4 0 2 3 10 7 16 38 4 0
Alcohollsm Treatment ! ]
' and Rehabilitation |, |
and Alcohni- | | | |
Formula Grants 10 30 7 22 7 14 3 <20 1o 56 38 1 - | 10
Prug Abuse
> X Demanstration and '
' 1 Community Service |
; R Programs . 14 27 | 24 20 10 <18 7 22 24 49 | 55 14 | 10
- ; | : | 1
\‘ . *Examples of "“Other Activities" include ‘]obbying, advocacy, and legal sefvlces.
i (} © ? ' ' )
: & i *The base numbers for all percentages are presented in Exhibit l.
]
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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 surveyed at the State and local program levels. These findings
are organlzed into three major sectiouns: :

o Scope of Current DHHS Program Efforts.

) Analysis of DHHS Program Potential to Serve Battered Women and Their

‘\(
Families.
o 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 per:teived 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
s seckiSir 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-
§ Co wise noted) 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
State Survey findings for the Aid to Families with Dependent Children (AFDC)
program are based on an N of 51. This N of 51 is the total possible sample--
State level AFDC administrators in all 50. 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 ‘of 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 DHHS 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:; :

PO
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EXHIBIT 1

DISTRIBUTION OF STUDY SAMPLE

Number of Number of
e States Communities
Program Area “Surveyed Surveyed
Aid to Families With Dependent Children 51 40
Emergency Assistance ' ; 22 | 30
Child Welfare Services ) 35 33
Medicaid ‘ 48 .- 36
Social Services (excluding Protective Services) 50 45
Child Protective Services® 46 31
Adult Protective Services¥® 5 o2
Child Abuse and Neglect Prevention : -
and Treatment , N/A 6
Community Health : N/A - . | 25
‘Community Mental Health ‘ 41 28
Indian Health Sexrvices*¥ 11 A4
Work Incentive 50 29
Alcoholism Treatment and Rehabilitation . '
and Alcohol Formula Grants : 50 29
Drug Abuse Demonstration and Community 0. '%f o
Service Programs 49 . 29 %
, ’ \
State Funded Domestic Violence Programs 17 8 :
Other Domestic Violence Programs < N/A ~ 59
Other Programs ) 9 10
" TOTAL 484 YA

*Ag mnoted, in addition to 1nterv1ews w1th representatives of the Social
Services program, ‘interviews were conducted with staff providing speclallzed
child protective and adult protective services. These latter services are,
funded pr1mar11y through the Social Services program.

*%The Indian Health Services program is admlnlstered through 11 Area Offlces
which serve Native Americans in 29 States. .Staff from all the Area Offices
prov1ded data on the activities occurrlng within their respectlve geographic

a‘reglons. ‘
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] The decision to focus on victims within the program's broader eligi-
ble service population.

] The establishment of a program 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 and
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-
bility 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 character-—
istics which concur with the program's mandate and eligibility criteria. Of
special interest to this study is the ext@nﬁyto 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. 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 Inceative Program (WIN) respondents reported a focus on battered women,
while 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

v1c;1m ‘groups are less 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 IHS and the

size of the NCCAN sample do not permit meanlngful comparison with the other
DHHS funded programs studied.

i
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TABLE 3-1

Percent of State and Community Programs Reporting &
Focus on Specific Groups of Domestic Violence Victims

GROUPS
Children of
DHHS Programs Battered Women Battered Men Battered Women Abusing Spouses
State %lIConmunity %|State %ICommMUNILy %|otate ®ICommnity ate UNity
Aid to Families | =
With Dependent ]
Ohildren 6 5 4 0 4 0 2 0
Goergency | )
Assistance 14 17 5 3 9 10 ¢] 0
Child Welfare
Services 17 } 0 & 3 51 33 9 [
|
Child Protective |
Services 13 3 & 0 28 | 23 4 7
|
Medicaid 2 | 0 o 0 0 A 0 ¢] 0
Social Services 34 27 24 11 26 33 16 13
Community Health N/A 4 N/A- ] N/A o - S 0
Community “
Mental Health' 27 29 12 14 22 21 12 18
- ' ;v‘
Work Incentive ' '
Program 9] ¢] 0 0 0 o] 0 0
nlcohdlism Treatment | |
and Rehab}litation i | |
and Alcohol i | | }
Formula Grants 24 10 4 3 10 10 8 10
;
Drug Abuse
Demonstration and
Community Service : ‘
Programs 22 |- 10 6 - 3 6 3 4 | 3
| | |
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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 Pprogram 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 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 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. However, 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 definitiom 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 definitionms. 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 definitioms delineating the types of physical and/or
emotional 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
use the definition of domestic violence to establish service eligibility; that
is, "battering" constitutes an "emergency."

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 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 needs of victims seeking rservices.
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TABLE 3-2

Percent of State and Commurity Programs Reporting
Efforts on Behalf of Battered Women

EFFORTS
., Program Provides Program Works With Gther
Program Focuses Program Has Program Has Goals Services Specifically Agercies to Coordinate
Py on Definition of to Assist X for Services for
DHHS"Programs Battered Women Domestic Molerce Battered Women Battered Women Battered Women
State % | Community % Jotate % | Community % Jotate % | Community % | State % | community % State % | Community »
Aid to Families | I
With Dependent [ | 5 4 8 4 8 2 | 10 24 | 35
thildren i |
] |
| {
Energency
Assistance 14 17 9 23 14 17 18 17 36 33
Child Welfare | !
Services 17 0 9 12 11 ; 3 17 8] 49 39
i
Child Protective ; I
Services 13 3 9 16 17 | 3 20 | 10 39 52
I
Medicaid 2 o} o} 3 0 6 2 3 8 17
¥
Social Services 34 : 27 22 16 1 20 16 38 25 56 29
i +
Community Health N/A 4 N/A | (LI IV} | 8 N/A 16 N/A 40
S o ‘
—
Community | | |
Mental Health 27 | 5 | & 15 : 32 27 { 43 32 | n
' B
| I 1
Work Incentive kS | | ]
Program 0 0. 7 { 0 0 3 10 : 7 16 { 38 .
i P
‘ T 1 1
Nlcoholism Treatment | N |
and Rehabilitation | | . |
and Alcohol | { .
Fomula Grants 24 10 18 { 7 26 10 20 10 56 ; 38
: I
[ |
Nrug Abuse g | | - | |
Demonstration and ] it | |
Community Service . ) |
Programs 22 10 1z | 10 20 14 22 24 49 : 55
: P ; i
*The base numbers for all percentages are presented in Exhibit 1.
A . :‘v * » N N X .
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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 legislated mandate. Thus, one
purpose of this study was to assess the extent to which DHHS funded programs,
at State and local levels, have goals pertaining to the needs of abused spouses
and their families. Table 3-2, third column, summarizes 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 Sacial 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:

' To give service priority to the children of battered women.

¢ To coordinate program services with the Adult Protective Servines
program. Ca

® To establish domestic violence identificationm, screening, and refer-

ral mechanisms.

° To serve as advocates for battered women.

. To extend assistance to battered women residing in shelters.
° To protect the healtﬁ and safety of battered women.

. To simplify the application process for battered women.

Although a minority of DHHS funded programs surveyed have goals such as those
listed above, there appears to be the potential for further development in
this area. :
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Providing Services and Coordinating Resources .
‘ EXHIBIT 2
All DHHS funded programs offer services which battered women and their {
families may ;;cel"e on thedba~°'1s °‘?1t:‘ilrébr°ader el;g“:lll;},' :“ Piggrflm DHHS Services Potentially Available to Battered Women
is ce. ere were no data avalilable Irom respondents which wou show i © R
assistance re were « - pe . ! Who Meet Eligibility Requirements
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 ’ : SERVICES® |I
resources. Although not all States and communities offer all of the services } i' ';:m;;oca;ry ; i } |I } I I 1| |I T [
. oy o . . . . ; - elter risis
listed on the Exhibit, the services shown are especially pertinent to the h | pHns | Residential|l Inter- | ! | | Employment/{ Child | Financial | Transpor- |l }
needs of abused spouses. : :PROGRAHS { Care : vencicm{ Medical I| Counseling} Legal : Vocational Care I| Assistance | tation Il Advocacy :
H | | { I I [ I I I |
Beyond the assessment of services generally available; this study also ; {:_id_tle 'th‘ |I II } II } ( X ll( X 5 X = X X |
- . - » - . miliies wi
was interested in documenting: 1) DHItIS func}ec_l programs providing some services [Dependent | i | | i l :}‘;"‘L‘:“ i :;’e;:“ i I‘;:;‘P::“S ! =
especially for abused spouses and their families, and 2) DHHS funded programs : {Chlldren I } } } con- o | con- o } con- i i
working with other agencies to coordinate services on behalf of abused spouses. i T I , —oidere sidered) sidered) + ;
Findings on these two areas are presented in the fourth and fifth columns of d gﬁzzzxg:rgme Il . : . I i I i } . I i :
¢ X
Table 3-2. ! I II l | I
‘ ]
. . . ; Ichild Welfare X | X I x I x | T ¢ | | b4 :
Across all DHHS funded programs surveyed, a minority of States and/or i | services (for i | (court | ] i I ] i
communities have elected to provide some special services for battered women. | |‘ children) I } related) | : } % i |[
At the State level, those programs most frequently reporting speciil services ; :Chi;dN:b‘;set | . : . | : ! T ] ] |
include Social Services (38%), Community Mental Health Centers (27%), Drug ! | Prevention { § i X (co)l(xrt | X I| ¥ I| * i * i X }
Abuse (22%), Alcoholism Treatment (20%), and Child Protective Services (20%). ! ITfeatmnt i related) | i | | | |
At the community level, it is the Community Mental Health Center (43%), Social i | { |ﬁ : : : :
Services (25%), and Drug Abuse Treatment (24%) programs which are more inclined ) :Ig:ri:;\c::alth‘ I| . . . | II i ll || | |
to have special services. ; ] ‘ ] { | I| * {
| [ [ ] ] |
e e . & ! |Medicaid X X
A broad range of activities was reported by respondents from the DHHS L ] poo i i { | X : ! (forxmdi_l' X I
funded programs offering special services to victims and their families. Ex- | 3 1 : { [ ; 1 } =cal care) i I
amples include: 2 i ~ i T !
- - L ? |Social | Y X i | |' l' Il
L. i i |Services | X X | (related | X X | X | X | 1 X | X ]
. Providing food, clothing, and temporary shelter. i } to em- | { | | I i
L L ! ployment) | | | | 1
. . . . . . | ! . I I I ! |
® Offering various supportive services such as counseling and client i {c:mmrn;ty ! ! ! | = : ] i I
T ; ealt x X X 1 ox
advocacy. : : : } : : J ]
: I |
. . s 4 . . s es A : le i
° Assigning specialized staff to work with battered women identified } | Mental X T T | (omurt } I : Il P
by other program staff. t { Health ; { related)} { | } ! {
} | | | | ] ] ] I
® Training staff to serve as paralegals for battered women involved in ! fWork | | 1 x ! ] | I i i
: : ‘ |Incentive | (velated | X | X I x | | X |
court processes. i =Program l to employ-% | | | i |
. . ; ment) | | | | |
. .. . ! | ! | | i ]
] Operating crisis 24 hour hotlines. :Al‘coholiam { I } ] I !
Treatment | | | |
Lo . . . ] | and Rehabi- | X X X b ! I ! | X !
. Establishing special family counseling and peer group counseling } tation and || } % | ! |
+ ot Alcohol | | |
serv1ce§ for victims. | Grante | i I | | l |
: : , ! [ ™ I | | |
Although the above points suggest that some DHHS program resources can be 'l";‘e’fm::‘;:_ ! ! ' ' { : ! : {
directed especially ‘on victims of spouse abuse, the vast majority of respond- ' | tion and | X X X X | { { i X |
ents indicated that their programs have few, if any, resources which could be :g:’:’;‘;’:;" } " . ) e { } } } !
used especially for victims and their families. However, many respondents ! | Programs | I ] 1 i I I | |
‘ . %Services listed are those considered most ”relevant to the needs of battered women and their families; some services are not
; N available to some States/communities.
. “ B | 147
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reported that program staff are attempting to assist victims through coordina-
tion efforts with other agencies. Thus, it is not surprising that many
respondents also believe that State and local coordination of services 1s 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

it S e e ey

KB

battered women: Child Welfare Services (49%), Social Services (56%), Alcohol-
ism Treatment and Rehabilitation/Alcohol Formula Granmts (56%), Drug Abuse TABLE 3-3
Derfxonstration.and Comrfunity Sfrvice Programs (49%). At the communltZ level, Percent of State and Community Programs Repaorting
Child Protectlv%FS;gvmes (52%), CgmmunltylMer.xtallHegl.th Centg.z.:s (?1/0), and Coordination Activities on Behalf of Battered Womeri
Dz-ug Treatment (55%) programs are frequently involvea in COOY ination activi TV PO TR TN T I 0N A e T TV Ty
ties for battered women. : : ' Togram 1ask Foice
CHHS Programs tor%cgrmitti% v szgxévi;e, Agreement | Infomal Meetings Sharing of Staff Other
) . ) ate ¥[Community ate X[Commnity %jState %[Community ¥]State XIC
Coordination Strategies ) . g 2pstate ® Lommunlty ¥ istate % Lormnily &
Ald to Families I
. : with Dependent : i
DHHS funded program staff have used several mechanisms to coordinate Children 8 10 4 1o 8 20 4 13 8 5
activities with other agencies, for example, participation on State/local :
domestic violence task forces, Governor's Advisory Councils, and Commissions i Energency
C . % ? : " Assistance 14 7 5 13 14 23 e 7 18 0
on Women; service agreements with other programs/agencies; informal meetings I
with other program staff to discuss service provision to victims and their mnd velfare ' g I
families; and the shax.-ing of staff on jointly-sponsored activities related to Services 23 i5 17 9 29 21 14 12 14 l 9
the problem of domestic violence. Table 3-3 presents the percentages of DHHS . |
funded progams involved in these various activities. These data suggest the thild Protective ) A
following: Services 15 26 7 13 17 29 7 13 15 13
® About one-fourth- of the States and communities surveyed have estab-— Medicald 2 6 2 3 2 6 4 0 2 3
lished some kind of interagency mechanism, like a task force or com-
mittee to consider the needs of battered women. | Soclal Services 2 n ls 9 32 18 14 7 20 2
; ! ‘
, . {
® Service agreements and the sharing of staff are less common mechan- Community Health NR 12 NA 16 N/ 12 N/A 8 N/A 12
isms used to achieve coordination to benefit battered women. At the . N
. . ‘ ommunity. .
same time, the Community Mental Health, Alcoholism Tr.:eatment and. vental Health 12 32 ) 2 12 » s 50 1 ”s
Drug Abuse programs do report some notable level of involvement 1in
these coordination activities, primarily at the community level. Work Incentive v
‘ Program 2 7 o] 17 1o 10 2 14 6 17
® The informal meeting is the mechanism most frequently used by pro-
gram staff to coordinate activities on behalf of battered women, . » Alcoholism Treatment I
I and Rehabilitation ]
. . \ and Alcohol . |
e Within the Child Welfare Sérvices and Social Services programs, COOr— S Formula Grants 30 10 12 - 24 28 26 18 2 18 7
dination activities intended to benefit battered women are more like- ' !
ly to occur at the State than the community “level. Within other DHHS Drggm%g:ﬁation o i
program settings (with the exception of Community Health which c‘loes Clmmunity Service }
not have an administrative structure at the State level), coordina- Programs 25 14 14 28 22 35 14 21 1w 17
tion is more likely to occur at the community than the State level. : !
Respondents identified some specific accomplishments resulting from these i
coordination actiyities; 1) clarification of DHHS financial reimbursement .. . b
policies for services provided by shelters to battered women; 2) establishment > The base numbers for all percentages are presented in Exhibit 1.
of formalized referral procedures between and among programs; 3) increases in ‘
the numbers of battered women referred by programs to various needed services;
4) the development of DHHS and shelter record keeping procedures to ensure
client confidentiality; 5) joint staff training on domestic violence issues;
(‘"
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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 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 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 amy 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 Health 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 taking place
in their States and communities (see column 2, Table 3-4). The vast majority
of respondents commented that the advocacy activities assumed by variocus 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 om 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 ard Community -Program Staff Involved in and/or Aware of Advocacy Efforts
and Percent of Staff Who Have Received Specialized Training '

ADVOCACY AND TRAINING ACTYVITIES
S —Program Stalt 7
Program Staff Identified as Program Staf{ Aware of Advocacy Activities Received Training
Advocates for Outside the Program in Area of
CHHS Programs Domestic Molence Mctims for Domestic Molence Mctims Domestic _Molence
: State % Community % State % Community % State % |- Community %

Aid to Families

With Dependent .

Children 14 25 80 68 8 10
Energency

Assistance 23 27 77 83 23 23
Child Welfare .

Services 40 30 21 70 40 30
Child Protective |

Services 30 26 80 74 a1 i 42
Medicaid 4 22 ! 56 61 6 19
S - )
Social Services 46 36 80 67 34 44

1t

Community Health A 32 ,l? & N/A 76 N/A 32
Community gl

Mental Health 37 4 75 B 73 93 22 7
Work Incentive o

Program AL 38 76 66 28 24

- i

Alcoholism Treatment

and Rehabilitation

and Alcohol .

Formula Grants 60 55 82 86 38 . 45
Drug Abuse .

Demonstration and

Commmity Service

Programs 55 45 80 79 43 48

*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 activities 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 in eligibility
requirements, program focus, and latitude in plannlng 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 spcuse 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 program., has a State mandate to serve victims of domestic
violence. #

Many DHHS funded programs surveyed at both the State and communlty level are
not characterized bw/these descriptions. However, there is nothing 1n DHHS
program mandates whnch would prohibit these programs from becoming mon; in-
volved with victims and their families. At the same time, other factors tend
to limit DHHS program,assistance for this population. These barriers are
examined in the folleiing section. '

7
¥

ANALYSIS OF DHHS PROGRAM POTENTIAL TO SERVE BATTERED WOMEN AND THEIR FAMILIES

Cne of the purposes of this study is to assess the potential for further
DHHS program involwement with the problem of spouse abuse. This potential is
assessed in this section by rewiewing 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 problem of

domestic violence, to 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 (see Table 3- -6).
State and community respondents tend to 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 dbuse, particularlyﬁalcoholism, 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 inter-
personal factors such as communication problems were generally identified with
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 the bat-
tered women in their service populations experience other forms of marital
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 Incentive
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 internal
program ‘resources and the pooling of resources across programs. Identificationm
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, believe that it is the community's responsibility to meet the needs of
victimg and their families. At the same time, the majority of local respond-
ents believe that existing resources in their communities 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
surveyed commented that special resources, such as advocacy programs, hotlines,
or shelters for battered women, do not exist in their community.
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TABLE 3-5
Perceptions of State and Community Program Statf on }
the Problem of Domestic Violence
PERCEPTIONS OF DOMESTIC VIOLENCE®
DHHS PROGRAMS ["DIsagree That It | ;
Agree That It Is a Is a Severe ;
Severe Problem Problem No Opinion & ;
State X]Community x‘state X[Communlty XISFate %[ CommunIty ¥] ;
| l |

Aid to Families With Dependent:

Children 84 85 2 13 14 3 }
Emergency Assistance 78 83 0 13 23 3 i
Child Welfare Services 94 i 97 0 0 [ 3 !
Child Protective Services 87 | 100 0 0 1 0
Medicaid 7 6l 81 3 19 3 o i i
Social Services 92 93 ) 4 I , 5
Community Health WA 96 N/A 0 N/A 4 i
Community Mental Health 5 96 2 4 7 0
Work Incentive Program 68 93 6 0 26 7 ' |
Alcoholism Treatment and 2

Rehabilitation and \ f

Alcohol Formula Grants 28 93 0 3 2 3 !
Orug Abuse Demonstration and

Community Service Programs %6 | 7 0 : 0 i 4 'i 3 !

*Percentages may not equal 100 due to rounding. - i
. /

}

*The base numbers for all percentages are presented in Exhibit 1. :
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TABLE 3-8
Percent of State and Community Program Staff Identifying Factors That Contribute to Domestic Violence

CONTRIBUTING FACTORS
Familial Societal Economic Personal Suhstance Ahuse Interpersonal Other Dont ¢ Know
M v
' DHHS PROGRAMS State | commnity |State | Commnity |State | Commnity |State | Comwnity |State | Commnity |State | community [state | Commnity [state { Community
‘ % % % % % % % % % % % * % ¥ b4 ] X
Ald to Femilies i i 1
with Dependent 22 20 35 25 86 | 80 47 25 3 75 14 15 6 10 4 | 0
Children , I
Emergency P » ’
Assistance 18 17 »’. 36 23 91 . g0 46 33 23 50 27 30 4] 13 a | 0
Child Welfare o ' !
Services 29 | 27 60 55 80 64 26 46 20 64 11 15 0 3 0 0
; LHn —
; thild Protective i
‘ %}
: Services . 17 | 32 52 . 47 78 ,ﬁ n 37 39 37 58 24 19 7 13 4 0
T . ‘
i Medicaid 6 17 29 33 55 78 33 39 29 639 17 19 » 4 17 21 o
_j N s .
( Social Services 30 24 58 4 40 &) 80 36 36 - 32 53 20 20 (¢} 16 2 0
1 -
: Community Health N/A 28 N/A a6 b WA 80 N/A 40 N/A 32 N/A 20 N/A 12 N/A 4
£ Community Mental : k
f Health 32 14 68 ‘ 64 63 61 37 36 . 46 39 12 25 5 { ] 2 0
: . , ‘ :
Work Incentive nes
Program 16 21 40 48 Bq 97 46 38 24 66 24 17 2 0 0 4]
& ? Alcoholisn Treatment ! ! | - N
. and Rehabilita- ‘ g ‘ 2
\ tion and Alcohol 18 I 10 60 i 41 52 | 55 32 ] 38 70 i 79 1R 14 8 i 2 2 i 3
Formula Grants | | N |
Drug Abuse } I }: }
Demenstration and
Commnity Service 22 ] 14 55 | 59 57 45 37 45 53 45 25 | 31 8 7 0 i o
Proagrams | | | | ] | |

o e b 5B . e 3 B s

*The base numbers for all percentages are presented in Exhibit 1.
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TABLE 3-7 : : ‘ ; .

Percentions of Community Program Staff on
Frequency ot Prablems Experienced by Battered Women*

*The total N for this question is 250 (55.5%).

**Percentages may not equal 100 due to rounding.

*The base numbers for all percentages are
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preseiited in Exhibit 1.

2

PN

T
g

: . FREQUENCY OF OCCURRENCE. (%)** | » .
R 5 o |l | B -
i
Other Marital Conflicts IR 8 ‘
Unemployment 17 f 29 b 43 12
Alcohol Abuse by Spouse 8 ; 39 43 10 .y
Drug Abuse by Spouse 49 ; 30 6 15 ) .
Pysical Health Problems sLoy o2 ) 12 1
Mental Health Problems 25 30 32 |1 ;
Developmental Disability ZE } 0o } 17 : ‘
Pregnancy 2 | 15 5'-| 18 z
New Baby in Home . 53 | 22 & o2 \
Emotional Abuse by Spouse 7 15 66 12 ; 8
Child Care Problems 30 28 28 15 L )
Child Behavior Problems 22 38 23 18 | % : I% ,
Child Abuse by Spouse 35 32 i 16 17 . | " . 5
Social Isolation 13 22 | 49 15 25 B “
Housing (emergency or pemmanent) 22 22 48 9 - " 7 .
Transportation ‘ 27 25 34 15 5 R
| tegal Protection from Spouse 16 23 47 15 N ; o ”
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TABLE 3-8
Percent of State and Community Program Sta‘tf
Identifying Unmet Service Needs of Domestic Violence Victims
- UNMET SERVICE NEEDS )
: 2 ;o Crisis :
HHS FROGRAMS Holsing A !;i dical Intervantion Mental @elth ) Legal Services § Vocational Services
State % ! Commuriity % |State % | Community % {State % ! Community ¥ |State % ! Community % JState ¥ | Community ¥ |State ¥ ;| Community %
Ald to Families j ’
with Dependent 29 55 4 10 [t} g 21 28 0 21 13 17
Children | :
I
Emergency

Assistance 18 55 0 0 ¢} 0 9 27 0 0 4] 1s
thild Welfare -

Services 61 J| a0 7 0 7 7 21 &0 11 17 4 7

I —
Child Protective -

Services 62 72 ) G 10 10 21 48 13 14 10 14
Medicaid 50 52 17 19 g Yo 6 38 [ 19 4] 10
Social Services 6l 76 0 ¢ © 3 3 31 ST 6 16 17 5

) . L
Community Health N/A 65 N/A o N/A 6 WA T 35 N/A 0 - N/A 12
Community Mental ‘ P :

Health 62 48 0 o} 9 0 21 26 18 9 9 13
Work Incentive

Program 52 63 0 Q 10 s} 24 fz 5 11 o] 21
Alcorolism Treatment )

and Rehabilitation . ; g

and Alcotol 51 46 5 14 - 8 0 15 46 3 5 10 23

Fommula Grants
Orug Abuse ! .

Demonstration snd : - ;

Community Service 56 &0 10 5 7 O 7 20 5 10 7 0

Programs | | |
*Percentages are based only on those program respandents who idehtifled unmet service needs.

‘.'\\ D
*The base numbers for all percentages are presented in Exhibit 1.
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TABLE 3-8 (continued)

Percent of State and Community ‘Program Staff
tdentifying Unmet Service Needs of Domestic-Viclence Victims

UNMET SERVICE NEEDS

Services for

Needs Related to Staffing]

OIS FROGRAMS thild Care Transportation Financial Assistsnce Advocacy Pbusing Spouses and Service Delivery
State % ; Conmunity % |State ¥ ; Community % jState % ; Community % JState ¥ , Community X |State ¥ | Community % [State % ! Community %
Mg to FamiTles )
with Deperdent 0 10 0 7 21 14 0 7 4 3 21 3
Children {
Emergerc
Resietonce 0 ] 0 5 27 9 0 0 77 14 0 9
Ohi1d Welfare 0 7 0 0 11 17 0 3 4 27 43 10
Services |
Pri 1 ‘ : I
Crild Protective 0 7 0 7 10 31 5 3 oW 33 10
I
I¥edlcald 0 5 0 10 6 19 0 5 0o | 74 11 5
|
Social Services 3 3 3 5 0 14 0 0 17 | 16 17 | 5
: .
Community tealth N/A 12 N/A o N/A [ N/A 0 N 12 N/A 24
i i
Commmity Mental’ ‘ | [
Walth 18 17 3 = 4 3 30 0 4 3 26 2| 0
work Incentive 1
Progra 0 16 0 | 16 0 2 0 5 0 21 43 %
Alcohollsm lreatrm;nt s -
t
ond fehabilitationt 13 14 0 5 10 9 0 0 a | L
Formula Grants
Tiug fAbuse
temonstration and P
Community Service i7 15 0 0 1o 10 0 5 5 30 44 5
Programs |

#The base numbers for all percentages are presented inyExhibit 1.
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TABLE 3-9

Perceptions of Local Program Staff an
Cqmmunity Responsibilty for Meeting Needs
of Battered Women and the Adequacy of Community Resources

Agree That It Aagree That
DHHS PROGRAMS Is the Community's Community Resources
Responsibility % Are Inadequate %
Aid to Families With Dependent 78 éa
thildren
Zmergency Assistance 97 63
thild Welfare Services 82 91
: thild Protective Services 90 87
Medicaid 72 70
Social Services :j“;‘ 82 87
N Community Health o 84 76 3
Community Merital Health 93 79
B Work Incentive Program 97 62
Alcoholism Treatment and K
Rehabilitation and 93 79 &
Alcohol Formula Grants
Drug Abuse Demonstration and 90 76 *
Community Service Programs .

7

*The base numbers for all percentages are presented in Exhibit 1.
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Data show that most staff of DHHS funded programs recognlze 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 belleve
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 a major concern expressed by respondents. Respondents
repeatedly noted that it is not within the purview of their programs to provide
any special assistance 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
1n1t1at1ng special activities te 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 Federal legis-
lation. On the cne 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..ily
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 becomlng engaged in domes- *
tic violence intervention activities.

Many respundents noted that the absence of State legislation on domestic
violence or on the protection of "vulnerable" adults also restricts staff
authorlty to intervene in situations of domestic violenct. In States where
there is adult protective legislation, many respondents indicated that the
legislative intent does not necessarily include victims of spouse abuse.
Rather, the legislation focuses on helping adults who are 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 financial reimbursement restrict them from helping
battersd women and their families. Some WIN respondents, for example, reported
that there are no reimbursable service categories related to the problem of
domestic violence. Drug Abuse program respondents reported that services

o
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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 t¢ 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 actiwvities 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 intey-—
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-
tered woman's personal situation. For example, battered women with no child-

- ren are not eligible for AFDC, Emergency Assistance, Child Welfare Services,

Child Protective Services, or WIN 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 :jire needed by most battered women, eligibility for those ser-
vices has to be determined on a 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®™ or "psychiatric" 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 programs, offering the services
they need.

Finally, one significant barrier, reported by more than ome-half (51%) of
the DHHS funded program respondents at the community level, is that their pro-
grams have no intzke 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, and regulations. Clarification of these latter areas by Federal and
State administrators 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 dome to assist battered women who meet the
program's eligibility criteria. In addition, program respondents offered

other suggestions for resolving barriers to service delivery. These recom-
mendations are discussed in the next section.

Respondent Recommendations to Enhance Service Delivery

Program respondents were asked to suggest ways for improving the delivery
of services to victims and their families. 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 linkages; and 4) training and
technical assistance activities.

Many respondents expressed the need for changes in current program man-—

dates, regulatioms, and resource allocations to enable direct service provision

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 confiden%iality =

with respect to reporting cases of spouse abuse and sharing information

with other service providers. In addition, mearly all respondents 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 recommended
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 reason why a woman is in need of ser-—
vice, they suggest speeding up the application process or waiving some of the
eligibility requirements which 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 domestic violence intervention and referral special~-
ists is another suggestion jyade to facilitate the program's responsiveness to
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victims and their families. Several respondents believe that the devglopment/
expansion of crisis intervention, family treatment, and group cou?sellng
approaches within their agencies would further facilitate the delivery of ser-
vices to battered women.

Respondents also have suggestions for i?proving igteragency linkages and
the coordination of services provided by various agencies. Although they _
recognize battered women have a range of service n?eds, many reﬁpon?ents sug
gest that one agency be designated as the focal point 9f domestic v}o}egce .
intervention. This State/local agency would assume-prlgary resp0951b11%ty or
community and professional 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-v1olence cases. ?tafflng an@
funding from various programs could be combined to provide this agency with
resources needed to carry out its activities. Further, resp9nd?nts 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 ?rainipg/'
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.

® Physical as well as other indicators of spousa 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 legal rights of abused spouses.

ihe 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 staf? of DH?S
funded programs are aware of the problem of spouse abusg, its complexxty,.an
the special service needs of victims. They a%so.recognlze‘that many service
needs of victims are not being met through existing communltytresources.
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Program staff in a few States and 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 to 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 easily--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
program resources to the delivery of services for victims, one cannot overlook
the fact that many barriers, both actual and perceived, need to be clarified
sa 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 violence programs to fill this service
gap, as well as others, is examined in the next sectiom.

STATE AND LOCAL DOMESTIC VIOLENCE PROGRAM INITIATIVES

During the State and Community Surveys of DHHS funded programs, CSR staff
identified two types of special programs which are evyolving to meet the mneeds
of abused spouses and their families: 1) State funded and authorized domestic
violence programs and 2) local grassroots programs. The émergence 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-~iities with specialized programs for abused
spouses and their families was documented through this study effort. 4% the
time of the State Survey, 16 States, or 31 percent of all States, had,g State
funded domestic violence program. Of the 88 communities selected for the Com-—
munity Survey, 48 communities, or 54 percent, had one or more grassroots pro-

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 counseling and referral, 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 ddta on victims were not available from the DHHS funded programs
surveyed, a review of data collected from these special programs provides the
only opportunity to/report on some characteristics of victims seeking services.
These findings, hyyeéver, should be interpreted broadly, because the numbers
reported by most ﬁrqgrams are estimates rather than actual counts.
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Data from a random sample of 31 of the grassroots programs were aggregated
for this review. Dazta 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 Survey or 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. Again, this wide range is explained by the type of
services provided (e.g., hotline, shelter, counseling), the date of implemen-
tation, and the locatiom.

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 perceéent 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 econmomic 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.

The staff of the State funded and grassrcots programs surveyed identified
several barriers which currently limit their potential to help victims and
their families. Most of these barriers are similar to thcse 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 with 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 interagenmcy
service agreements and formalized referral mechanisms are viewed as the next
steps toward this geal.

. At this time, however, there is serious question as 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 financial 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 social programs which most likely will deter the devel-
opment of new programs. If the goal is to be realized, the pooling of State
and community resources is a mnecessary prerequisite. There also must be ser-
vice strategies developed which prevent the duplication of services at the
local lew:2l.

Summary

State funded and grassroots programs are making important contributions
to the delivery 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 referral resources
for their clients. It appears 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
financial difficulties. Services for children and abusing spouses are vir-
tually 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 mect 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.

The next Chapter explores the relationship between various types of pro-
grams and variables which potentially could influence service delivery to vic-
tims and their families. This discussion may assist in making 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.

® Whether programs surveyed at the State or community level are
involved in coordination activities related to the problem of spouse
abuse.

® Whether staff or programs surveyed have received training or techni-
cal assistance to better understand the needs of victims and their
families.

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 clustered into three groups distinguishing among active,
in-between, and inactive communities or States. Based on the calculatioms, 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 Columbia, 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. o

AY
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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 prescnted 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 relationship does not exist between the
activity level of a State and that of a community within tle 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-—
pared to the communities within the respective State. Overall, no distinct
pattern emerges. The test resulte yielded a correlation of 0.240.

Although there is no statistically significant relationship 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 programs, are there differences between the
activity levels of DHHS programs in States with a State funded
domestic violence program and the activity levels of DHHS programs
in those States without a domestic vislence 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 vioclence program?

Three activities indicative of a program's éfforts to meet the needs of
victims were used for this analysis: 1) existence of program goals pertaining
to haitered women, 2) the provision of direct services especially for battered
women, and 3) coordination efforts on behalf of victims and their families.

*The community scorg% for each State were summed and averaged to arrive at one
community score p&r State.
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#The base numbers for all percentages are presented in Exhibit 1.

TABLE 4-1
Distribution of Communities Across States by Activity Level

Activity Level Classification of Communities
Activity Level ¢ I T
uassé&iiim ¢ ! Active { In-between = Inactive
|
‘ 8
Active 8 } 7 }
|
1
I 21
In-petween 4 13 ||
I
i
l 1
Inactive 3 l| 4 } 5
i |

7
Note: Ohi Square = 8.71, p < .05 /

Covmunity

*N = sommunities located within 15 States selected fgr the Ca

N guBr%ey; five comunities in Michigan are nz¢ represented due to
insvfficient data.

TABLE 4~2

Gomparative Ranking of Fifteen States and the
Corresponding Communities Within Each State

byAcmMyLewHScme
STATES - COMMUNITIES
. ' \ :
it | Activity
Lesggi\slco;(es | __Rank_ Level Scores _Rank
 —eevel 2COTES
8.9 ll 15 4.30 A5
" |
9.1 | 14 7.33 1
|
5.80 ! 7
9.3 I‘ 13 I
10.4 . | 12 5.17 _ 12
|
10.6 | 11 5.33 l 11
11.2 { 10 ’ 5.51 | 10
|
12.6 | 9 6.46 5
' |
5.74 | 8
12.9 % 8 % :
4.97
13.0 % 7 |
13.5 | 6 5.59 9
| .
13.9 || 5 5.92 6
14.9 { 4 6.66 3
15.1 } 3 6.63 4
15.4 | 2 6.74 ‘ 2
15.7 { 1 5.11 13
|

ity
: tes are those selected for inclusion in the Commun
.;hﬁgvg”teemnesggoms for the States are derived from data collectgddfgrrtrége
Statey§urvey. The community scores are derived from data collected fo
Community Survey.
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Table 4-3 presents the percentage of DHHS funded programs involved in each

xind 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 women 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 programs
located in States with domestic violence programs do provide direct services
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 program activity in the interest 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-
ated efforts, there may not have been gsufficient 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 DHHS 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 KEY PROGRAMMATIC VARIABLES

Finally, this section examines the relationship among key programmatic
variables at both the State and local program levels. A correlation matrix
was preparad for both State and community variables 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).

170

S

‘Wﬁﬁ




Rl

5y

S

7

AN

R

v

TN T

- I N .
h
; \
" TABLE 4-3
Comparison of Program involvement on Behalf of Baftered Women
in States with/ without & State Authorized Domestic Viclence Program
1’ ‘ Percent of Frograms
Percent of Programs Providing Services Percent of Programs
: With Goals to Assist Specifically for Battered Ooordinating Services for
; Battered Women in: Women in: Battered Women in:
1) States 2) States 1) States 2) States 1) States 2) States
With ¥Without with wWithout with Without
DHHS PROGRAMS Authori zed Authori zed Authori zed Authori zed - Authorized Authorized
{ Domestic Domestic Domestic Domestic Domestic Domestic
Violerce Violence Violence violence Violence Violence
Program % Progam ¥ Program ¥ Progam % Program % Progam ¥
Aid to Families with X .
Dependent Children (N = 51) 0 ’ 6 0 25 23
Emergency Assistance (N = 22) 13 21 25 14 38 36
[ Child Welfare Services 11 12 22 12 56 44
~ {N = 35) i !
[
Child Protective Services 7 | 14 13 17 40 35
(N=46) |
: T
Medicaid (N = 48) 0 0 9] 3 13 6
Social Services  *{N = 49) 13 15 38 39 38 587
i
v( N t
Community Mental Health 20 13 20 32 30 32
(N = 41)
Work Incentivé: T"i'ogram a 0 6 12 19 15
(N = 50)
! Alcoholism Treatment and .
; Rehabilitation and Alcohol ) 13 32 25 15 50 59
: Formula Grants i (N=50)} “
‘ Drug Abuse Demonstration and
: Community Service Programs . 13 \'\ 24 38 18 4t 56
: (N = 50) _
( TOTAL FOR ALL PROGRAMS 3 8 13 19 16 34 36
; (N =442)
|
’ *The base numbers for all percentages are presented in Exhibit 1.
1 d
. i .
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_ . TRBLE 4-4 ' ‘ £ I ’ Variables representing program act1v1ty include: program focus on bat-
; T . Correlation Matrix of:Relationiships Among Program Activity Level! Variables Yoo f tered. women, program definition of domestic violence, and program coordination
| o and External Activity Variables Across-States and Communities e activities to assist victims. Variables representing external factors include
: ) ‘ . : . . _ 3 status of State domestic violence legislatiom, presénce of advocates within
| EXTERNAL ACTIVITY EXTERNAL ACTIVITY VARIABLES ' ~ FROGRAM ACTIVITY LEVEL VARIAELES ‘;: the program, and various respondent opinions about the problem of domestic
| VARLAELES 1 2z 3 ‘4 5 6 7 8 9 1@ 1 12 13 14 15 16 17 18 : violence.
1. Legislative Status 11% .06 .08 00 -.20% -.}5% -.14% - 14% -.14* -.04 .06 k The patterns of relationships, presented in Table 4~4, reinforce themes
: 2. Program Restricted 0k 13 .07 : .05 -.06 .08 .03 - .05 .10 .11% .04 » B discussed earlier. Program development in the area of domestlc viclence is in
' . ; *an early phase and has developed in an idiosyncratic manner. Thus, it is not
& g:ﬁreigé %men\ .o L surprising that there are no strong relationships between the programmatic

activity level variables and external ‘activity variables. A weak relationship
exists between most 6f the external activity variables and the coordination

; activity variable (ranging from 0.0l to 0.34). This relationship may result

; ‘ from the fact that some DHHS funded programs lack the resources required to

i offer special assistance to victims; however, when influenced by external fac-
& tors, these programs do engage more often in coordination activities to help

: * wvictims. Coordination activities also often occur through informal mechanisms
4 and require fewer resources and commitments on the part of established pro-

N ¢ grams.: DHHS program respondents generally consider coordination with other
agencies to benefit victims more feasible than activities .requiring special

¥ budget allocations.

-4, Unmet Service

Needs R & L 1 0 L23% ’ 21 02 .12 10w 17 .02 .23% -.15%

5. Qutspoken Advocate .01  .06* .06* 26%  L40% .04 .43%  [28%

6. Domestic Violence
Problem in - ‘
Community 03 .07 24%  14% \ . : L

‘\~—'—~A =
|
\y

State Recognition
of Domestic
Violence -.08¢ 01 .03 -.04

Ecrnatiniinn A 4 ashdE Aaniib S
SO
~
.

8. Comunity
Recognition of
Domestic Violence -.08%¢ .05t -0 .02

9. Community Respon-
sibility to Assist
Battered Women -.02 .04 ,[15%

The correlation matrix does identify a strong relationship among vari-
ables which indicate program activity for battered women. ¢ This implies that
when a program does engage in one type of activity for battered women, it is
likely to have other related activites. 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 S,rvey data. At the community level, all six
of the programmatic variables pré@entod in Table 44 correlate strongly with
one another. The correlation coefficients range from 0.25 to 0.50, and all
are statistically significant (p £ 0.001). At the State level, five of the
six progrdmmatic variables correlate strongly with one another.

10. Adequacy of Com- )
munity Rescurces -.03 .01 -.02 -.06* . 4 . . . ]

11. Extensiveness of

Domestic Viclence Jd2x 260 L26%

12, State Level
Recognition of

Domestic Violence A3 11+ 03

)
FROGRAM ACTIVITY
LEVEL VARLPELES

13. Focus on Battered - .
Women -1y .09 -.04 .29% 7% 340 .04
- 14, Definition of Summar:[

Domestic Violence ~.06* .09% .02 ST 28 (13%

To summarize, the major findings presented in this Chapter are:

s . " 15."Goals for i
Battered Women ~-.09% .08% ,03 ,07%

WL ~40% 36 18%

o

. There is no statistically significant relationghip between program
activities at the State and community levels for battered women.

16. Provision of ]
Direct Services <.02 .08% ,10% ,13% . 24% ,22% 12% .0O7% .11* ' .58% - ,45%  S56*

17. toordination C ’ g N .
Activities 010 11+ .07+ .18% L21% L34 11* .04 L17% .38% D,25% 34 J15%

j . e Generally, the’ectivity levels of DHHS funded prbgrams appear to be
: ’ qﬂrelated to the presence or absence of State authorlzed and funded
domestlc violence programs.

18, Staff Receive . ‘ '
Training - 05 02 .04 L19% .25% .24% 17% 06 ' .11* L34%  25% 27

: 5 & 5 3 o . ’ ,i i " .
*Matrix above the diagnoal represents those varlables analyzed In the State survey; matrix below the diagnoal represents varlables : ) _ ; y e 7 ..
! in the community survey. A blank space in the matrix indicates thet the variable was not collected for one of the surveys. f 8 L4 Based on: correlac:.on analysesa those DHHS funded programs engaging

1n one type of activity to help battered women are likely to engage
in other related act1v1t1es. .

[~
YRS

Note: The symbol (*) within the matrix denqtes p €.05.
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*The base numbers for all percentages are presented in Exhibit 1.

v

0 . SR o

{
x

AT e e i s 2 L e s et = s s et




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
car?f?lly their strategies for expanding services to victims and their
f§m111es. ?t appears that State program administrators perceive uiore activi-
ties occurring on the local level to help victims than are substantiated by
this study's findings. State program administrators, perhaps can help local
s?af? become more involved in identifying and assisting victims, while workin
within the context of their reéespective programs. 7 ®

A B

It als9 appears that whet¥e State authorized and funded domestic violemce
programs exist, or where they are being planne¢d, staff from various State pro-
grams'need to collaborate further. While State funded programs are £illing
gaps in the service delivery system, they also may be duplicating some services
available through DHHS funded program resources. Study findings suggest that
wher§ State funded programs exist, DHHS funded program staff may be relying too
heavily on them to meet all the service needs of victims.

) Data prese?tgd.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 deli i icti
; ) elivery of services to
their families. 4 victins and

In the next Chapter, major study findin i hi i ]
: e next gs are briefly highlighted as well
as their significance on future program development. d &

s o S v

CHAPTER 5: STRATEGIES FOR SERVICE DELIVERY

Study findings presented 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 variation 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.

In this Chapter; major study findings are highlighted to provide a
framework for planning future domestic violence intervention strategies.
This discussion includes findinge which: 1) have significant implicationms
for future program development, 2) demonstrate steps which staff can take to
assist victims, and 2) suggest approaches for increasing State and local

staff responsiveness to tl:ie needs of victims and their families.

IMPLICATION OF STUDY FINDINGS ON THE DEVELOPMENT OF SERVICE éTRATEGIES

This section provides a brief analysis of major study findings which
can serve as the basis for planning future strategies to assist victims of
spouse abuse. ‘ .

With regard to the State and Community Surveys of DHHS funded programs,
findings show that information is not being collected by staff tc document
the occurrence of spouse abuse among clients requesting or receiving program
services. This may explain why many programs do not have any established “
procedures to identify victims at either the point of application for ser-
vices or throughout the service provision process.

When victims are identified by DHHS funded program staff, they typically
are referred to other service providers for direct assistance with the prob-
lem of spouse abuse. Although not widespead, program staff are more likely
to be involved in activities to assist battered women than in activities to
assist their children, battered men, or abusing spouses. Special services
for these latter groups are virtually undeveloped. : ’

Victims of domestic violence must meet the broader eligibility criteria
of DHHS funded programs before they can receive program services. Other
victims who do not meet the eligibility criteria established by DHHS funded
programs cannot benefit from the services offered by these 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. Imn actuality, the DHHS
Federal program mandates do not rule out the possibility of staff taking
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special steps to become more responsive to the needs of victims and their
families. As evident by the activities already occurriung within each DHHS3
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 advantage 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 ¢f which
are currently unmet. The broad rarige of these needs requires intervention
from multiple sources—-no one program has sufficient resources to respond in
total, not even special programs whicii target on this population. Thue, the
development of strategies at the State and local service levels to make use
of all existing resources becomes critical.

The potential of DHHS funded programs to help victims of spouse abuse
is recognized by the fact that staff already are active in coordinating their
activities with other agencies to benefit victims. Most respondents view
coordination of services for victims as the most feasible staff activity in
the future. Respondents 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 redources. 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 considerable potential to deal with the
problem of domestic violence. First, some DHHS funded programs surveyed
have State mandates to intervene with the prcblem of domestic violence.

These mandates have increased staff awareness of the problem, and encouraged
the identification of wvictims 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 staff at local levels. State
level administrators may be assuming that activity is taking place when it
is not. This points to the apparent ne=d for State level administrators to
provide further guidance to local.staff on possible domestic violence
intervention strategies. : “

v}

Third, in States with State funded domestic violence programs and com-
munities with special programs for victims, there is the tendeiicy among
respondents to View these programs as having full responsibility for assist~
ing victims. Although study findings show that domestic violence programs
are reducing gaps in the service delivery system and are valuable referral
resources to staff working in other programs, the findings also show that
most domestic violence programs are struggling financially to. remain open.
Further, as in 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 program resources
to the benefit of victims becomes apparent. | : :
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Fourth, the administrative function of the various DHHS funded programs
surveyed (e.g., eligibility determination, direct service provision, anq/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 and Medicaid program staff are primarily respomsible for process-

ing applications for financial/medical assistance. Therefore, the.extent of
their potential role in the direct provision of related social/med}cal ser-
vices is much more limited than that of staff from the direct service pro-
grams surveyed.

Finally, Feder&} 1eveL*program involvement with the problem of domestic
violence appears to be-related to program activity. Generally, programs
most active on the State and local levels have received some relevant guldt
ance or assistance from Federal program administrators. These are the Social
Services, Alcoholism Treatment and Rehabilitationm, 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 Fhere are
many possible service strategies and approaches to the problem. Th1§ review
also demonstrates that staff are finding ways to become more responsive to
the special service needs of victims, despite the restrictions imposed by
limited program resources. Replication of these activities elseyhere to
encourage further program development expands greatly the potential for pro-
viding help to victims.

As noted earlier, across all DHHS funded programs surveyed, thgre are
examples of staff efforts to identify victims within the broader client
population. Once the problem of spouse abuse is verified, these §taff .
encourage the victims to seek services for themselves and for their faml%lgs.
Some programs have hired staff as domestic violence "gpecialists" to f§c111-
tate the service and referral process. A number of programs have prov1de§
training to staff to help them become more responsive to the special service
needs of victims. Some program staff have established reciprocal training
arrangements with staff of domestic violence ahelter programs. Staff ?f
DHHS funded programs provide training on elibibility criteria, coup§e11ng»
techniques and referral procedures and, in turn, shelter'staff pr?V1de
training on the dynamics of spouse abuse and methods of intervention.

Some program staff have developed special procedures for re§ponding to
the service needs of victims; for example, extending program assistance to
battered women residing in shelters, simplifying the application process,
and gpeeding up applications for assistance. Other DHHS funded programs
have ‘adopted a family intervention strategy. The family as a unit is con-
sidered the "target" of services. Several program respondents 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
agenc1es 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 communities
surveyed have grassroots efforts underway to help victims. Some comunities
have specialized services such as shelter care, peer support counseling, and
crisis intervention. Many staff are imvolved in encciraging Governors,
legislators, and other service providers to provide help to victims.

Despite these activities, many communities are without any speécial ser-
vices for victims and their families. There remain many victims who are not
getting the help they need--even victims living in cuimunities where
specialized services exist.

SERVICE STRATEGIES FOR THE FUTURE

One major purpose of this study was to document activities occurring at
State and local levels to assist yictims of domestic violence:and their
families. This report has documented these activities, on a program—by-
program bas1s, providing example¢ for other States and communities to follow.
A second major purpose of this study was to identify barriers to service
delivery so that resolutions might be sought. This 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. Thus, 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 foxr victims
and their families. There is little information available to describe the
following:

) Preventive service strategies.
e Qltreach to fam111es of minority groups, 1nc1ud1ng refugees.

e Profiles on both the abused and the abuser, the~served and the
unserved. ” .

o
S

o The short and long-range consequences of:dcwiestic violence.

° National, State, and community attitudes about the problem which may
interfere with efforts to help the zbused and the abuser.

Continued progress in developing better strategies tc help victims and thelr /

families requires the combined commitment of Governors and State legislatorsy
State and local staff of DHHS funded programs, and staff of special State
and locally funded domestic violence programs. .
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