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Domestic Violence Is A Rural Health Issue

By Barbara Leitenberg, Editor, Rural Health News

In spite of a lack of resources and isolation, many rural
communities are dealing with domestic violence with the
help of their health care providers— an approach that the
victims prefer and the providers are learning.

“Rural people tend not to report domestic violence inci-
dentsto the police, because family and friends are police-
men,” saysL aine Gibbs, director of the Colorado Domestic
Violence Coalition. “While urban areas tend to have more
resourcessuch assheltersand special programsfor Spanish
language speakers, children and gays and lesbians, rural
areas must make do with less,” she says.

“Rural victimsof domestic violencesuffer fromisolation,”
says Polly Campbell of Maine's Muskie School of Public
Service: “No phones, no transportation, longer police re-
sponse times, and cultural norms that stress family loyalty
and traditional gender roles.”

When asked about preferred confidants, victims of domes-
tic violence, both urban and rural, overwhelmingly choose
physicians — not clergy or police. But studies reported in
the Journal of the American Medical Association have
shown that although almost 90 percent would like to speak
to their doctors, lessthan 10 percent of physicianstakethe
time to ask them questions about violence in their lives.

“Wethink all physicians should screen for violence as part
of aroutine physical,” says Maine physician Dr. Raobert
McAfee, who helped launch the American Medical
Association’ sCampaign Against Family Violencein 1993.
“Not screening because you're in a rural area with few
resources is a cop-out.”

Several states and communities have experimented with
different approachesto engage rural health care providers
in the battle against domestic violence. Whether the pro-
gram startsin arural health facility or as a state program,
initiated by the state’ sAttorney General’ soffice or by farm

workerwomeninCalifornia, thedual themerunningthrough
al of these approaches is: on-going staff training for the
rural providers and community collaboration to expand
resources for referral.

Getting local health care providers involved is a key be-
cause they are on the front lines, according to several

domestic violence experts.

“Oneof themost common reasonsfor femalesaged 15 - 45

to go to the Emer-
gency Room is do-
mesticviolence,” says
Dr. John Néelson, ob-
stetrician/gynecol o-
gist in Salt Lake City
and spokesmanforthe
AMA’sNationa Coa-
lition of Physicians
Against Family Vio-
lence.“ Asphysicians,
wemissthediagnosis
of family violence 85
percent of the time,”
hesays.“If | canask a
patient questions
about the most inti-

“Health care providers must
realize that they can gather
information about family
violence rather quickly like
they do other information—in
ways that are not detailed or
costly. Then they can make
a referral, provide the basic
information to reduce
concern and go on to the
next step.”

Gwen Wright, Director,
Health and Human Services
Bureau, New York’s state
Office for Prevention of
Domestic Violence.

matedetailsof her sex
life, 1 can certainly
make clear that she can talk to me about family violence.
Rural is not an excuse for doing nothing.”

But health care providers often hesitate to ask these ques-
tions because they lack training and information, and they
fear the amount of timeit may taketo respond, says Gwen
Wright, director of the Health and Human Services Bureau
in New York’s state Office for Prevention of Domestic
Violence.
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“One advantage rural providers may have, however, is
familiarity withtheir patients,” saysWright. “Unlikeurban
physicianswho oftenrotateinclinics, rural providersknow
their patients well, and the patients are familiar with and
rely on them. These kinds of relationships, she says, can
lead to useful interventions.”

Maine Home To Several Rural DV/Health Care
Projects

After 21995 needs assessment noted domestic violence as
atop concern among staff, patients, and community leaders
in its eleven federally supported rural health centers,
HealthReach Network decided to systematize its approach
to the problem.

Serving townsin central and western Maine, with popula-
tions that range from 3,500-14,000, these clinics have
decided to make themselves the place for people to get
information, support, and resources for domestic violence
problems. “They started with staff training,” says Kathy
Calder, Rural Health Outreach Director. Then they devel-
oped and began to use a screening tool as aregular part of
patient assessments. Each clinic hasasite specific resource
directory for domestic violence referrals, and they are
devel oping in-house counseling because, saysCalder, “itis
not realistic to send patients out.”

For the past year, Richmond Area Rural Health Center in
central Maine has had a battered woman’ s advocate from
the Maine Coadlition to End Domestic Violence on staff.
Funded through agrant from the Department of Justice, the
advocate hastrained theentire staff (including receptionist,
maintenance personnel, and medical records clerk) in do-
mesticviolenceissues. Shehasworked with astaff commit-
tee to develop a screening tool for use during all pre-natal
and well-women visits and a logging system to record
assessments and referrals. And she consults with patients
upon referral by staff.

“We' ve always been concerned about domestic violence,”
says Carol Browne, Practice Manager, “ but we never had a
formal policy or a screening tool to addressit.”

For almost three years, four rura health centers in north
coastal Maine have been building in-house expertise and
encouraging community connectionstofight domestic vio-
lence. Theclinicsare participating in aCentersfor Disease
Control funded project, “Rura Response to Intimate Part-
ner Violence.”

“Each health center worksinsideand outside,” saysproject
manager Alice Ann Carlton. Clinic teams, which includea
physician, a physician assistant, and a nurse practitioner
review screening and clinical response proceduresand ook
for gapsinreferrals. Clinicians have been trained in recog-

nizing the subtle signs of
abuse and their long-term
consequences. All staff have
been trained in saf ety issues
—proceduresfor reactingin
a scenario where an angry
spouse comes to the clinic
with adrawn gun.

“It takes patience and
perseverance to get a
victim of domestic
violence to talk to
you,” says John Nelson,
M.D., obstetrician and
gynecologist. “Twenty
percent of patients need
11-12 visits before
sharing. Twenty-three
percent of patients need
5-10 visits.”

Citizens' coalitions in each
community develop aware-
ness campaigns and figure
out resources for specific
needs—how to get food to
someone, how to get transportation to school or to asupport

group.

“By theend of thegrant period, we hopethat each clinicwill
have devel oped enough of an inside and outside network to
continuethework,” saysCarlton. “Youdoit onehealth care
center, one community at atime.”

Contact: Polly Campbell, Muskie School of Public Service,
Institutefor Public Sector Innovation, 207-780-5864; Tracy
Cooley, Maine Coalition to End Domestic Violence, 207-
941-1194.

States Join Project to Improve Domestic Vio-
lence Response in Clinical Settings

Ten states, including several rural communities, are partici-
pating in a Family Violence Prevention Fund (FUND)
project to educate health care workers about domestic vio-
lence issues and improve prevention and treatment for
victims,

“Health care alone cannot resolve the issues of domestic
violence, nor canthejusticesystem,” saysDeborah Robinson,
deputy director of Rural Initiativesat theFloridaGovernor’s
Task Force on Domestic and Sexual Violence. * Y ou need a
total community approach, especially in rural areas, where
athree-minute police response timeis not likely and where
you cannot have a confidential safe-house.”

In order to receive the FUND’ s technical assistance and be
abletoimprove servicesat 15 community health care sites,
each participating state must develop aleadership team of
health care providers, state health administrators, managed
care representatives, and domestic violence organization
staff. They agree to oversee and assist with the work of 15
community health agencies which want to improve their
domestic violence responses.

Each community site chooses its own leadership team,
composed of an administrator, aphysician, anurse, asocial
worker, and adomestic violence advocate from anon-profit



agency. After several days of training, the community sites
develop plans for screening and referral protocols, quality
assurance, and community education. As the community
siteswork through their system changes, they meet with the
state team to suggest statewide policy changes.

Clinicians need to know that asking questions about vio-
lence need not open aPandora sBox of impossiblerequests,
says Robin Hader, director of the Florida Task Force.
“Make the question as normal as asking about an allergy to
penicillin,” she says. “Then make the referral. Every rural
area has a domestic violence agency connection.”

InWest Virginia, theeleven hospitalsand four primary care
centers participating in the FUND project arelargely rural,
says state project coordinator Diane Reese. The state's
health plan includes a section on family violence, and the
FUND project final report will inform that section. “ One of
our recommendations will involve requiring domestic vio-
lence training in state medi-

squad for afull day’straining.

Contact: Debbie Lee, Family Violence Prevention Fund,
415-252-8900. The ten states participating in the FUND
project are: Alabama, Alaska, California, Florida, 1owa,
New Hampshire, New Mexico, Nevada, Texas, and West
Virginia

Attorney General Helps Hospitals Address
Domestic Violence

[llini Hospital in rura Silvis, lllinois is taking part in a
project run by the state attorney general’ sofficeto develop
domestic violence prevention teams in every one of the
state’s  hospitals.

Through an initial sur-
vey, Illini staff found
out they needed to do a
better job of screening
for domestic violence.

“Today teachers, social
workers, health promotion
experts, health care
providers, medical and
nursing associations,

The Joint Commission
on the Accreditation of
Hospitals and Health
Care Organizations
(JCAHO) mandated the
development of
protocols for the

cal schools,” Reese says.

A survey showing great dif-
ferences between patient and
provider perceptions of do-
mesticviolence(publishedin
Morbidity Mortality Weekly

“We found that our log
of 19,000 patients
showed only oneor two
notations for domestic
violence,” says Janet
Eckhart, director of

justice agencies, law
enforcement agencies, and
federal and state
governments have
[domestic violence]
programs in

identification and
treatment of abused
women in emergency
rooms in 1990 and
hospital-wide in 1992.

Report, 47(32):670-3, 1998
Aug 21) spurred West
Virginia's interest in the
FUND project, Reese says.
“Health care providers need
the same kind of training in
domestic violence as other service providers. They can fix
abroken arm, but they don’t understand why the arm keeps
getting broken.”

Tiny BroaddusHospital in Philippi, West Virginiaispartici-
patingintheFUND project. A community needsassessment
involving health careproviders, |aw enforcement, and town
officials revealed domestic violence as a problem people
wanted to work on, says Norma Workman, project coordi-
nator. “Our team has been trained and isworking on recom-
mendations for screening and follow-up procedures,” she
says. Broaddus is a Critical Access Hospital with 12 acute
care beds.

Nursesin St. Joseph’ s Hospital emergency department and
in the medical-surgical unit are instructed to ask about
family violence, but a formal program is not yet in place,
says Kimberly Farry, M.D., an obstetrician/gynecol ogist at
thissmall hospital in rural Buckhanon, West Virginia (pop.
9000). “We are promoting domestic violence awareness
among all employeesand plan to screen every patient,” she
says. One exampl e of the success of the hospital’ sinforma-
tion outreach has been a request by the local ambulance

place....Unfortunately,
many of these programs
operate side by side,
rarely, if ever, intersecting.
This lack of coordination
may cause care to be
fragmented, prolonged,
and less effective than it
could be.” Violence
Against Women in the
United States: A
Comprehensive
Background Paper, The
Commonwealth Fund
Commission on Women'’s
Health, November 1995.

Emergency and Trauma
Services. “We knew
that wasn’t right.”

Now Illini is identify-
ing 5-7 cases each
month and referring
them to appropriate re-
sources, says Eckhart.
“The hospital’s public
information campaign
has tripled the calls
made to the local do-
mestic violenceservice

agency,” she says.

“Startedin 1996, the Attorney General’ sproject hasalready
reached every hospital inthenorthern half of thestate,” says
coordinator, Nancy Carlson. “Participating hospitals have
found that during thefirst six months, they wereidentifying
more domestic abuse victimsthan they had during the past
full year,” she says. “But implementation of screening
protocolsistough. Itisimpossiblewithout the participation
of abroad-based team, and especially a high-level admin-
istrator.”

Contact: Nancy Carlson, Illinois Attorney General’s Of-
fice, 312- 814-5846.



California Farm Women Organize Community
Response to Domestic Violence

A grassroots domestic violence prevention project in Cali-
fornia has found that success comes in small steps.

“Domestic violence is a personal and cultural issue, and it
must bedealt with oneperson at atime,” saysMily Trevino-
Sauceda, director of Organizacion en Californiade Lideres
Campesinas (Farmworker Women’s Leadership Project).
Since 1991, the project hastrained 65 farmworker women
towork for changein twelverural Californiacommunities.

One of the farmworker women trainees counselswomen at
the Santa Rosa Del Valle Health Center, a migrant health
center in the CoachellaValley. Shetellsthe women where
they can get help, that they are not alone, that domestic
violence is neither right nor normal. “We are planning a
domestic violence curriculum for health center staff,” says
Trevino-Sauceda, “one that will be sensitive to existing
cultural norms among farm workers.”

Contact: Mily Trevino-Sauceda, 909-865-7776

Arizona Hospital Builds Its Own Shelter

Almost two years ago, Parker Indian Hospital, serving the
Colorado River Indian Tribes in La Paz County, Arizona
opened aten-room shelter for women and children fleeing
domestic violence. With state and federal support and
contributions from local health agencies and community
groups, they areableto accommodate 25-30 peopleat atime
and staff the building 24 hours a day, seven days a week.
Over 100 women and children have used the shelter so far,
says Gene Carnicum, social worker at Parker.

With assistancefromtheFamily Violence Prevention Fund,
Parker Indian Hospital has developed screening protocols
for all women aged 14 and older. “ It soon became clear to
us that we needed a shelter on site,” says Carnicum. The
closest alternative shelter isin Y uma, two hours away.

Contact: Gene Carnicum, 520-669-2137

The Rural Face of Domestic Violence

* Rural Woman Batteringand theJusticeSystem: An
Ethnography, by Neil Websdale, Sage Series on Vio-
lence Against Women, Vol. 6, January 1998. How cul-
tural norms influence domestic violence and must be
recognized by service providers.

* Not In My Country, by Kathryn Fahnestock. Judges'
Journal, Summer 1992. Addresses rural domestic vio-
lencevictims' useof and accesstothecourtsandjudicial
education, attitude, and responsibilities.

* Rural Task Force Resour ce Packet: Reflectionson
Rural Realities, National Coalition Against Domestic
Violence, 2nd ed., 1991. 150 page booklet includes
Rural Outreach M anual, devel oped by the Pennsylva-
nia Coalition Against Domestic Violence. For copies,

Health Care and Domestic Violence in Rural Areas:
Information and Resources

contact: National Coalition Against Domestic Violence,
P.O. Box 18749, Denver, CO 80218; PH: 303-839-1852;
FAX: 303-831- 9251.

 Batterer Programs: What We Know and Need To
Know, by Edward W. Gondolf. Journal of Interpersonal
Violence, 12(1), 83-98, 1997 February. Includes brief
discussion about ways to extend programs to rural and
minority communities.

* Rural Domestic Violence and Child Victimization
Enfor cement and Stop ViolenceAgainst I ndian Women
arefederal Department of Justice grant programs, autho-
rized by the Violence Against Women Act of 1994.
Contact: Lauren Nassikas, 202-307-6026, or go to the
web site: www.ojp.usdoj.gov/vawgo

continued




Health Care and Domestic Violence in Rural Areas:
Information and Resources Continued

New Resources

» Journey Beyond Abuse: A Step-by-Step Guide to
Facilitating Women’s Domestic Abuse Groups, 21
group sessions based on a program developed by the
Wilder Foundation ($45); and M oving Beyond Abuse:
Stories and Questions For Women Who Have Lived
With Abuse ($10). Contact: Amherst H. Wilder Foun-
dation Publishing Center, 800-274- 6024.

* You Are Not Alone/Usted No Esta Sola, printed in
English and Spanish, includes information and sugges-
tions for women facing violence in their lives. 65 cents
eachfor quantitiesof 1 - 999; 50 centseach for morethan
1000. Contact: NovellaHeal th Education, 800-677-4799.

* No Woman Deserves To Hurt, atwo-volume video
package with a companion manual designed to teach
health care providers how to help prevent, detect, and
treat domestic abuse and to provide referral services.
Developed by the Pharmacia and Upjohn Foundation,
Maternal Child Health Bureau, and American College of
Nurse-Midwives, $95. Contact: ACNM Publications,
202-728-9879.

* Improving the Health Care Response to Domestic
Violence: A Resource Manual for Health Care Pro-
viders, by the Family Violence Prevention Fund and the
PennsylvaniaCoalition Against Domestic Violence, 250
pages, $75. Contact: FVPF, 415-252-8900.

* Instant Evidence, freeinformational video describing
the use of an instant camera in documenting family
abuse. Contact: Polaroid, 800-811-5764, ext.734.

Domestic Violence Resources For Health
Care Providers

Several health professional organizations distribute in-
formation about domestic violence, including: guide-
lines, sampletoolsand protocolsfor diagnosisand treat-
ment, and patient information packages. Contact:

e American Academy of Nursing, 202-651-7238

 American Association of Medical Assistants, 800-
228-2262

e American Collegeof Obstetricians/Gynecol ogists, 202-
863-2518

e American College of Nurse Midwives, 202-728-9860
« American College of Physicians, 800-523-1546
 American Medical Association, 312-464-5066

e American Physical Therapy Association, 703-684-
2782

» American Psychological Association, 202-336-6046

e Nursing Network on Violence Against Women,
Jacquelyn Campbell, 410-955-2778

 PhysiciansforaViolence-FreeSociety, 415- 821-8209

Special contact: Family Violence Prevention Fund,
Health Resour ce Center on Domestic Violence, 888-
Rx-ABUSE (9-5 PST). Besides distributing a multi-
disciplinary protocol for health care settings, informa-
tion packets for various health specialties, health care
resource and training manuals, and descriptions of best
practices, the Fund publishes Health Alert, a newsletter
about domestic violenceissuesfor health care providers.

National DomesticViolenceHotline: 1-800-799-SAFE
(7233). Funded by the federal Department of Justiceand
availableinseveral languages, 24 hoursaday, sevendays
aweek, thisservice connects call ersto state and commu-
nity domestic violence agencies, shelters, and policein
50 states.
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