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Preface

This report is not the first recent National Academies’ report to focus on the
issue of family violence. It is the third and, regrettably, it may not be the last.
Family violence continues to plague society and we have not yet developed either
the practical interventions or evidence base to address this important social issue.

When Congress passed the Health Professions and Education Partnerships
Act of 1998, it issued an important challenge to government and the health
professions. The bill’s language suggested that education of health professionals
is an important first step in mitigating the problem of family violence. The Board
on Children, Youth, and Families of the Institute of Medicine and the Division of
Behavioral and Social Sciences and Education of the National Research Council
responded to this challenge by establishing the Committee on the Training Needs
of Health Professionals to Respond to Family Violence.

The committee’s point of departure for its work was to adopt three funda-
mental principles: (1) family violence is a health issue; (2) education of health
professionals about the issue is therefore important; and (3) while education of
health professionals about family violence is necessary to address the problem, it
is not by itself sufficient. Other individuals and entities outside the health profes-
sions are involved in addressing issues related to family violence, and this larger
societal context must not be forgotten.

As the committee began its deliberations, we quickly became aware that
education of health professionals in family violence is not a consistent priority
across or within health professions education curricula. The challenge of even
identifying curricular content or strategies was compounded by the almost com-
plete absence of either educational research or evaluation relating to family vio-
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lence education and training for health professionals. In short, while family vio-
lence exacts a tremendous cost from its victims and society, it is not viewed as
sufficiently important for society to invest the resources and expertise critical for
developing the research and demonstrations necessary to improve the response
of health professionals and others to this serious social and health problem. That
must change.

The charge to our committee reflected a desire by Congress to encourage
health professionals in education and practice to assume more responsibility for
addressing this difficult, devastating issue. While the committee is sympathetic
with this view, we also recognize that the complexity and breadth of this issue
call for the involvement of professionals whose work lies outside the health
arena. Responding to victims of family violence, and ultimately preventing its
occurrence, is a societal responsibility. As such it must be shared.

The committee has chosen to limit the number of our recommendations in
the hope that offering a few specific priorities will increase the likelihood of
implementation. In our view, family violence should be treated like other public
scourges such as heart disease, cancer, diabetes, and AIDS. Resources equiva-
lent to those used to address these problems should be applied to address the
problem of family violence. We recommend the creation of education and re-
search centers that will not only generate significant new information with a
beneficial impact on family violence but will also be useful in coordinating,
integrating, and evaluating educational and intervention activities related to fam-
ily violence. The work of such centers will benefit the development of sound,
evidence-based curricula, contributing to the development of research and schol-
ars around this issue. Such centers will provide focus to activities related to this
very serious health problem.

Our recommendations reflect our consideration of the evidence and input
that we worked diligently to uncover throughout the study process. It is impor-
tant to note, however, that the committee members were both troubled and frus-
trated by the lack of scholarship in this area. We note here a finding that is not
explicitly discussed elsewhere: the failure to make progress on education and
practice in the area of family violence is in itself clear evidence that society has
paid too little attention to what will remain a national shame and tragedy. For too
long family violence has indeed been a case of chronic neglect.

John D. Stobo, Chair

Marla E. Salmon, Vice Chair

Committee on the Training Needs of Health
Professionals to Respond to Family Violence
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Executive Summary

Family violence—child abuse and neglect, intimate partner violence, and
elder abuse—is seen as a widespread and deeply troubling problem in American
society. Studies consistently report that family violence affects as many as 25
percent of children and adults in America during their lifetimes—as victims,
witnesses, or perpetrators. Combating such a major societal problem necessarily
requires the involvement of multiple sectors, including the justice system, social
services, and the health professions. For both practical and ethical reasons, health
care professionals play a particularly important role in addressing family vio-
lence. They are often the first to encounter victims of family violence and conse-
quently can play an important role in ensuring that victims, and also perpetrators,
get the help they need.

Health professionals provide care for the physical and psychological prob-
lems associated with abuse and neglect, ranging from acute injuries to chronic
medical conditions to psychiatric and psychological disorders. Because of their
contact and relationship with actual and potential victims, health care profes-
sionals have a unique opportunity to screen for, diagnose, treat, and even prevent
abuse and neglect. Despite this pivotal role, the training and education of health
professionals about family violence are often inadequate to enable them to inter-
vene effectively. Health professionals commonly report lack of support and feel-
ing ill equipped and frustrated in dealing with family violence victims.

THE COMMITTEE CHARGE

At the request of Congress, and with support from the Centers for Disease
Control and Prevention, the Institute of Medicine and the National Research

1



2 CONFRONTING CHRONIC NEGLECT

Council of the National Academies established a multidisciplinary committee
to examine what is currently known about the training needs of health profes-
sionals to respond to family violence. The Committee on the Training Needs of
Health Professionals to Respond to Family Violence was asked to examine
existing curricula for health professionals on family violence and current efforts
to foster their knowledge and skills in this area. The committee focused its
review on the six professional groups it considered most likely to encounter
family violence victims early in the evaluative process and thus to have signifi-
cant educational needs related to screening, diagnosing, treating, and prevent-
ing family violence. The six groups are: physicians, physician assistants, nurses,
psychologists, social workers, and dentists. This focus on these professions is
not intended to suggest that other professions do not have important roles in
responding to family violence.

A CASE OF CHRONIC NEGLECT

This committee is not the first to address the issue of family violence or to
make recommendations for research, education, and practice to address it. Many
of the difficulties identified in this report have been encountered before. Time
and again in the past decade, groups of researchers, government officials, law
enforcement professionals, social service providers, and health care profession-
als have convened to discuss the research and policy needed to address family
violence. To date there has been little response to calls for improvements in the
research base, increased funding, or collaboration among those concerned about
family violence.

The problems identified by previous groups have not abated. In fact, the
conclusions and recommendations in this report underscore problems that have
been known to exist for decades. Building on the work of previous groups, we
focus here specifically on the issues with the greatest impact on the training and
education of health professionals to respond to family violence.

On the basis of its assessment and deliberations, the committee draws a
number of conclusions regarding the current state of health professional training
on family violence and makes recommendations to direct future efforts. These
conclusions and recommendations address two major concerns: resources and
coordination for education research and curricular development to expand the
knowledge base and inform policy and practice, and curricular content and teach-
ing strategies.

EDUCATION RESEARCH AND CURRICULAR DEVELOPMENT

Although the committee’s review of available data suggests that family
violence is widespread in the United States, its actual prevalence is unknown.
Several critical examinations have eloquently described the paucity of data and
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research findings to reliably guide practice in the area of family violence. Previ-
ous reports have pointed specifically to the lack of a base of scientific findings
sufficient to inform education and practice for health professionals, as well as
inadequate funding for the teaching and evaluation of family violence curricula.

For example, in 1990, the U.S. Advisory Board on Child Abuse and Neglect
reported that, although progress had been made, child maltreatment “may still be
the most under-researched social problem.” It identified as problems the unsys-
tematic nature of the research on child maltreatment, a decline in public support
for it from 1975 to 1990, a shortage of researchers in the field, and specific
topics that have been especially understudied. The Advisory Board recommended
establishment of state and regional resource centers for training, consultation,
policy analysis, and research on child protection. Among its other recommenda-
tions were the development of a new data system, the creation of a U.S. Depart-
ment of Health and Human Services-wide research advisory committee, a major
role for the National Institute of Mental Health in research planning, implemen-
tation, and coordination, as well as in providing research training and career
development awards.

In 1998, the National Research Council/Institute of Medicine’s Committee
on the Assessment of Family Violence Interventions noted a lack of rigorous
evaluation, insufficient resources, and the failure of the research and practice
communities to collaborate. The committee recommended that evaluation be
integral to all family violence interventions and that policy incentives and lead-
ership foster coordination among policy, program, and research agendas. The
conclusions and recommendations in this report echo these calls for action to
address a disturbing societal problem.

Conclusions

e While family violence is understood to be widespread across the
United States and to have significant health consequences, its full
effects on society and the health care system have not been ad-
equately studied or documented.

The available data are inadequate to determine the full magnitude and severity of
family violence in society or its impact on the health care professions. Further-
more, estimates of the scope of the problem vary according to the data source and
research methods used. With respect to its impact on the health system, few
studies have been conducted to trace the patterns of utilization or the costs of
health care for conditions associated with family violence or its effects on the
health status of the patient (or victim). A better understanding of baseline prob-
lems, health care needs, and costs associated with family violence could reinforce
the need for more focused attention by health professionals, provide guidance on
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how best to respond, and inform and improve the education and practice of health
care professionals.

e Variation in the definitions, data sources, and methods used in re-
search on family violence has resulted in inconsistent and unclear
evidence about its magnitude and severity, as well as its effects on
the health care system and society.

As noted in previous reports published by the National Research Council and
Institute of Medicine (Understanding Child Abuse and Neglect, Understanding
Violence Against Women, Violence in Families: Assessing Prevention and Treat-
ment Programs), clarity regarding definitions used to describe family violence is
essential in order to compare studies and generalize from one setting to another.
Similarly, clarity and consistency in data sources and research methods are needed
to accurately describe the prevalence of family violence as encountered in health
care settings and the health care needs of victims. Such an evidence base could
shed new light on the roles of health professionals and their opportunities to
intervene and respond more effectively to family violence and also provide a
foundation for their more effective education.

*  Funding for research, education development and testing, and cur-
ricular evaluation on family violence is fragmented, and informa-
tion about funding sources is not systematically available. No
consistent federal sources of support for education research on fam-
ily violence appear to exist.

As the committee’s review of existing programs and funding sources revealed,
program development and funding for family violence programs are scattered
among agencies of the U.S. Department of Health and Human Services and the
U.S. Department of Justice. Among these agencies are the Centers for Disease
Control and Prevention, the Agency for Healthcare Research and Quality, the
Health Resources and Services Administration, the National Institutes of Health,
the Administration on Children and Families, the National Institute of Justice,
and the Office of Justice Programs. These federal agencies, departments, and
offices share a mandate to address family violence, but the committee found that
often one agency was unaware of either projects or funding opportunities for
research and programs on family violence in other agencies. The fragmented
information on funding is difficult to access for researchers and educators and
others attempting to develop and conduct research, design training and practice
interventions, and evaluate programs. The information must be collected piece-
meal from numerous web sites and federal agency officials, making it difficult to
determine if and when funds are available. Furthermore, while the committee was
able to identify some sources of funding for intervention and training, we could
find no consistent sources for federal support of education research on family
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violence to design and test innovative and responsive models for the education of
health professionals or to evaluate existing models. Although their mandates
differ in focus and scope, in the committee’s judgment these agencies, as well as
stakeholders in family violence, would benefit from sharing and coordinating
information about their projects and funding opportunities.

Recommendation

Recommendation 1: The secretary of the U.S. Department of Health and
Human Services should be responsible for establishing new multidisciplinary
education and research centers with the goal of advancing scholarship and
practice in family violence. These centers should be charged with conduct-
ing research on the magnitude and impact of family violence on society and
the health care system, conducting research on training, and addressing
concerns regarding the lack of comparability in current research. The
ultimate goal of these centers will be to develop training programs based on
sound scientific evidence that prepare health professionals to respond to
family violence.

The committee suggests that a modest number of centers, three to five, be
established in the next five years. That time period should be sufficient to estab-
lish and evaluate the early effects of the centers. The initial focus of the centers
should be the evaluation of existing curricula on family violence and the expan-
sion of scientific research on magnitude, health effects, and intervention effec-
tiveness. Once the centers are established and the evidence base is developed,
additional funding should be phased in to develop, test, evaluate, and dis-
seminate education and training programs; to provide training at all levels of
education; to develop policy advice; and to disseminate information and train-
ing programs.

In recommending the creation of education and research centers, the com-
mittee not only reiterates the recommendations of previous reports on family
violence but also builds on the reported effectiveness of research and education
centers in other fields. For example, centers dedicated to Alzheimer’s disease,
injury control research, and geriatric education have reported success in bring-
ing multidisciplinary scholars together, expanding the research in their fields,
producing scholars, providing training, and encouraging collaboration. In the
committee’s judgment, the reported successes of centers in other fields support
this call for centers on family violence.

The committee therefore urges the secretary of the U.S. Department of
Health and Human Services to instruct its agencies to determine how to allocate
resources on a continuing basis to establish multidisciplinary centers on family
violence. These centers could be connected to academic health centers, as rec-
ommended previously by others, or they could build on related efforts, such as
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the injury prevention and research centers of the Centers for Disease Control and
Prevention. In addition, the centers should be linked to local and community
resources and programs to facilitate and support the translation of research re-
sults into effective training efforts and real-world practices.

By providing a locus of activity, education and research centers can facili-
tate tracking and coordinating efforts to address family violence among federal
agencies as well as those at the state and local levels and private organizations.
Such coordination may result in: (1) the development of common research pri-
orities; (2) the distribution of funding to studies and projects that continuously
build the evidence base needed for the development of effective education and
practice; (3) the broad dissemination of information about current research and
programs; and (4) clear sources of information. Coordination would be aided by
an analysis, perhaps undertaken by the U.S. General Accounting Office, about
where investments are made, their level, and their adequacy.

CURRICULAR CONTENT AND TEACHING STRATEGIES

The committee’s review indicates that existing curricula on family vio-
lence for health professionals are quite diverse. There are few scientific under-
pinnings to support the content, instructional methodologies, or extent of
education now being provided in these training programs.

Conclusions

e Curricula on family violence for health professionals do exist, but
the content is incomplete, instruction time is generally minimal, the
content and teaching methods vary, and the issue is not well inte-
grated throughout their educational experiences. Moreover, studies
indicate that health professionals and students in the health profes-
sions often perceive existing curricula on family violence to be inad-
equate or ineffective.

Although a number of curricula exist, training is not consistently offered to those
who have the responsibility to care for victims of family violence. When it is, it is
typically of short duration, offered at only one point in the training program, and
frequently limited to only one type of family violence (e.g., intimate partner
violence). Elder maltreatment appears to be the most neglected area.

« Evaluation of the effects of training has received insufficient atten-
tion. Few studies investigate whether curricula on family violence
are having the desired impact on the delivery of health care to fam-
ily violence victims. When evaluations are done, they often do not
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utilize the experimental designs necessary to provide an adequate
understanding of effects.

At present, most studies appear to rely primarily on quasi-experimental research and
short-term measurement of proximal effects and provider outcomes, such as in-
creased knowledge and awareness of family violence. Evaluations required by law,
funding agencies, or sponsoring organizations often assess only the process by
which a program is implemented or participant satisfaction, without attention to
program effectiveness—or they focus on program effects without considering imple-
mentation. Other experimental designs, particularly randomized experiments, would
be useful in demonstrating the effects of training on the behavior of health profes-
sionals or on victims’ health. Also helpful in improving understanding of the rela-
tionship between training and outcomes are high-quality quasi-experimental de-
signs. Both could significantly improve the evidence base and its use to provide
guidance as to what works best, for whom, and under what conditions.

e Core competencies for health professional training on family vio-
lence can be developed and tested based on similarities in the con-
tent of current training programs. The important content areas
include: (1) identification, assessment, and documentation of abuse
and neglect; (2) interventions to ensure victim safety; (3) recogni-
tion of culture and values as factors affecting family violence; (4)
understanding of applicable legal and forensic responsibilities; and
(5) prevention. The level of competency necessary will vary with
professional roles, functions, and interests.

Core competencies are areas of knowledge, skills, and attitudes that health care
professionals must possess in order to provide effective health care to patients.
Currently, no definitive, evidence-based set of core competencies exists. An
examination of existing programs, however, suggests some similarities in train-
ing objectives, content, and teaching methods. These reveal some common con-
tent areas across disciplines in which core competencies could be developed or
tested for health professional education. These content areas regularly appeared
in the existing curricula and the literature reviewed by the committee. In the
committee’s view, research to specify core competencies for health profession-
als on family violence should begin with the five content areas listed above.
Their specification could facilitate the development of sound measures for as-
sessing them.

« Existing education theories about behavior change suggest useful
teaching methods and approaches to planning educational interven-
tions for health professionals tailored to the issue of family violence.
These approaches include ways of changing behavior and practice in
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health care delivery systems, the use of techniques to address practi-
tioners’ biases or beliefs about victims, and the use of health care
outcome measurement to inform evidence-based practice.

Studies demonstrate that traditional forms of didactic education designed to in-
crease knowledge about a particular topic are ineffective to enhance skills and
change clinical practice to improve patient outcomes. Research on behavior
change and principles of adult learning instead support the use of teaching meth-
ods that employ multifaceted, skill-building, practice-enabling strategies as more
effective at changing behavior in health care delivery. Such strategies involve
interactive techniques, such as case discussion, role play, hands-on practice ses-
sions, guided clinical experiences, and evaluative feedback to trainees about their
behavior.

Strategies to change behavior are referred to as “systems change models.”
A number of such models exist, generally involving identifying areas in which
change is needed, determining objectives, testing approaches, and assessing their
impact. A few managed care organizations and hospitals are beginning to apply
such approaches to the education and training of health professionals to identify
and manage cases involving family violence. Early experiences with these tech-
niques are demonstrating positive effects.

Techniques to reduce the assumptions that health professionals have about
who family violence victims are and why they are maltreated may also be useful
in developing effective education curricula. Research suggests that errors in vic-
tim identification and risk assessment could be reduced through exercises in
which trainees compare their own judgments and assumptions about victims
with data describing real victims.

Research on outcome measurement and evidence-based practice suggests
potential for the creation of a standard set of expectations about effective prac-
tice to deal with family violence. Measurement using the Healthplan Education
Data Information Set has demonstrated significant effects on the behavior of
practitioners and health care delivery organizations in areas other than family
violence. And evidence-based practice, which involves efforts to apply the best-
available scientific evidence to day-to-day practice, is recognized as essential to
ensure quality health care, yet even in areas in which best-practice standards are
well established, incorporation into practice is extremely slow and uneven.

e Challenges to developing, implementing, and sustaining training
programs on family violence for health professionals include the
nature of accreditation, licensure, and certification; characteristics
of health professional organizations; the views of stakeholder
groups; the attitudes of individual health professionals; and the ex-
istence of mandatory reporting laws and education requirements.
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Accreditation, licensure, and certification requirements do not consistently and
explicitly address family violence and thus do not encourage training to address
it. Without such requirements, health professionals may perceive family vio-
lence education as unnecessary, and educators may have little incentive to pro-
vide it. The influence of other stakeholder groups, including advocates, victims,
and payers, has not been studied and so it is difficult to gauge what impact they
may have. For individual health professionals, personal and professional factors
may influence beliefs about the desirability of education about family violence
and how such education is received and applied. Health care professionals have
concerns regarding inadequate time or preparation, discomfort with dealing with
family violence, and beliefs that it is a private issue in which they should not be
involved. In addition, health care professionals may themselves have had per-
sonal experience with victimization or be affected by trauma experienced by their
patients. Training programs therefore need to be sensitive to health professionals’
specific needs and concerns.

The committee was particularly mindful of the use and effects of mandatory
reporting and education legislation. Advantages of mandatory reporting include
an increased likelihood that the health care provider will respond to family vio-
lence, refer victims for social and legal services, and assist with perpetrator
prosecution. However, mandatory reporting is seen by some as a breach in confi-
dentiality that undermines autonomy, trust, and privacy in the health care setting,
particularly for intimate partner violence; interferes with efforts to ensure the
safety of victims; serves to deter perpetrators from obtaining treatment; precipi-
tates violent retaliation by perpetrators; decreases victims’ use of health care
services; and discourages inquiries by health care professionals who believe that
if they do not ask, they have nothing to report.

Although the relationship between mandatory reporting requirements and
education is unclear, the committee found that existing curricula, particularly for
child abuse and neglect, often focus in part or in whole on legal reporting re-
quirements. While reporting requirements may encourage education about
screening and reporting family violence, given the time constraints on training,
that may come at the cost of training about treating, referring, and preventing
family violence.

A few states mandate family violence education for health professionals.
The committee could find no formal evaluations of the impact of the education
provided in accordance with those laws. However, studies demonstrate that health
professionals who have obtained any continuing education about child maltreat-
ment (not necessarily mandated) are no more likely—and in some study samples
are less likely—to report child abuse and neglect than are those who have not
attended such training.
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« In addition to effective training on family violence, a supportive
environment appears to be critically important to producing desir-
able outcomes.

Evaluation of curricula, while critical, is not sufficient to produce the desired
outcomes. Having a proven curriculum will not ensure that health professionals
receive the necessary training and adapt their practice behaviors. A commitment
of time and resources is necessary to make attention to family violence a regular
part of training and practice. Without such a supportive environment, the effects
of training are likely to be short lived and may erode over time.

Recommendations

Recommendation 2: Health professional organizations—including but not
limited to the Association of American Medical Colleges, the American Medi-
cal Association, the American College of Physicians, the American Associa-
tion of Colleges of Nursing, the Council on Social Work Education, the Ameri-
can Psychological Association, and the American Dental Association—and
health professional educators—including faculty in academic health centers—
should develop and provide guidance to their members, constituents, institu-
tions, and other stakeholders. This guidance should address (1) competency
areas for health professional curricula on family violence, (2) effective strate-
gies to teach about family violence, (3) approaches to overcoming barriers to
training on family violence, and (4) approaches to promoting and sustaining
behavior changes by health professionals.

In addition to federal efforts supporting research, scholarship, and curricular
development, leadership and collaboration from the health sector are needed to
develop effective training for health professionals on family violence. Health
professional organizations are positioned to assist and influence their members
who are likely to encounter victims of family violence. Efforts by the American
Association of Colleges of Nursing, the American College of Obstetricians and
Gynecologists, the American Academy of Pediatrics, and the American College
of Nurse Midwives provide promising examples of how health professional or-
ganizations can actively work to encourage and implement education initiatives
on family violence among their members.

Recommendation 3: Health care delivery systems and training settings, par-
ticularly academic health care centers and federally qualified health clinics
and community health centers, should assume greater responsibility for de-
veloping, testing, and evaluating innovative training models or programs.
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Health professional education often occurs in the health care delivery set-
ting. Therefore, leadership from the health sector, including health care delivery
systems and training settings, is needed to develop, test, and evaluate practical
and effective training for health professionals on family violence. Training cur-
ricula should be linked to clinical evidence, including outcome measurement,
should provide incentives, and should respond to factors that challenge the de-
velopment, implementation, and sustainability of training programs. The litera-
ture on the principles of adult education, theories of behavior change, and
performance measurement techniques offer informative models. Instruction
should be based on clinical evidence and emphasize task-centered (problem-
based) learning approaches. Mechanisms for the ongoing collection, analysis,
and feedback of process and outcome data are needed for progressive improve-
ments in education and practice.

Recommendation 4: Federal agencies and other funders of education pro-
grams should create expectations and provide support and incentives for
evaluating curricula on family violence for health professionals. Curricula
must be evaluated to determine their impact on the practices of health pro-
fessionals and their effects on family violence victims. Evaluation must em-
ploy rigorous methods to ensure accurate, reliable, and useful results.

Evaluation of existing and future training programs is necessary to identify
effective programs. However, for evaluation to be helpful, it must produce reli-
able and useful results so that any weaknesses that are discovered in the evalu-
ated programs can be improved and effective programs replicated. Evaluation
should include attention to: (a) the development of measurement tools and the
assessment of quality, (b) the numbers of individuals being studied to ensure the
numbers are sufficient for meaningful study, (c¢) accounting and controlling for
the effect of previous training experiences, (d) the use of more rigorous methods,
and (e) examination of trainee and practice characteristics and their interaction.

The committee’s review of existing training programs for health profession-
als and the evaluation of those programs suggest evaluation is often not specifi-
cally funded. Funders should require that evaluations be conducted as a condition
of funding and should provide funding at appropriate levels or the resources and
support to ensure that evaluation is possible. In addition, funds should be allo-
cated specifically for the evaluation of existing programs.






Introduction

Conservative estimates indicate that family violence affects as many as one
in four children and adults in the United States during their lifetimes (Centers for
Disease Control [CDC], 2000a, 2000b; Tjaden and Thoennes, 1998). Family
violence results in a wide array of injuries, chronic medical conditions, and
psychiatric and psychological disorders (National Research Council [NRC] and
Institute of Medicine [IOM], 1998). The national data on health care service
utilization by victims of child abuse and neglect, intimate partner violence, and
elder maltreatment, though limited, indicate considerable contact between vic-
tims and health professionals. In 1994, 1.4 million persons were treated in emer-
gency departments for injuries resulting from confirmed or suspected cases of
interpersonal violence. Of these, 25 percent (350,000) were victims of family
violence: 7 percent had been injured by a spouse or ex-spouse; 10 percent by a
current or former boyfriend or girlfriend; and 8 percent by a parent, child, sib-
ling, or other relative (Rand, 1997).!

While the numbers of victims of family violence seen in emergency depart-
ments are significant, the available data do not address the full extent of the
problem. The emergency room data do not address the numbers of victims seen
in other health care settings, such as primary care, pediatrics, obstetrics and
gynecology, dentistry, and nursing homes. Research suggests that they are
underreported (Ganley, 1996; Moore et al., 1998; Parsons et al., 1995; Rand,
1997; Rudman and Davey, 2000; Sabler, 1995, 1996). In addition, injuries and
other health problems related to family violence often are not seen by health

IData inclusive of all health care settings are not available, nor are more recent data.
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professionals at all. For example, only about 1 in 10 women victimized by an
intimate partner seeks professional medical treatment (Greenfeld et al., 1998).
Therefore, the true size of the problem is larger than what available data suggest.

A comparison of incidence data suggests that family violence is equally or
more prevalent than other serious health conditions (Putnam, 1998, 2001). For
example, 1996 data reveal 3,195,000 reported cases of child abuse, of which
1,054,000 were substantiated. Based on substantiated cases, the incidence rate
was 15 per 1,000 children/year, which represents a 47 percent increase over
about a decade (Department of Health and Human Services [DHHS], 1998).
Data on cancer from the same year reveal 1,339,156 cases with an incidence rate
of 3.95 per 1,000 individuals/year, reflecting a 2.7 percent decrease over about 3
years (Ries et al., 1999).

In addition to the medical implications for individuals, family violence has
been recognized as a public health problem that requires attention to its societal
impact and opportunities for intervention (Mercy et al., 1993; White, 1994).
Family violence is associated with numerous other problems that affect health,
such as homelessness, alcohol and substance abuse, and delinquency (NRC and
IOM, 1998).

The nature of their work suggests that health care professionals play a
particularly important role in addressing health conditions associated with fam-
ily violence. Beyond their role in direct treatment of health problems, the long-
term and privileged nature of the provider-patient relationship creates unique
opportunities to identify family violence victims and respond to their needs.
Contact with actual and potential victims affords health professionals the occa-
sion to screen, diagnose, treat, refer, and even prevent abuse and neglect. For
example, health care professionals account for the reporting of up to about 23
percent of cases of child abuse and neglect (Administration for Children and
Families [ACF], 1998). Work in the context of public health could move health
professionals and others beyond the treatment of individual symptoms resulting
from family violence to addressing the problems underlying the violence itself
(Marks, 2000).

Yet studies consistently describe the lack of education for health profession-
als on family violence as a major barrier to the identification, treatment, and
provision of assistance to family violence victims (e.g., Chiodo et al., 1994;
Ferris, 1994; Hendricks-Matthews, 1991; King, 1988; Reid and Glasser, 1997;
Sugg and Inui, 1992; Tilden et al., 1994). Some health professionals have ex-
pressed concern that they have never had the opportunity to learn how to ask
patients about possible abuse; even with training, many report that they are ill
equipped or are not encouraged in the practice setting to address family violence
(Cohen et al., 1997; Schechter, 1996). Others express anxiety and frustration
regarding their ability to respond appropriately if abuse is suspected or disclosed
(e.g., Ferris, 1994; Sugg and Inui, 1992).
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THE CHARGE TO THE COMMITTEE

In response to a congressional mandate under P.L. 105-392, the Health Pro-
fessions Education Partnerships Act of 1998, the Board on Children, Youth, and
Families of the Institute of Medicine (IOM) and the National Research Council
(NRC) of the National Academies convened a committee to assess the training
needs of health professionals with respect to the detection and referral of victims
of family and acquaintance violence, including child physical abuse and sexual
abuse and neglect, intimate partner violence, and elder abuse and neglect. The
study was supported by the Centers for Disease Control and Prevention. The
multidisciplinary committee included individuals with scientific, clinical, and
policy expertise in the fields of pediatrics, obstetrics-gynecology and women’s
health, family medicine, emergency medicine, geriatrics, nursing, academic
health education, mental health, social work, public health, family violence,
evaluation, law, and ethics. The 15-member committee was asked to review and
synthesize available research on:

1. the training needs of health care providers from the various disciplines
that come into contact with family or acquaintance violence, including but not
limited to physicians, nurses, and social workers, and the appropriateness with
which providers are receiving training;

2. available curricula for screening, detecting, and referring family and inti-
mate partner violence in health care delivery settings and the effectiveness of
these curricula and training activities, as well as outcomes associated with these
interventions; and

3. existing efforts, coalitions, and initiatives intended to foster the knowl-
edge and skills base of health care providers.

When possible, the committee has looked for other opportunities and set-
tings for training, including schools of medicine and nursing, graduate education
programs for psychology and social work, clinical training, and continuing medi-
cal education. In addition, the committee has examined the strengths and limita-
tions of indicators and outcome measures, as well as evaluation methodologies
that are commonly used to assess curricula and training programs. Finally, the
committee has worked to address issues regarding the implementation of these
programs in light of competing patient-level needs and existing barriers and
system-level disincentives for screening, detecting, and referring family violence.

THE COMMITTEE’S APPROACH

The committee began its work with an examination of the extent to which
health professionals receive training about family violence. To do this, we iden-
tified and assessed existing curricula across health professions and educational
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levels. An exploration of the meaning of family violence and its impact on soci-
ety and the health professions provided the background for this assessment. Af-
ter reviewing the content and methods currently employed, the committee sought
an understanding of how curricula have evolved, identifying and examining fac-
tors that potentially shape them. Then, an examination of available evaluation
data provided insight into what is and is not working, as well as the limitations of
the evaluation efforts to date. To determine the next steps in ascertaining and
addressing health professional training needs, the committee considered the com-
petencies necessary for training on family violence. Reflecting on principles of
adult education and methods of behavior change, the committee also investi-
gated effective training strategies.

To accomplish these tasks, the committee surveyed the published literature;
unpublished health professional curricula on family violence; and existing re-
quirements, policy statements, and guidelines for family violence education. We
also consulted with numerous health professional organizations; policy makers;
family violence advocacy groups; and researchers and scholars on family vio-
lence, education, law, and related issues.

Our review of the available literature, consultation with experts, and input
from other interested parties reveal severe limits on the evidence base needed to
develop the guidance requested by Congress. A number of training efforts exist,
but little evidence supports their content, design, or methods and little is known
about their effects. Nonetheless, the committee decided to adopt an approach
used in previous reports that encountered a similar situation: we assess and build
on the existing, though limited, evidence. For example, a previous study of inter-
ventions for victims of family violence? concluded that the research base was
insufficient to yield any policy recommendations (NRC and IOM, 1998, pp. 289,
294). However the report recognized that the existing array of interventions
offers a valuable body of experience and expertise from which lessons could be
drawn to inform future interventions. Education cannot wait until definitive re-
search is available, but must be improved by future research findings.

In the judgment of the current committee, existing efforts at training health
professionals on family violence offer an important and instructive body of ex-
perience from which scientific determinations of efficacy can be made. Educa-
tors, education researchers, and curriculum architects will be challenged to
develop rigorous evaluations and build on the results. We endeavored to make
the most of the little evidence and substantial experience that are available. With
this foundation, in our view, significant progress can be made to develop the
field of family violence and training initiatives to address it. To emphasize the

2We refer the reader to the report, Violence in Families: Assessing Prevention and Treatment
Programs, for a discussion about existing family violence interventions and their effects, as this
material is not addressed in this report.
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importance of research and evaluation for this development, the committee de-
votes an entire chapter to evaluation research and makes recommendations that
target the development of the field and educational efforts.

DEFINITIONAL ISSUES

Addressing health professional training on family violence is complicated
by several definitional issues. The use and meaning of the terms family violence,
health professionals, training, and response are not consistent in the existing
literature. The definitions of family violence and each of its subtypes also vary
widely and are laden with controversy. The task of identifying and assessing all
existing family violence curricula for every type of health professional across all
education and practice settings proved to be enormous and was compounded by
the lack of consensus about what constitutes a training program. To carry out its
task, the committee established common descriptions and terms for its work,
described below.

Family Violence

According to the committee’s charge, family violence is defined to include
“child physical and sexual abuse and neglect, intimate partner violence, and
elder abuse and neglect.” To inform this definition, the committee relied prima-
rily on the description offered by the National Research Council/Institute of
Medicine Committee on the Assessment of Family Violence Interventions. Ac-
cording to its report, the term family violence is applied to “a broad range of acts
whose presence or absence results in harm to individuals who share parent-child
or adult intimate relationships” (NRC and IOM, 1998, p. 18). The current com-
mittee understands violence to include physical, emotional, psychological, and
sexual harms; the potential for harms; intentional and unintentional injury; and
abuse and neglect. In addition, the committee reviewed some commonly refer-
enced definitions, including those in both federal and state legislation, and drew
on the descriptive overlap that emerges for our work. Among these are the types
of abuse with which this report is concerned: child abuse and neglect, intimate
partner violence, and elder maltreatment.

The committee considered whether to examine family violence as a single
entity or to address the traditionally defined demographic groups separately. The
charge suggests that family violence be considered as a single entity, and the
need for health professional training on family violence generally suggests a
unified approach. However, child abuse and neglect, intimate partner violence,
and elder maltreatment are studied, described, and discussed separately in the
majority of the literature. The committee opted to consider family violence both
in the aggregate and by type. For example, in describing our review of the
literature regarding the magnitude of family violence and existing curricula, gen-
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erally we considered each type of family violence separately. The discussion
reflects what we perceive to be an imbalance in attention to each of the types of
family violence in research, current interventions, and educational initiatives. In
drawing conclusions and making recommendations, the committee considers
family violence in the aggregate, with the idea that evidence specific to training
about one form of family violence may also be instructive for other forms.

Health Professionals

Victims of family violence seek help from a broad array of health profes-
sionals. Among these are physicians of many specialties; physician assistants;
nurses and advanced-practice nurses of many specialties; certified nursing assis-
tants; social workers; psychologists and other mental health professionals; den-
tists; emergency medical service providers; public health professionals;
alternative and complementary medicine providers; allied health professionals,
such as physical therapists, occupational therapists, and others; home health care
personnel of various types; pharmacists; dieticians and nutritionists; medical as-
sistants; veterinarians; hospital chaplains; patient advocates; case workers; clini-
cal office and hospital receptionists; health educators; clinical administrators;
and human resources personnel. This list is not intended to be comprehensive
but illustrative of the diversity of health professionals involved in addressing
family violence and the variety of roles they play, including prevention, recogni-
tion, treatment, education, and referral.

This report focuses on the following health professions: physicians, physi-
cian assistants, nurses (including advanced-practice nurses), social workers, psy-
chologists, and dentists, because, in the committee’s view, these health
professional groups are among the most likely to encounter victims of family
violence early in the evaluative process and to have a role in screening, diagnos-
ing, treating, and preventing family violence. By limiting the focus, we do not
mean to suggest that other health professional groups or disciplines are not im-
portant in the health care response to family violence. The commentary, conclu-
sions, and recommendations in this report will be of value to a wide array of
health professionals.

Training and Education

The terms training and education may be used synonymously or to express
different meanings. Training is often described as practically useful skills devel-
opment, while education refers to the promotion of conceptual understanding
(e.g., Moran Campbell, 2000). The committee chose to use these terms inter-
changeably throughout the report to refer to formal efforts to provide informa-
tion and experience about family violence to health professionals or students.

Based on the understanding of learning advanced by the National Research
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Council (1999) and following the example of the Centers for Disease Control
and Prevention (Osattin and Short, 1998), the committee elected to concentrate
on formal curricula and agreed on the following working definition of curricu-
lum: “a deliberate program of study, with explicit goals and objectives, that is
designed for use as a regular component of professional education/training.”
This definition was used to collect information and examples of existing training
programs. The committee limited its review of programs to those with formally
developed curricula. Curricula were collected via a literature review, a web
search, an extensive mailing to health professionals and organizations likely to
be involved in family violence education, listserves, individual member knowl-
edge, and word of mouth. The illustrative collection of existing curricula is
available in Appendix E.

While relying on the previously described definition of curriculum for its
review of programs, the committee did not limit its review of program evalua-
tions to those that evaluated programs fitting the definition. Rather we reviewed
all available literature on the evaluation of educational programs on family vio-
lence for health professionals, in order to garner as many lessons as possible.

Because in the committee’s judgment successful training requires both ap-
propriate content and effective educational methods, we also examined teaching
practices: both traditional teaching approaches and newer approaches based on
the emerging principles of the dissemination of knowledge and adult learning
theory.

Responses of Health Professionals to Family Violence

The charge to the committee is very specific with regard to the meaning of
the response of health professionals to family violence. According to the charge,
response includes “detecting,” “screening,” and “referring” victims of family
violence. Reflecting on the use of these terms in health care practice, the com-
mittee understands them to mean the following: detection refers to identification
of the victims of various forms of abuse and neglect; screening refers to the
clinical strategies used to detect and learn about a patient’s specific situation of
abuse; and referral means developing an action plan that involves locating, con-
tacting, and providing appropriate and necessary services, such as community
shelters, social services, safety planning, and law enforcement.

Although prevention is not explicitly included in the charge, the committee
notes its importance and found that there is extensive and contentious debate
about the roles of health professionals in preventing family violence. In limited
instances, this report does address prevention, primarily in descriptions of exist-
ing and recommended curricular components.

Lt}
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ORGANIZATION OF THE REPORT

Report Content

Following this Introduction, Chapter 2 discusses definitions of the types of
family violence addressed by health professional training, the magnitude of fam-
ily violence in American society, and an estimate of the effects of family vio-
lence on health care professionals and the health care system. Chapter 3 describes
current educational activities. In Chapter 4, the committee assesses forces that
may affect health professional training. Evaluation data are the primary focus of
Chapter 5, which identifies the methods used and what evaluation reveals. Chap-
ter 6 moves from what is known about health professional education to what the
evidence and expert opinion suggest it should be; the chapter includes a discus-
sion of content issues, educational strategies, and techniques of behavior change.
The concluding chapter provides the committee’s recommendations on training
health professionals about family violence.

Areas Not Addressed in the Report

The content of this report reflects the committee’s fidelity to its explicit
charge. Although we discussed a number of important and often controversial
areas during our deliberations, those falling outside the scope of our charge do
not appear in the report. Among these are the causes of family violence, the
actual impact of training on the problem of family violence, the relationship
between education and practice, the roles of health professionals in prevention,
and the relationship of health professionals to their colleagues in law enforce-
ment, social services, and broader community services systems. The committee
also considered issues relating to the identification and treatment of batterers or
perpetrators, distinctions between intentional and unintentional injuries as they
relate to educational content, the impact of fragmented care on victims, and the
overall meaning of health, but we did not explicitly address these issues in the
report.

The breadth of these issues associated with family violence both under-
scores the committee’s firm view that health professional training alone cannot
fix the problem of family violence and reinforces our position on the importance
of health professional training on this issue. This report addresses these issues,
suggesting directions for a comprehensive and collaborative approach necessary
to understand and move toward resolution of the problem of family violence.



Defining the Problem

This chapter provides important background for understanding the context
of and the need for training health professionals about family violence. It pre-
sents the committee’s operational definitions of the types of family violence,
data describing the magnitude of the problem, a discussion of the roles of health
professionals with regard to family violence, and evidence of the impact of fam-
ily violence on health care utilization and costs.

DEFINITIONS AND MAGNITUDE

Family violence is widely regarded as a serious problem that affects large
numbers of adults and children throughout the life span.! Although the exact
figures are frequently disputed, conservative estimates suggest that the preva-
lence and incidence of child abuse and neglect, intimate partner violence, and
elder maltreatment affect up to 25 percent of the population annually, involving
millions of children, women, and men in the United States (CDC, 2000a, 2000b;
Tjaden and Thoennes, 2000). The data describing the magnitude of family vio-
lence at the national level, however, are limited and do not appear to be collected
systematically. The committee had difficulty discerning a complete picture of
the problem due to variability in the definitions used, differences in the sources
of data, and diversity in the study methodologies.

IFor additional information on family violence, see previous reports of the National Research
Council, including Understanding Child Abuse and Neglect (1993) and Understanding Violence
Against Women (1996).

21
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Determining when maltreatment has occurred continues to be challenging,
as it can result from acts of commission (abuse) or omission (neglect) and can be
acute or chronic, subtle or extreme (see Brassard and Hardy, 1997). Additional
confusion has arisen in the field over defining abuse and neglect according to the
perpetrator’s behavior or injury to the victim or whether a single act or a pattern
of repeated actions is required. For example, the original term “battered woman
syndrome” implies that a pattern is required, but the more recent approach when
collecting data is to obtain information on the type, severity, and frequency of
the violence.

The confusion is exacerbated by the development of multiple definitions of
maltreatment developed for different purposes (e.g., research, judicial action,
clinical investigation; NRC, 1993). Some studies rely on reported cases and
others estimate cases. The definition of a case varies from state to state, with
some requiring that there be “reason to believe” abuse has occurred before “sub-
stantiating” abuse or neglect, others requiring that abuse “probably occurred,”
and still others requiring “clear and convincing” evidence. Interstate variability
exists in the number of cases reported per population at risk. The heterogeneity
of definitions and evidentiary requirements makes accuracy in incidence data
extremely difficult to achieve.

Investigative methods and data sources also affect research results. For ex-
ample, rates tend to be very low if only severe physical injury (e.g., fracture) is
included, somewhat higher if milder injury (e.g., bruises) is included, and can
increase even more if psychological violence and emotional violence are in-
cluded (Wilt and Olson, 1996). Surveys of patients in health care settings tend to
find higher rates than do surveys of the general population (Campbell et al.,
2000; Wilt and Olson, 1996). Self-administered written questionnaires tend to
result in higher rates than do personal interviews (Canterino et al., 1999; Thomp-
son et al., 2000), although this is not always the case (Gazmararian et al., 1996).
Higher rates tend to be obtained when victim and perpetrator are assessed sepa-
rately (Bohannon et al., 1995). Rates also depend on how the survey is framed or
introduced (Campbell et al., 2000).

All of this diversity can result in tremendous variation in research results and
difficulty in comparing and interpreting data. Despite these constraints, the data do
generally indicate the extent of the problem. In the following sections, the commit-
tee describes the definitions of types of family violence that informed its analysis in
this report and what is known about the magnitude of each type. Table 2.1 presents
the definitions of family violence terminology used in the report. Table 2.2 presents
common elements of the three types of maltreatment.

Child Abuse and Neglect

The current understanding of child abuse and neglect has expanded greatly
since Kempe and colleagues in 1962 first coined the term battered child syn-



23

B EN A

Ay Jo Ajurofews 2y} 2INIISUOD SI0JOI[SAU-J[S SJe)s AUBW UI dsnqe JIP[ JO SWINOIA [euonipery,, a1ow apissuofe o[doad Apropre Suroo[dou-jos 10j Ajiqisuodsar
aAey A[Teord£) sarouage sa01ATaS 9A1109101d Jnpe 9sNedaq AIAY PAGLIdSAP SI J1 INQ ‘QIUI[OIA A[IUIRJ JO WLIOJ B JOU ST 109[Fau-J[as ‘A[[eonoeld pue A[eoruyos) yjogy

jou Jo drys
-UOTJE[aI [BNXAS € UI PIAJOAUI JOU 10 SUNIQRYO0D ‘(XAs-oUIes ‘[BNXas0Iajoy ‘pUSLIIS 10 puaLjhoq ‘sejep) sioulred [ejLewuou
IouLIO) {(sasnods ME[-UOWWOD IouLIo} ‘pajeredas ‘padIoAlp) siouired [ejLIBW ISWIOJ S(PUSLIJIIS IO PUILIFAOQ ‘dJep ISITf
‘Sunep xes-owes ‘[eNxas01)ay Surpnpour) sioupred [eILIBWUOU JUALIND f(sasnods me[-uowwod Jurpnpour) sasnods juarny

WIIOIA Y] UO PIIJI[JUI 3q 0] ISNGL IO ADUI[OIA Y] SISNBD I0 ISNQR 10 OU[OIA I SIA[JUl oym uosrad ayJ,
199[39U 10 ‘I0TARYQ SUI[JOIUOD JAISSIIXD ‘@sSNqe IO OU[OTA JO 13I8} o) ST oym uostod o],

QIBD [BOIPAW PUB ‘SIOUBUIJ P[OYASNOY ‘SUOTIBNIIS SUIAI[ JNOQR SIOI0YD dyew 01 A)jiqe s uosiad v Julfjonuo)
[I[eaYy 10 A)oJes umo Iay Io SIY sudjealy) jey) uosiod © Jo I01ARYQ Y],

jijoxd 10 ure3 Arejouow 10j uosiad e Jo o3ejueApe Sulye],

SPadU Id)[oys 10 ‘[euonLINU
‘Teuorieonpa ‘[edrpaw ‘feuonjows ‘[edorsAyd orseq s,uosiod © 10§ opraoid 0] I9AISAIED IO QUO PAAO] B JO AIN[IE,]

SIOPIOSIP [BIUAW IO ‘[RUOTIOWR ‘9ANTUS0O ‘TBIOTABYQQ SNOLIdS dSNEBD P[NOJ IO PASNEI JARY JBY) SIOATSOIRD
10 SOUO PIAO] AQ SUOISSTWO IO SJOB SAPN[OUT pue AIn[Ul [RIUSW 10 ‘dsnqe [eQIdA ‘dsnqe [Bd130[0ydAsd soA[oAU]

srerejew orydesSourod jo uononpoad ay3 1o uonmnsord ysnoayy uorneyrordxe

[BIOIQWIWOD puek ‘WSTUONIQIYX? ‘AWOPOS ‘9sIn0o1dul ‘spejruad Surfpuoy ‘ader )sedur jo suiIoy (e ‘(UdIpIyo yirm
JOBIUOD [ENXAS 0} UOT)OIPPE 10 10 2duarejaid s jnpe ue) eijrydopad Surpnjour ‘A19100s Jo s00qe) ay) )e[0IA JBY)
SONITATIOR [BNXAS UI JUASUOD PAUWLIOJUT JAIS Jo/pue pudyardwod A[[ny 0 a[qeun aIe Oym SI[NPE IO UIP[IYD SOA[OAU]

uLrey ur
j[nsal jey) suonoe Iayjo 1o ‘Suryeys ‘Suruing ‘Suniq ‘Suryory ‘Sunesq ‘Suryound Aq Anfur peorsAyd jo uonorjjur ayJ,

s1oulred orewmuy
10yenadiog

WHITA

[OJIUOD pajuUBLIEMU()
p1o9[32u-J]o8

uore)ro[dxa [eroueuly

109[8oN

asnqe [BUOOW/[eI1S0[0YIAS]

asnqe [enxag

asnqe [ed1sAyq

uonduosaqg

wla

%WO_OGMC\E@F QOUQJOIA %ﬁeﬁum JO suonmurjag MCU@O\K/ seapmuwo) Ay, ['¢cH1dV.L



24 CONFRONTING CHRONIC NEGLECT

TABLE 2.2 Elements Commonly Found Among Published Definitions

Types of Violence Common Definitional Elements

Child abuse and neglect + arecognition that abuse and neglect present in many forms
e arecognition that harm may be actual or potential
» acknowledgment that the perpetrator of harm may be a
parent or other caregiver within the family or extended
family or outside the family in a community setting (e.g.,
day care, school)
 the different forms of maltreatment may occur separately or
in combination
» maltreatment may occur once or throughout the life of the
child
Intimate partner violence? » recognition of events of abuse and patterns of abusive
behavior
 inclusion of psychological and sexual as well as physical
abuse
* inclusion of threats
e demonstration of controlling behavior
» perpetration by a current or former intimate partner,
regardless of a marital relationship, cohabitation, sexual
relationship, or the gender of the pair
Elder maltreatment » emphasis on the victimization of elderly persons, defined
by a particular age
« recognition of financial or material abuse and abandonment
in addition to physical, psychological, emotional, and
sexual forms of abuse and neglect
» recognition of self-neglect as an important entity

dThe definition used in this report is broader than that used in the 1993 National Research Council
report, in which the term was more narrowly defined to refer to physical violence.

drome to characterize “a clinical condition in young children who have received
serious physical abuse, generally from a parent or foster parent” (p. 17). Recog-
nizing that physical abuse is only one type of behavior that puts children at risk,
four general categories are now generally recognized: physical abuse, sexual
abuse, emotional abuse, and neglect (NRC, 1993; P.L. 104-235, Section 111; 42
U.S.C. 5106g).

Kempe estimated 749 battered children in the United States in 1960 (Kempe
et al., 1962). In the 1979 annual incidence study required by the Child Abuse
Prevention and Treatment Act, about 669,000 reports of suspected child abuse
and neglect were filed. By 1990 the number of these reports had grown to more
than 3 million. Other data sources suggest that the number of cases ranges from
about 1 million (DHHS, 1998) to about 3 million annually (DHHS, 1996). More
than half of all victims (54 percent) suffered neglect, almost one-quarter (23
percent) suffered physical abuse, almost 12 percent were sexually abused, less
than 6 percent suffered psychological abuse, less than 6 percent were medically
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neglected, and one-quarter of victims suffered more than one type of abuse
(DHHS, 1998). Other data sources vary with regard to the numbers of subtypes
of abuse, but generally they indicate that neglect is more prevalent than abuse
and that physical abuse and neglect are greater than emotional, sexual, and medi-
cal abuse and neglect (e.g., DHHS, 1996).

In addition to violence perpetrated against them, children are affected by
witnessing other forms of family violence. Research suggests that between 3.3
million and 10 million children are exposed annually to intimate partner vio-
lence, usually committed against one of their parents, in the home (Carlson,
1984; Straus, 1992). Approximately half of the women who are victims of inter-
personal violence have children in their home under age 12, and so the potential
number of child witnesses is high (Greenfeld et al., 1998).

Intimate Partner Violence

Intimate partner violence is described by several names, including domestic
violence, gender violence, violence against women, and spousal abuse.> Follow-
ing the example of the Centers for Disease Control and Prevention, the commit-
tee elected to use the term intimate partner violence as the best choice to describe
the situations of spousal, partner, and acquaintance violence addressed in this
report. Violence is generally divided into four categories: (1) physical violence,
(2) sexual violence, (3) the threat of physical or sexual violence, and (4) psycho-
logical or emotional abuse (Saltzman et al., 1999). Some descriptions also ex-
plicitly list stalking among the behaviors that constitute intimate partner violence.

Victims of intimate partner abuse include both women and men, in hetero-
sexual and same-sex relationships, but women abused by current or former male
partners are the most frequently abused and experience the highest rate of seri-
ous injury (Tjaden and Thoennes, 2000). Lifetime incidence rates vary widely,
depending on the type of violence assessed, but they tend to be in the 15 to 30
percent range among women (Wilt and Olson, 1996). Intimate partner violence
accounts for 22 percent of violent crimes against women, and the rate of female
murder victims killed by intimate partners has remained at about 30 percent of
all female murder victims since 1976 (Rennison and Welchans, 2000).

In contrast, intimate partner violence accounts for 3 percent of violence
against men (Rennison and Welchans, 2000), and rates of violence by women
against men are generally lower (Schafer et al., 1998). In 1996, for example,
intimate partner violence victimization was reported by 150,000 men compared
with 840,000 women (Greenfeld et al., 1998). In the National Violence Against

2Throughout this report, the original language has been retained in citations and in other instances
when a specific term is used. In addition to the controversy surrounding the label given to instances
of maltreatment between intimate partners, the term domestic violence has also been used synony-
mously with family violence, particularly in contexts of legal and social services.
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Women Survey, almost 25 percent of the women surveyed and 7.5 percent of the
men said they had experienced sexual or physical violence by a current or former
intimate partner at some time in their life (Tjaden and Thoennes, 2000).

Special populations are often the focus of research: pregnant women, young
adults, and persons in same-sex relationships. The risk for intimate partner vio-
lence for pregnant women appears to be similar to that for nonpregnant women
(Gazmararian et al., 1996; Hedin et al., 1999). A large representative sample of
teenage and young adult dating partners reveals 37 percent of women and 22
percent of men reported physical intimate partner violence (Magdol et al., 1997).
Regarding same-sex partners, a review of 19 studies indicates that the rates and
risk factors for violence in lesbian and gay male relationships are similar to those
in heterosexual relationships and that the risk factors, other than gender, are
similar (Burke and Follingstad, 1999). In a national probability sample, com-
pared with heterosexual couples, the prevalence of intimate partner violence was
higher between gay men and lower between lesbian partners (Tjaden et al., 1999).

Elder Maltreatment

Elder maltreatment is the most recently recognized form of family violence?
and, like other categories of family violence, it can include a wide variety of acts
beyond the willful infliction of physical harm on an older person (see, e.g.,
American Medical Association [AMA], 1992; Aravanis et al., 1993). Elder ne-
glect has been more difficult to define than abuse, because norms are ambiguous
about the duties that particular caregivers may have (Fulmer and O’Malley,
1987). Types of elder maltreatment, like other forms of family violence, include
(1) physical abuse, (2) emotional or psychological abuse, (3) neglect, (4) sexual
abuse, and (5) abandonment. In addition, (6) financial exploitation, (7) self-
neglect, and (8) unwarranted control are categories unique to elder maltreat-
ment.

Because of the recency of interest by health care researchers in elder mal-
treatment, there are substantially fewer data regarding the prevalence, incidence,
and medical consequences of this problem compared with child abuse and ne-
glect and intimate partner violence. Several prevalence studies conducted in the
United States and abroad do allow tentative estimates of the prevalence of elder
mistreatment. Approximately 3 percent of elderly persons experience maltreat-
ment annually (Lachs et al., 1998; Pillemer and Finkelhor, 1988). Some studies
have examined the relative frequency of the various subtypes of elder maltreat-
ment. For example, according to one study, of 176 elderly persons in the protec-
tive services system as a result of allegations of maltreatment, 10 (6 percent) of

3The committee selected the term elder maltreatment instead of elder abuse and neglect, consider-
ing it to be broader and more inclusive.
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these were for abuse, 30 (17 percent) for neglect, 8 (5 percent) for exploitation,
and 128 (73 percent) for self-neglect (Lachs et al., 1998). The data also show
that those who suffered from mistreatment by others had worse survival rates
that those with self-neglect.

HEALTH PROFESSIONALS’ ROLES

Professional Responsibility

With regard to family violence, a primary function of health care profes-
sionals is to treat resultant physical and psychological conditions and injuries.
They may encounter family violence victims in the course of routine care (e.g.,
annual physicals) or specifically due to victimization.

In addition to this clinical role in the lives of victims, health professionals
have a role defined by law. All states require that health professionals, among
others, report situations of child abuse and neglect, and most require reporting
for elder maltreatment (see Appendix C). A small minority requires reporting of
intimate partner violence. The law enforcement and justice systems may also
depend on health professionals’ assessments as documented in medical records,
in order to better provide protection to victims, prosecute abusers, and address
custody issues.

Recognizing the clinical and legal responsibilities that health professionals
may bear with regard to family violence, a number of health professional organi-
zations have issued policy statements, recommendations, practice guidelines,
and requirements for family violence education (see Appendix B) as well as
practices related to family violence. Their positions variously emphasize recog-
nition of types of family violence as significant public health threats and encour-
age their members to provide care, to identify and report (as appropriate per law
or ethics) situations of family violence, and to assume positions of leadership in
preventing and responding to family violence.

Numerous health professional organizations described and provided these
positions and offered recommendations to the committee during a public forum
held on June 22, 2000, at the National Academy of Sciences in Washington, DC.
Among the participants were representatives from the American College of Nurse
Midwives, the National Association of Orthopedic Nurses, the American Psy-
chological Association, the World Psychiatric Association, the Council on So-
cial Work Education, the American Medical Association, the American Academy
of Pediatrics, and the American College of Obstetricians and Gynecologists.
Many other health professional organizations submitted written materials to the
committee. A review of their positions and recommendations indicates that all of
these organizations recognize the impact of health professionals in detecting and
responding to family violence and the need for comprehensive training on the
signs of victimization and the medical needs of victims.
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Health Effects of Family Violence

Drawing on a number of studies, the committee is able to describe some of
the health care needs of victims of each type of family violence, but substantiat-
ing claims through current data systems that family violence results in an in-
creased utilization of human, material, and financial resources is difficult. As
with the data on magnitude, available research on the involvement of victims
with the health care system is fragmented and limited. In the following section,
we describe what is known about the health conditions associated with family
violence, the workload related to treating those conditions, and the related costs
to the health care system and society.

Child Abuse and Neglect

The effects of child abuse and neglect range from negligible to serious in-
jury and even death (Feldman, 1997; Rosenberg and Krugman, 1991). Physical
abuse may include single or multiple bruises, burns, fractures, abdominal inju-
ries, and head injuries. The leading cause of death related to child abuse is
shaken baby syndrome, which often involves a combination of subdural and
subarachnoid hemorrhage and retinal hemorrhage. If the child survives, the ef-
fects of the syndrome can include developmental delays, blindness, and learning
disabilities (Kirschner, 1997). The consequences of sexual abuse depend on the
age of the child, the duration of the abuse, the relationship of the child to the
abuser, and the amount of coercion used to sustain the relationship (Krugman
and Jones, 1987). Effects may include medical conditions and behavioral disor-
ders, but many victims have no symptoms. Among the more severe outcomes are
sexual dysfunction, pregnancy, prostitution, and perpetration of sexual abuse to
other children and adults. Emotional neglect can lead to significant later devel-
opmental, educational, and behavioral problems (Oates and Kempe, 1997). Early
studies in the 1970s suggested that the mortality for children with severe
nonorganic failure to thrive ranged from 4 to 15 percent (Oates and Kempe,
1997).

In addition to the immediate effects of maltreatment on children, there are
well-documented long-term consequences that can occur in adulthood, espe-
cially increased risk for common somatic, psychosomatic, and psychiatric prob-
lems (Rosenberg and Krugman, 1991). One study indicates that child
maltreatment is a risk factor for poor physical health, with multiple adverse
childhood experiences with abuse and neglect increasing the risk (as expressed
in odds ratios) for ischemic heart disease (2.2X), any cancer (1.9x), stroke (2.4xX),
chronic bronchitis/emphysema (3.9x), diabetes (1.6x), and hepatitus (2.4X)
(Felitti et al., 1998). In addition, trauma can affect brain development and neuro-
biology in children (Putnam, 1998).

The effects of witnessing intimate partner violence in the home are not yet
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fully understood, but evidence suggests that there are both emotional and devel-
opmental effects (Grych et al., 2000). Literature reviews of studies on children
exposed to intimate partner violence indicate that these children experience more
behavioral problems than children from nonviolent homes. Among these are
aggressive behaviors, depression, suicidal behaviors, anxiety, phobias, insomnia,
bed-wetting, self-esteem problems, and impaired cognitive and academic func-
tioning (Fantuzzo and Lindquist, 1989; Kolbo et al., 1996). Research suggests
that there is some, but not a significant, relationship between exposure and social
problems (Fantuzzo and Lindquist, 1989), but it indicates no causal relationship
between exposure and physical health problems (Kolbo et al., 1996). The more
severe the violence, the greater the consequences appear to be for the child
(Attala and McSweeney, 1997). Children of a parent who commits intimate part-
ner violence are also at increased risk for physical abuse themselves, and the risk
is higher if the father is the perpetrator (Ross, 1996). Evidence also suggests that
interventions to prevent child abuse are compromised when there is intimate
partner violence in the home (Eckenrode et al., 2000).

For women who reported any abuse or neglect during childhood, median
annual health care costs were $97 greater than those without histories of mal-
treatment, and the costs to those reporting histories of sexual abuse were $245
higher (Walker et al., 1999). Retrospective surveys of adolescents in detention
facilities and psychiatric hospitals show significant rates of maltreatment in these
populations. Abuse has been associated with increased rates of substance abuse,
running away, and suicidal behavior in children, adolescents, and adults
(Rosenberg and Krugman, 1991).

An analysis of data by Miller et al. (1996), based on data from 1986, indi-
cates that direct costs (i.e., costs associated with the immediate needs of abused
or neglected children, including medical care) due to child abuse were $7.3
billion and indirect costs (i.e., costs associated with the long-term or secondary
effects of child abuse and neglect) were $48 billion. A 2001 study by Prevent
Child Abuse America, based on data from the Department of Health and Human
Services, the Department of Justice, the decennial census and other sources,
indicates even higher costs (http.//www.preventchildabuse.org/research_ctr/
reports.html). In that study, direct costs total about $24.4 billion; this includes
health care costs, which are those related to hospitalization, chronic health prob-
lems, and mental health care. Indirect costs totaled about $69.7 billion.

Another study, based on data collected between 1991 and 1994, reports the
costs associated with pediatric intensive care for abused children. Cases of child
abuse in this study represented 1.4 percent of admissions and 17 percent of
deaths, and these patients had higher severity of illness (61 percent), hospitaliza-
tion charges ($30,684), daily charges ($5,294), and mortality rates (53 percent)
than any other group of patients admitted to the pediatric intensive care unit over
almost four years (Irazuzta et al., 1997). The array of injuries and health condi-
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tions that result from child abuse and neglect suggests that health care utilization
and costs are substantial.

Intimate Partner Violence

The impact of intimate partner violence on the health care system and on
health professionals is addressed in a number of studies of discrete elements of
the problem, such as injuries, particular medical conditions, and specific treat-
ment costs. Virtually all the available data involve adult female victims.

As with other forms of family violence, the most severe medical conse-
quence of intimate partner violence is death. A high proportion of women who
are murdered, 30 to 40 percent, are victims of intimate partner violence. In fact,
intimate partners constitute the largest single category of perpetrators in the
homicide of women (CDC, 2000a, 2000b).

Nonfatal intimate partner violence is also associated with an increase in a
wide range of psychological, psychosomatic, and physical effects, including
headache, chronic pain, gastrointestinal and gynecological symptoms, sexually
transmitted diseases, unintended pregnancies, urinary tract infections, depres-
sion and anxiety, suicide, substance abuse, and post-traumatic stress syndrome
(Abbott et al., 1995; Bergman and Brismar, 1991; Campbell et al., 1996; Diaz-
Olavarrieta et al., 1999; Domino and Haber, 1987; Drossman et al., 1995; el-
Bayoumi et al., 1998; Felitti, 1991; Felitti et al., 1998; Gil-Rivas et al., 1996; Gin
et al., 1991; Hegarty and Roberts, 1998; Jones et al., 1999; Leiman et al., 1998;
Letourneau et al., 1999; Linares et al., 1999; Longstreth et al., 1998; Maman et
al., 2000; McCauley et al., 1995, 1998; McFarlane et al., 1992; Schei and
Bakketeig, 1989; Schei, 1990; Stark and Flitcraft, 1988; Talley et al., 1994;
Walker et al., 1999). Head injury is common and can have a variety of long-term
effects (Monahan and O’Leary, 1999; Muelleman et al., 1996). Even low-sever-
ity intimate partner violence (e.g., verbal threats, pushing, grabbing) has been
linked to adverse health effects, although as violence escalates, so do the health
consequences (McCauley et al., 1998). Abuse of pregnant women appears to
increase the risk of first-trimester pregnancy loss, abruptio placentae (premature
detachment of the placenta), premature labor, low-birthweight babies, and neo-
natal death (Campbell et al., 1999; Curry et al., 1998; Gazmararian et al., 1996;
Shumway et al., 1999).

Of 4.8 million cases of intimate partner physical and sexual abuse of women
estimated annually, approximately 2 million resulted in injury to the victim and,
of these, 552,192 resulted in medical treatment (Tjaden and Thoennes, 2000). Of
the 2.9 million cases of intimate partner physical abuse of men, 581,391 victims
were injured and 124,999 received medical care (Tjaden and Thoennes, 2000).
Approximately 7 percent of victims of nonfatal intimate partner violence sought
care in emergency departments, which represents about 15 percent of those who
experience an injury. Less than 1 percent of victims were hospitalized. For
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women seeking care for intentional injuries in an emergency department, about
30 percent of their injuries were found to be the result of intimate partner vio-
lence (Tjaden and Thoennes, 2000; Greenfeld et al., 1998; Wilt and Olson, 1996).

Intimate partner violence appears to be a significant predictor of hospitaliza-
tions, general clinic use, mental health services use, and out-of-plan referrals
(Wisner et al., 1999). A study of sexual assault victims from all causes reported
significantly higher severity of physical symptoms and medical utilization for
victims of intimate partner violence compared with others from the same socio-
economic groups. A total of 72 percent of the identified victims sought medical
treatment, and 19 percent sought psychiatric treatment (Kimerling and Calhoun,
1994). One study indicates that women experiencing victimization were more
likely to seek physical than mental health treatment (Sansone et al., 1997).

Of the few longitudinal studies of intimate partner violence, several address
utilization patterns (Bergman and Brismar, 1991; Kimerling and Calhoun, 1994;
Koss et al., 1991; Sansone et al., 1997; Ulrich, in preparation). For example,
Swedish investigators, in the longest follow-up study to date, examined auto-
mated hospital records for 10 years prior to and 8 years following identification
in a group of 117 women with injuries from intimate partner violence. These
women experienced a 3.5-fold higher hospital care and admissions rate than
women in a comparison group (Bergman and Brismar, 1991; Bergman et al.,
1992). A health maintenance organization study reported a 40 percent relative
increase in health care utilization for victims (Koss et al., 1991). In this group of
studies, the length of follow-up was commonly two years or less, with no retro-
spective or prospective studies systematically assessing the effects of intimate
partner violence on patterns of utilization and costs at all levels of care. The
longest-term study was hampered by small sample size and dealt only with hos-
pital-level care (Bergman and Brismar, 1991; Bergman et al., 1992).

The full economic cost of intimate partner violence has not been deter-
mined, but what is known suggests that it is quite high. One study indicates that
a hospitalized patient who has been identified as a victim of intimate partner
violence will cost a median of $873 more than a patient with the same condition
who has not been identified as a victim (Rudman et al., 2000). An examination
of annual costs to a managed care plan for a group of women who had experi-
enced intimate partner violence compared with randomly selected controls found
that the overall cost to the plan was 1.9-fold higher in the abused group, with
treatment of each victim resulting in net costs that were $1,775 more annually
for each victim than for comparison patients. Differences in costs in emergency
department utilization and hospitalizations between an abused group and a ran-
dom sample were not significantly different, so extra costs for abused women
are due to additional general ambulatory care and mental health care (Wisner et
al., 1999). Direct medical costs of care for battered women are estimated at $1.8
billion per year (Miller et al., 1993, 1995). Physical and psychological effects
contribute to increased costs and utilization of medical and other services
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(Bergman et al., 1992; Drossman et al., 1995; Koss et al., 1991; Leiman et al.,
1998; Sansone et al., 1997; Stark and Flitcraft, 1988, pp. 293-317, 1996; Ulrich,
in preparation; Walker et al., 1999). When time lost from work, losses due di-
rectly to crimes, and other acute and long-term health care costs are added, the
overall costs have been estimated to range between $5 billion and $67 billion
(NRC and IOM, 1998).

Elder Abuse

The extent to which elder maltreatment affects the health care system is
largely unknown. Common clinical findings associated with maltreatment in-
clude bruises, lacerations, abrasions, head injury, fractures, dehydration, and
malnutrition (Bosker et al., 1990). These injuries commonly result in hospital-
ization. In one descriptive study that tracked the emergency department utiliza-
tion of known elderly victims of physical abuse identified through adult
protective services, 114 individuals had 628 emergency department visits during
a 5-year window surrounding the referral; 30 percent of these visits resulted in
hospital admission (Lachs et al., 1997).

Elder maltreatment differs from family violence experienced by younger
individuals, in large part because of the higher prevalence of chronic disease in
older people and issues of capacity or competence. This difference creates a
higher prevalence of both false positives and false negatives in screening older
adults for abuse (Lachs and Fulmer, 1995). For example, abuse may cause frac-
tures, but so can osteoporosis. And osteoporosis may render an older person
more vulnerable to fractures when abused. Common comorbidities in this popu-
lation, such as Alzheimer’s disease and related dementias, both increase the risk
for abuse and make the diagnostic evaluation more difficult (Dyer et al., 2000).
In case management, the lack of decision-making capacity because of dementia
may greatly influence the choices available for intervention. In addition, older
adults and health care providers may have to rely on the perpetrators of elder
mistreatment to provide care (Quinn and Tomita, 1997).

Studies do indicate that the effects of elder mistreatment increase the medi-
cal needs of victims. One longitudinal study of elderly victims of maltreatment
documented a threefold increased risk of death in the 3-year period following
mistreatment, after adjusting for comorbidity and other factors that predict death
in older cohorts (Lachs et al., 1998). In addition, maltreatment may exacerbate
or interfere with the treatment of other medical and psychosocial conditions.
For example, angina pectoris, emphysema, diabetes mellitus, and arthritis are
much more challenging to treat in an abusive environment (Lachs et al., 1997).
No studies of the costs associated with these increased medical needs have been
published.

In view of the rapidly growing elderly population in the United States, health
care providers are likely to see an increasing number of cases in the coming
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years. Supporting this view, most adult protective services agencies are reporting
growing caseloads (Tatara, 1993).

CONCLUSIONS

+ Family violence is common and the health consequences are
significant.

The need for health professional training in family violence is a function of its
magnitude coupled with the health care needs associated with it. The available
data suggest that family violence results in significant health effects and that
treatment requires substantial time and financial resources.

e The effects of family violence on society and the health care system
have not been adequately studied or documented.

The available data are inadequate to determine the full magnitude and severity of
family violence in society or its impact on the health care professions. Few
studies describe the total and marginal patterns of utilization and the costs of
health care or the cross-sectional and longitudinal effects on health status from
the point of view of the patient (or victim). The results of such studies could
indicate the full extent to which the health care system and professionals encoun-
ter family violence and the health care needs of victims. A better understanding
of the baseline problems, health care needs, and costs associated with family
violence could reinforce the need for health professionals’ attention to the issue,
provide guidance as to how to respond, and inform and improve health care
professional education and practice.

*  The definitions, data sources, and methods used in research on fam-
ily violence are variable and result in inconsistent research findings
about its magnitude, severity, and effects on the health care system
and society.

The common use of explicit definitions, data sources, and methods could foster
the capacity to make reliable comparisons between studies and allow research
results to be generalized to other situations. The committee reiterates the conclu-
sions of previous National Research Council and Institute of Medicine reports
(NRC, 1993, 1996; NRC and IOM, 1998) regarding the importance of defini-
tional clarity.

The committee recognizes that the determination of clear definitions and clas-
sification schemes and outcomes is a complex and time-consuming task, which is
both affected by and affects empirical measurement, social concerns, legal and
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ethical issues, and politics. As such, the committee is encouraged by recent efforts
to develop definitions and classification schemes for each type of family violence
that will be tailored to the health care context and endorses the use of such defini-
tions and data elements to assist in creating a more comprehensive and comprehen-
sible picture of family violence. The Centers for Disease Control and Prevention
have developed such uniform definitions and measurement terms for intimate part-
ner violence (Saltzman et al., 1999). The definitions and data elements recom-
mended in their report reflect attention to the potential health care uses of the terms,
recognizing incidents of violence, threats of violence, and consequences of vio-
lence, including those relevant to medical settings.

Similar efforts are under way for child abuse and elder abuse. For example,
in response to the recommendation for definitional work in the National Re-
search Council report Understanding Child Abuse and Neglect (1993), the Na-
tional Institute for Child Health and Human Development, with the Children’s
Bureau of the Department of Health and Human Services and other institutes of
the National Institutes of Health, has convened a Child Abuse and Neglect Work-
ing Group, which among other activities has commissioned work on definitions
and classifications of child abuse and neglect. Other efforts to standardize child
abuse and neglect definitions have been made, most notably by the National
Clearinghouse on Child Abuse and Neglect, although such efforts have not yet
resulted in agreement or widespread usage. With regard to elder maltreatment,
the National Institute on Aging has funded the Committee on National Statistics
of the National Research Council to conduct a workshop to consider the devel-
opment of a national survey on the prevalence of elder abuse; consideration of
explicit definitions is part of the agenda.



Current Educational Activities in
the Health Professions

This chapter reviews the current educational activities for health profession-
als on family violence, focusing on what, how, and when health professionals
are taught to assess, evaluate, and treat patients experiencing family violence.
The committee obtained information on educational programs that have been
published in the professional literature and supplemented these published de-
scriptions by soliciting input from educational institutions, health care provider
settings, health professional organizations, family violence advocacy groups, re-
searchers, public policy makers, and individual health care providers. The results
of this search provide an illustrative sample that was useful in informing the
committee’s work (see Appendix E). The following descriptions are based on
the committee’s review of this illustrative sample.

PHYSICIAN EDUCATION

Medical School

A majority of medical schools report the existence of educational content on
at least one form of family violence (Liaison Committee on Medical Education
Annual Medical School Questionnaire, 1999-2000, questions 39a, 39b). Most
often, education appears to focus on reporting requirements, patient/victim inter-
viewing skills, screening tools, health conditions associated with violence, and
services to which victims can be referred. The amount of training varies widely
from very brief (e.g., a discussion of topics to cover during a patient interview)
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to more extensive (e.g., a series of lectures or case discussions during a clinical
rotation).

About 95 percent of medical schools report curricular inclusion of material
related to child abuse and neglect (Alpert et al., 1998). The curricula generally
include content on the identification, reporting, and management of child abuse
and neglect and are typically introduced during the pediatric rotation in medical
school (Alexander, 1990; Bar-on, 1998). Teaching strategies are both didactic
and interactive.

With regard to intimate partner violence, medical schools report an increase
in education (AAMC, 2000). Content usually focuses on screening, history tak-
ing, and available community resources for victims. Sexual assault appears to
receive more attention than other forms of maltreatment. Teaching appears to
occur most often in the form of lectures, frequently involving presentations by
victims, case discussions, and role-playing exercises. The content is usually inte-
grated into courses on history taking and communication or is offered during
emergency medicine and obstetrics-gynecology rotations. With the exception of
the few schools that now offer problem-based intimate partner violence cases or
clinical electives, most instruction on intimate partner violence and elder abuse
still occurs in the preclinical years and is predominantly content focused, lecture
based, isolated, and not integrated into the overall educational schema with clini-
cal correlations and cross-disciplinary education (Alpert et al., 1998).

Elder maltreatment appears to be least often included in medical school cur-
ricula. When it is, content tends to focus on institutional abuse and abuse between
older intimate partners rather than other forms of maltreatment in a family setting.
The most common teaching method is case discussion, most likely to occur during
patient interviewing courses or during emergency department rotations. Schools
with a geriatrics rotation appear most likely to address elder abuse.

Residency Training

Family violence training during residency appears most common among
programs whose residents are considered mostly likely to encounter victims:
pediatrics, obstetrics-gynecology, emergency medicine, internal medicine (pri-
mary care), geriatrics, and psychiatry. The Residency Review Committees of
the Accreditation Council for Graduate Medical Education require education on
family violence in a number of residency and subspecialty residency programs.
Programs in pediatrics, adolescent medicine, pediatric emergency medicine, and
forensic psychiatry specifically are required to include training in child abuse or
neglect. Obstetrics and gynecology residencies must include training on inti-
mate partner violence. Family practice geriatric medicine and geriatric psychia-
try residencies must include training on elder maltreatment. Family practice,
internal medicine, and emergency medicine residencies must contain training



CURRENT EDUCATIONAL ACTIVITIES 37

on all forms of family violence. The time allocated for training about family
violence appears to vary greatly from program to program, and content appears
to focus on identification and treatment. The methods include primarily lectures
and case discussions.

Pediatric residency programs report a mean of 8 hours of training on child
maltreatment during the first and third years of training and a mean of seven
hours during the second year (Dubowitz, 1988). The standardized experiences
for pediatric emergency fellowship training include a curriculum developed by
the American Board of Pediatrics, the American Academy of Pediatrics, and the
American College of Emergency Physicians. Despite this program, fellowship
directors in emergency medicine reported a need for an increase in training on
child abuse (Biehler et al., 1996; Wright et al., 1999).

A number of residency and fellowship programs report intimate partner vio-
lence content. In a study of primary care internal medicine residency program
directors on women’s health issues, 40 percent stated they include structured
teaching on intimate partner violence in their training programs, and 20 percent
believed their residents had mastered the subject (Staropoli et al., 1997). In a
similar study of family practice residencies, 80 percent reported that intimate
partner violence was included in their curricula (Rovi and Mouton, 1999). Teach-
ing methodology consisted predominantly of lectures and case vignettes. Com-
pared with a previous study, the inclusion of intimate partner violence content in
family medicine residency curricula has increased (Hendrick-Matthews, 1991;
Rovi and Mouton, 1999). Among psychiatry residents, 28 percent reported re-
ceiving any training about intimate partner violence during any phase of their
medical education (Currier et al., 1996). Emergency medicine programs report
increased attention to intimate partner violence and a focus on identifying poten-
tial victims and preventing further abuse (Abbott et al., 1995; Dearwater et al.,
1998; Goldberg, 1984; McLeer and Anwar, 1989).

Elder maltreatment training varies from program to program but is less fre-
quently included in training programs. Information on residency program train-
ing about elder abuse is minimal. Emergency medicine and geriatrics programs
appear most often to include content on elder maltreatment. However, in a sur-
vey of practicing emergency medicine physicians, only 25 percent could recall
any education on elder abuse during residency (Jones et al., 1997).

Continuing Medical Education

Little information is available about the level and amount of continuing
medical education on family violence, beyond what the legal requirements dic-
tate (discussed in Chapter 4). A number of lectures appear to be offered around
the country each year and web-based programs exist, for which credit is avail-
able. The effects of continuing medical education on physician practice are dis-
cussed in depth in Chapter 6.
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PHYSICIAN ASSISTANTS

Physician assistants (PAs) are licensed health care providers who practice
medicine under the supervision of physicians. Little information about the spe-
cific training for physician assistants is available. The American Academy of
Physician Assistants and the Association of Physician Assistant Programs recog-
nize family violence as a public health epidemic in the United States and encour-
age PA programs to include violence prevention, assessment, and intervention in
program curricula. Physician asssistants sometimes participate with medical stu-
dents in medical school coursework, some of which contains content on family
violence. One example of curricula at Nova Southeastern University, Florida,
includes three hours of lecture and case presentations on diagnosis, treatment,
counseling, prevention, and legal requirements for all types of family violence.

DENTISTRY

Data are scarce about dental education on family violence, regardless of
specialty. The available data show that dentists are becoming aware that they
encounter victims of family violence but often do not recognize the signs of
abuse and are uncertain about how to intervene (Chiodo et al., 1994). A study in
Oregon showed that dentists who graduated from dental school after 1980 were
more apt to have received family violence education than their colleagues who
graduated earlier (Chiodo et al., 1994). In one study comparing the formal edu-
cation available to physicians, nurses, psychologists, and dentists, the dentists
reported the least amount of formal education on all areas of family violence—
this was most notable in education on elder abuse (Tilden et al., 1994). A survey
of the 64 accredited dental schools in North America, however, indicated that 96
percent of preprofessional dental students are taught to recognize and report
child maltreatment. The majority of schools taught about child maltreatment
through the pediatric dentistry rotation, with most providing one or two hours for
teaching this subject (Jesse, 1995). In another survey, 43 of 55 predoctoral pedi-
atric dental programs reported including the subject of child maltreatment in
their curricula (Posnick and Donly, 1990).

Prevent Abuse and Neglect through Dental Awareness (PANDA), a pioneer
program in Missouri, is a coalition of social service and health agencies, profes-
sional dental organizations, and dental schools that develops education and train-
ing programs for dental health practitioners. PANDA programs have been
established in other states as well (Ramos-Gomez et al., 1998; Hazelrigg, 1995).
A similar group, the Dental Coalition to Combat Child Abuse and Neglect, was
formed in Massachusetts to educate dental professionals about how to detect and
report cases of child maltreatment. The coalition conducted an intensive state-
wide program that included educational materials on child maltreatment, inten-
sive media coverage, oral slide presentations at state society meetings, and
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publicity about their work in the local dental journal. Participation in the state-
wide education program, however, was low (Needleman et al., 1995).

NURSING

Nursing education does include attention to family violence, particularly
child abuse and neglect and intimate partner violence. In one major study, re-
sponses from 298 schools (48 percent of the total; 85 percent baccalaureate
degree or higher) indicated that all of the responding schools of nursing had at
least some family violence-related content in their curricula, but only 53 per-
cent of the schools felt that content was adequately addressed (Woodtli and
Breslin, 1996). In spite of reports of content in baccalaureate schools of nurs-
ing, a regional random sample survey of 1,571 practicing clinicians in six disci-
plines including nursing demonstrated that more than one-third of these
practicing clinicians reported no educational content in family violence (Tilden
et al., 1994).

Content on child abuse and neglect was systematically integrated into al-
most all nursing curricula and texts in the late 1960s and 1970s, primarily as a
result of national legislation and publicity on the subject. The Woodtli and Breslin
(1996) study indicates that child abuse and neglect were addressed by 90 percent
of the schools and that child abuse had the greatest number of separate classroom
hours devoted to it, with 56 percent of schools indicating 3 or more hours on the
topic.

Attention to intimate partner violence in the literature on nursing research
and practice appears to be increasing, accompanied by professional association
and curriculum development. Curriculum content on intimate partner violence
has increased with official nursing organization attention to the issue (e.g.,
American Nurses Association [ANA], 1995; American Association of Colleges
of Nursing [AACN], 1999; American College of Nurse Midwives [ACNM],
1997; Association of Women’s Health, Obstetric, and Neonatal Nurses
[AWHONNT], 2000; Emergency Nurses Association [ENA], 1998; Paluzzi and
Quimby, 1998). A total of 91 percent of schools reported addressing intimate
partner violence (Woodtli and Breslin, 1996). One-third of the programs re-
ported specifically planned and professionally guided learning experiences in
clinical settings (primarily domestic violence shelters) that particularly focused
on aspects of family violence.!

The area of elder abuse has received the least attention and is represented

ISome preliminary or indirect descriptive-level evidence from attitude surveys and course evalua-
tions suggests that guided clinical experience focusing on families experiencing violence and settings
in which violence occurs is most effective in teaching clinical nursing skills on violence against
women (Barnett et al., 1992; Campbell and Humphreys, 1993; King, 1988).
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least well in nursing curricula. Currently, there are no curricular requirements for
the topic. A total of 82 percent of responding schools reported having any elder
abuse content, and 66 percent of responding schools spent only 1-2 classroom
hours on the subject (Woodtli and Breslin, 1996). The AACN, in conjunction
with the John A. Hartford Institute for Geriatric Nursing Practice, has done much
in recent years to address the paucity of geriatric curricula. The Geriatric Educa-
tion Center Program, funded by the Bureau of Health Professions, is one vehicle
for continuing education programs for nurses who need classes on elder abuse
and neglect.

Almost all major textbooks in undergraduate baccalaureate nursing programs
do have content on at least one form of family violence. However, family vio-
lence content is noticeably lacking in the physical assessment textbooks com-
monly used at both baccalaureate and advanced-practice levels, except for child
abuse and neglect. Nursing texts at both the associate degree and advanced-
practice levels also have less content on family violence, except again for child
abuse and neglect in pediatric nursing. The other advanced-practice exception is
nurse midwifery, which has systematically addressed the issue of violence against
women through programs and texts (Paluzzi and Quimby, 1998).

PSYCHOLOGY

Although the American Psychological Association’s (APA) Presidential Task
Force on Violence and the Family (1996) recommended that training occur on
issues of family violence, implementation of such recommendations is not a simple
matter. For example, a review of 24 recently published introductory psychology
textbooks, used primarily in undergraduate education, revealed great disparities in
covering child sexual abuse (Letourneau et al., 1999). Furthermore, unlike many
health professionals-to-be, doctoral students in psychology do not participate in a
standard curriculum (for the relevant accreditation guidelines, see www.apa.org/ed/
gp2000.html). There are also no standard texts (even as a matter of conventional
practice) for most graduate psychology courses and no standards for addressing
family violence. Although licensing boards often require that candidates have com-
pleted course work in broad areas of psychology (e.g., biological bases of behav-
ior), they do not prescribe the content of the courses (e.g., the biological bases
requirement could be met through a survey course or a seminar on basic neuropsy-
chology, physiological psychology, behavior genetics, or neuropsychological as-
sessment). Indeed, the initial survey course in statistics is the only commonality that
can be expected in the curricula experienced by doctoral students in clinical, coun-
seling, and school psychology. Moreover, it is often possible to obtain a PhD in
psychology without meeting the requirements (which vary substantially across states
in any event) for admission to licensing exams for psychologists wishing to engage
in clinical or counseling practice.

Most training about child maltreatment takes place in workshops and con-
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tinuing education (Kalichman and Brosig, 1993). Fewer than 20 percent of psy-
chologists in Colorado and Pennsylvania reported having had education about
such issues in graduate school (Kalichman and Brosig, 1993). Most clinical psy-
chologists in a national sample rated their graduate education about child mal-
treatment as poor, and ratings of internship training about the problem were not
much better (Pope and Feldman-Summers, 1992). Approximately 90 percent of
clinical, counseling, and school psychology programs reported that they do not
have courses specifically on the topic (Howe et al., 1992). These findings, drawn
from surveys conducted about a decade ago, may be somewhat outdated, given
the increased interest in the problem of child maltreatment among psychologists
and the attention that the problem has been given by the APA in recent years. At
a minimum, however, the data indicate serious gaps in the education of psy-
chologists graduating a decade or more ago and raise questions about the sys-
tematization of educational efforts now occurring.”

Recognizing these issues, the APA Working Group on Implications for Edu-
cation and Training of Child Abuse and Neglect (Haugaard et al., 1995) devel-
oped several recommendations for training (including, for example, experiential
training in all APA-accredited internships in clinical, counseling, and school
psychology about services for abused and neglected children). The working group
also generated materials to meet the needs for curricular resources that it had
identified. Besides initiating some workshops for continuing education and other
training activities, the working group prepared booklets for college and univer-
sity teachers of graduate (Haugaard, 1996a) and undergraduate (Haugaard,
1996b) psychology students, relying on course syllabi and reading lists garnered
from the field.

The booklet on graduate education presents suggestions of topics and read-
ing lists for three situations: (a) integration of examples relating to child abuse
and neglect into conventional courses (e.g., inclusion of discussion of the origins
of abusive behavior in a course on personality); (b) focus of a lecture or two on
child abuse and neglect in a conventional course (e.g., discussion of prevention
of child maltreatment in a course on community psychology); and (c) entire
courses on child maltreatment or a type of maltreatment (e.g., sexual abuse). The
booklet is organized with reading lists and other materials (e.g., lists of commer-
cially available videotapes) for (a) a graduate course on child abuse and neglect
and (b) specialized training for clinical, counseling, and school psychologists.

2The degree to which psychologists have been involved in family violence appears to have varied
dramatically across forms of family violence. For example, searches in August 2000 of the PsycINFO
data base of behavioral science journals published since 1990 revealed the following results. Using
the terms child abuse or child maltreatment, 5,228 hits occurred. For intimate partner violence or
domestic violence or spouse abuse, 802 citations were identified. The term elder abuse elicited 133
articles. Adding psychologists as a qualifying term—for example, child abuse or child maltreatment
and psychologists—reduced the number of hits to 186, 24, and 0, respectively.
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The outline for the graduate course includes one section devoted to the “Recog-
nition and Referral of Abused and Neglected Children and Adults.” The three
books that are suggested readings for that session all focus on mandated report-
ing (Besharov, 1990; Kalichman, 1993; Monteleone, 1994). The outline on spe-
cialized training for professional psychologists includes a section on “Identifying
Abuse and Neglect Victims,” and the suggested readings (i.e., Melton and Lim-
ber, 1989; Morgan and Edwards, 1995; Myers, 1992) all relate to the need for
care in evidence gathering and opinion formation.

Approximately three-fifths of mental health practitioners report having had
training about intimate partner violence, a substantially smaller proportion than
now claim to have been trained about child sexual abuse (Campbell et al., 1999;
Tilden et al., 1994). As with child maltreatment, such training, when it occurs,
usually consists of continuing education workshops. A task force convened by
the presidents of five APA divisions is, at this writing, near completion of cur-
ricula on intimate partner violence. The curricula are being designed for educa-
tion of undergraduate and graduate students and mental health professionals.
With special attention to experiences of gay and ethnic-minority couples, the
curricula will present topics for study from the perspectives of victims, perpetra-
tors, and others, including children who witness intimate partner violence, and
will include lists of relevant readings, music, and videos.

No specialized guidelines or training programs for psychologists on re-
sponses to elder abuse appear to exist. The general lack of attention is illustrated
by a booklet published in 1997 by an APA working group on What Psycholo-
gists Should Know About Working with Older Adults. The discussion of elder
abuse is limited to two paragraphs in the chapter on “Psychological Problems of
Aging.” The only concrete advice given is to question the cause of physical
injuries to an older client and to be aware of state reporting laws. The remainder
of the passage focuses on the epidemiology of elder abuse and the circumstances
under which it is most likely to occur.

However, the problem has not been ignored by organized psychology. In 1999,
the APA Public Interest Directorate published a booklet informing both the general
public and professionals serving older adults about Elder Abuse and Neglect: In
Search of Solutions (available at www.apa.org/pi/aging/practitioners/homepage.
html). This booklet provides an extensive overview of the nature of elder abuse,
psychosocial and cultural factors in its occurrence, steps for laypersons to take
when elder abuse is suspected, and resources for help and further information.

SOCIAL WORK

A preliminary review of the 407 Council on Social Work Education accred-
ited bachelor of social work (BSW) programs and 136 accredited master’s of
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social work (MSW) programs in the United States indicates that little systematic
education is being offered on family violence in schools of social work.?

To date, of the 258 BSW programs with information obtainable from web
sites, 15 have courses on child abuse, 3 have courses on intimate partner vio-
lence, none have a course on elder maltreatment, and 18 have a course covering
all aspects of family violence. One school offers a course on elder mistreatment
that is available to both BSW and MSW students. Of the 74 MSW programs
with course information online, 8 schools offer course(s) on child abuse and
neglect, 5 schools on intimate partner violence, 1 on elder mistreatment, and 17
on all aspects of family violence.

Of the deans and directors who responded to the inquiry about family vio-
lence education, several noted that information is included in their general
courses on treatment methods or human behavior in the social environment, the
course on problems in the human environment (the equivalent of a psychopa-
thology course in many MSW programs), or in courses on welfare policies and
programs. However, none of the responding deans and directors suggested that
the amount of time spent on the issues of family violence in all its forms was
anything more than minimal.

The initial information from deans and directors also clearly suggests that a
number of schools are actively involved in continuing education efforts in the
area of family violence. At least two schools indicated that they are affiliated
with centers that study family violence or one of its component elements, i.e.,
child abuse and neglect, intimate partner violence, or elder abuse. These centers
by report tend to be actively involved in continuing education, with at least three
of the schools indicating that they have produced conferences and workshops in
all areas of family violence.

CONCLUSIONS
This review of the current state of training suggests the following conclusions:

e A number of curricula on family violence for health professionals
do exist and the number appears to be increasing.

3These initial data were developed from the committee’s review of social work program web sites
containing information about curricula. The committee sought information concerning any course
listings that indicated the course was about family violence, violence in general, domestic violence,
intimate partner violence, child abuse, child sexual abuse, or elder mistreatment. In addition, infor-
mation was solicited directly from deans and program directors about educational content on family
violence at either the BSW or MSW levels. Only 12 deans or program directors responded to the
committee’s written inquiry. Work remains to be done to gather information not available on the
Internet and to check the accuracy of the web-based information.
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Studies indicate that health professionals and students often per-
ceive curricula on family violence as inadequate (e.g., content is
insufficient to address the issue) or ineffective (e.g., students cannot
recall training).

In formal curricula on family violence, content is incomplete, in-
struction time is generally minimal, content and teaching methods
vary, and the issue is not well integrated throughout the educa-
tional experience.



4

Forces Influencing
Health Professionals’ Education

Health professional curricula evolve in the larger societal context and may
be influenced by a number of factors. The committee identified a number of
forces with the potential to influence curriculum development, implementation,
and sustainability and explored the impact of each. The factors considered in-
clude training environment issues; accreditation, licensure, and certification re-
quirements; individual issues for health professionals; the influence of health
professional organizations and other stakeholder groups; laws mandating report-
ing and education about family violence; and funding.

Throughout its discussion of challenges to training, the committee struggled
with two issues. First, little research has been published regarding factors that
challenge or become barriers to educational efforts or the relationship between
such factors and education. Second, some research has been published to provide
empirical support for the impact of various factors on health professional prac-
tice. The committee often had difficulty distinguishing among effects on practice
and education, as the experiences of individual committee members suggest that
factors that become barriers to practice are also barriers to education. Many
teaching faculty are also clinically active practitioners in their fields, and much
education received by health professional students takes place in clinical settings
(either inside or outside the academic institution). Thus challenges to training are
difficult to distinguish from issues related to the clinical care of patients at risk
for family violence. Despite perceptions of a relationship or similarities between
challenges to education and barriers to practice, without further research, only
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inferences can be made. The committee has attempted to distill those concerns
pertinent to the education and training of health care professionals.!

INTRINSIC INFLUENCES ON THE TRAINING ENVIRONMENT

Forces intrinsic to settings of health professional training may shape cur-
ricula. Such factors include: (1) curricular time and educational priorities and (2)
institutional culture and norms. Curricular time refers to the specific course(s),
hours, or other time allotted to training on family violence. How the time is used
is dictated in part by the recognition of educational needs and determinations of
the extent to which those needs will be met, involving setting priorities for the
limited time available. Institutional culture and norms refers to the professional
values and beliefs within the training environment.

The following discussion relies on the data available, the experience of
committee members, and reports of others in health professional education elic-
ited during a public forum the committee held on this topic, as well as other
communications. The majority of the available literature focuses on physician
and nurse education.

Curricular Time and Educational Priorities

Recognition of the Need for Training on Family Violence

Family violence, although of ancient origins, is newly recognized as a sub-
stantial concern for the public health and health care systems. For many in health
care, it is perceived more easily as a social or legal problem. In fact, historically,
society in general and some health professions in particular have considered
family violence to be primarily a social or legal problem and have been slow to
recognize its significant health component. As recently as 15 years ago then-
Surgeon General C. Everett Koop convened the first workshop linking violence
and public health. In Dr. Koop’s words:

Identifying violence as a public health issue is a relatively new idea. Tradition-
ally, when confronted by the circumstances of violence, the health professionals
have deferred to the criminal justice system. . . . [Now] the professionals of
medicine, nursing, and the health related social services must come forward and
recognize violence as their issue. (1991:v)

IThe committee refers the reader to a number of references that do discuss barriers to practice
(e.g., Chamberlain and Perham-Hester, 2000; NRC and IOM, 1998; Parsons et al., 1995). The Par-
sons et al. study, for example, does indicate that a lack of education is commonly identified as a
barrier to screening practices and suggests the importance of training. However, this study relied on a
questionnaire in which a sample of obstetrician-gynecologists were asked to rank a series of potential
barriers to screening. It suggests that training is an important factor in screening practices but does
not establish a cause-and-effect relationship between education (or lack thereof) and practice.
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Koop’s 1985 Conference on Violence as a Public Health Problem (DHHS, 1986)
provided leadership in recognizing violence in general, including all forms of
family violence, as a health problem. Recommendations from that conference
covered inclusion of information about all forms of family violence in basic and
continuing education for all health professionals and in certification, licensing,
credentialing, and board examinations. The conference also recommended that
the professions develop standards of practice and care, to be incorporated into
family violence education.

Progress appears to have been made on health professionals’ recognition of
family violence as a health issue. For example, in 1991, the American Nurses
Association published guidelines for identifying and treating intimate partner
violence (ANA, 1991); the American Medical Association did the same in 1992
(AMA, 1992).

Some evidence that the attitudes of individual health professionals
have begun to shift also exists. For example, in a 1995 survey of obstetrics-
gynecology physicians, 86 percent reported a belief that intimate partner vio-
lence is a medical problem (Parsons et al., 1995). This belief appears to be even
stronger in the nursing profession. One survey shows that fewer than 4 percent
of private office nurses, 5 percent of public health nurses, and 3 percent of
hospital nurses agreed with the statement that intimate partner violence is not a
medical problem (Moore et al., 1998). In a survey of 107 nursing educators
representing associate degree (38 percent) as well as baccalaureate and higher
programs, all respondents agreed that all nursing students need to be taught the
signs of abuse across the age span (Woodtli and Breslin, 1997). More than 75
percent felt that content on family violence was inadequate, and only 15 percent
felt that faculty had adequate knowledge and skills to teach the topic compe-
tently. The majority (86 percent) were of the opinion that the content should be
integrated throughout the curriculum, but only 33 percent said that resources for
faculty and students on the subject were accessible. Only a few programs have a
specific course on family violence, and those are generally elective courses.
Some clinicians assert that, while family violence is indeed an important health
problem, it is not something they themselves encounter (Sugg and Inui, 1992;
Reid and Glasser, 1997).

Currently, the sentiment among health care providers that family violence
lies outside the purview of the health professions seems most persistent among
dentists and dental hygienists. Studies demonstrate that dental professionals vary
in their response to receiving education on child abuse in dental school (Ramos-
Gomez et al., 1998; Von Burg and Hibbard, 1995). In a 1994 survey of dentists,
dental hygienists, physicians, nurses, psychologists, and social workers, provid-
ers were asked to respond to the statement: “Professionals in my discipline have
as much responsibility to deal with problems of family violence as they do to
deal with other clinical problems.” In this study, 98 percent of psychologists, 97
percent of social workers, 87 percent of nurses, and 85 percent of physicians
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agreed. However, 47 percent of dentists and 46 percent of dental hygienists
disagreed (Tilden et al., 1994).

Educational Needs and Priorities

Health professional curriculum development occurs in an environment of
competing needs in which diverse curricular objectives must be sorted and pri-
oritized. With the continuing increase of knowledge and expertise in health care
as more research is conducted and published, potential topics for education in-
crease while the educational time available remains the same. The need to add
any “new’ topic, such as family violence, to an already-packed curriculum may
mean reducing or eliminating some other topic. Despite the increasing belief that
family violence is an important issue for health care, training efforts on family
violence may be perceived as displacing other more established educational top-
ics long considered necessary to prepare health care professionals for clinical
practice (Alpert, 1995).

Historically, clinical practice and the education that informs it have focused
on acute trauma, physical injury, and disease. The U.S. health care system cur-
rently reflects the medical needs of the mid-20th century, when most Americans
sought care for acute illness, injury, or childbirth IOM, 1997). The American
health care system is well suited to handle physical illnesses and injuries that
used to be the predominant causes of morbidity and mortality, but it is not so
well prepared to handle complex health issues with social underpinnings that are
in the legitimate purview of health care and of public health (Fox, 1993;
Wilkinson and Forlini, 1999).

Family violence is a complex, multifactorial problem that extends beyond
these traditional focuses of medicine to social and ethical issues. Treating an
acute injury per se does not require that the provider investigate the cause of the
injury or evaluate the predisposing factors (analysis of which may help to pre-
vent a subsequent injury in the same patient or a similar injury in a different
individual). Symptoms of family violence (e.g., injuries, suicide gestures) can be
treated without identification of the underlying cause, leaving the patient at risk
for subsequent episodes. Furthermore, some physicians feel that it is ill advised
to commit time toward learning how to evaluate a frustrating and often incurable
situation, especially when there are other, more pressing treatable issues that can
be addressed (Mashta, 2000, http://www.bmj.com/cgi/content/full/320/7229/208/
a). According to one physician (Sugg and Inui, 1992):

I think we tend to look more on the technical side of medicine, things we can
help, like appendicitis. Domestic violence is a big morass which we will never
escape. I get a headache thinking about it. And that attitude translates into the
type of care we give those patients. (p. 3159)

Existing clinical care and education around family violence issues attend
disproportionately to physical injury, despite the broad spectrum of abuse pre-
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sentations seen in pediatric, adult, and elder populations (Talley et al., 1994;
McCauley et al., 1995; Domino and Haber, 1987; Drossman et al., 1990;
Drossman et al., 1995; Walker et al., 1999; Post et al., 1980; Schei, 1990;
Jacobson and Richardson, 1987; Longstreth and Wolde-Tsadik, 1993; McCauley
et al., 1997; Eby et al., 1995; Eisenstat and Bancroft, 1999). Even when physical
injury is documented, clinicians tend to record facts (injury location) without
sufficient context (e.g., who inflicted the injury and the circumstances surround-
ing the event; Warshaw, 1989).

Determining educational needs and priorities becomes even more difficult
when little is known about a particular condition, treatment, or outcome. Thus,
existing research gaps may limit education on a subject or suggest that it is not a
priority. The research base on family violence interventions is deficient (NRC
and IOM, 1998). For example, little is currently known about effective methods
to detect intimate partner violence, and no data are available to determine the
impact of screening and treatment on the incidence, morbidity, and mortality of
intimate partner abuse (Cole, 2000). Without such knowledge, providers may be
ill equipped to detect intimate partner violence in the health care setting, and
appropriate education is difficult to determine (Abbott et al., 1995).

As the perceptions about important topics for health professional education
continue to grow, prioritization is likely to become even more difficult. The
figures on the magnitude of family violence in society, the health care implica-
tions for patients, and the health care services provided by health professionals
(discussed in Chapter 2) indicate that family violence is a significant issue for
health care, and the available research provides content that can be taught. While
the need for family violence education does not ameliorate the need for educa-
tion on other important topics, neglecting health professional training on family
violence will not make the need for it disappear.

Allocation of Training Time and Adequacy of Training

Despite the numbers of existing curricula and beliefs about the need for
family violence education, the amount of time allocated to this subject matter
has been minimal (MMWR, 1989; Alpert, 1995; Alpert et al., 1998; Kassebaum,
1995). A total of 33 percent of a sample of physicians, nurses, social workers,
psychologists, dentists, and dental hygienists reported that they have received no
education about child abuse, intimate partner violence, or elder abuse during
graduate school, residency training, or continuing professional education (Tilden
et al., 1994). Sugg and Inui (1992) found that 61 percent of their sample of
primary care physicians reported having had no training on intimate partner
violence in medical school, residency training, or continuing education. Although
the percentage of subjects who reported having some family violence education
increased as the year of graduation became more recent, the lack of training
appears to remain prevalent, with social workers reporting the most overall



50 CONFRONTING CHRONIC NEGLECT

education in each type of abuse and dentists and dental hygienists the least (Sugg
and Inui, 1992). Another survey of 705 academic emergency physicians indicated
that only 25 percent could recall receiving any training about elder abuse during
their residencies, only 20 percent during continuing education, and only 31 percent
had a written protocol for the reporting of elder abuse in their current environment
(Jones et al., 1997). Since 1998, the Association of American Medical Colleges
(AAMC) has surveyed graduating medical students to assess the treatment of the
topic of domestic violence in their medical school curricula. Nationally, the student
perception of inadequate treatment decreased from 33 percent in 1998, to 31 per-
cent in 1999, and 28.4 percent in 2000 (AAMC, 2000). The survey addresses only
student perceptions and does not evaluate the content or intensity of the curricula. In
another study, 86 percent of 111 medical schools reported existing curricula in adult
intimate partner violence, yet a comparison of deans’ and students’ perceptions
about curricular coverage of intimate partner violence yielded significant differ-
ences about the adequacy of coverage (Alpert et al., 1998).

Even in professions expressing concern about inadequate training in family
violence, training may not be inadequately addressed. The American Psycho-
logical Association’s (APA) Presidential Task Force on Violence and the Family
(1996) has addressed the issue, yet most clinical psychologists in a national
sample rated their graduate training on child maltreatment as poor and their
internship training about the issue as only slightly better (Pope and Feldman-
Summers, 1992). In a 1992 study, approximately 90 percent of clinical, counsel-
ing, and school psychology programs reported that they had no courses
specifically addressing child abuse and neglect (Howe et al., 1992). In addition,
approximately two-fifths of mental health workers reported that they had not
received any training on intimate partner violence (Campbell et al., 1999). Rec-
ognizing these issues, the APA Working Group on Implications for Education
and Training of Child Abuse and Neglect (Haugaard et al., 1995) noted a number
of impediments to curricular reform to reduce the gap between psychologists’
modal and optimal levels of expertise in responding to child maltreatment.
Among these was a “lack of appreciation of the importance of including infor-
mation about child abuse and neglect in current curricula by administrators,
teachers, and trainers” (p. 79).

Institutional Culture and Norms

Institutional culture can create subtle messages regarding the educational
and practical value of particular topics to health professionals and the status of
those who teach and work with those topics (see, e.g., Hafferty, 1998; Hundert et
al., 1996; Marinker, 1997). Challenging cultural issues include inertia or resis-
tance to change, the dynamics of power, the need for leadership, professional
socialization, multidisciplinary collaboration, and marginalization. Curricular re-
vision requires attention to the culture and norms within the institution.
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Studies suggest that faculty resistance to change is a major barrier to cur-
ricular reform, as the drive to maintain the status quo often overrides the desire
to make educational innovations (Bloom, 1989; Robins, 2000). Even when medi-
cal curricula do undergo major reform, the changes that are instituted tend to
revert or “drift” back to previous educational patterns (Robins, 2000). The drift
that is observed is quite consistently in the direction of a decrease in social
science, humanities, and ethics instruction in the first-year curriculum, due at
least in part to a feeling among basic scientists that this material is taught prema-
turely at the expense of essential basic science(s).

Moreover, establishing programs is more challenging if the topic is not em-
braced by academic leaders or widely recognized by the faculty (Hendricson et
al., 1993; Kendall and Reader, 1988). Unless there is an internal mandate from
an influential institutional leader (e.g., the dean or a department chair) or an
external mandate from an accrediting body or legislative authority, curricular
innovation may be difficult to achieve (Alpert et al., 1997a; Bussigel et al.,
1988).

Health care professional students and trainees are socialized within this culture
and power structure to emulate the beliefs and practice patterns of their teachers and
role models in the clinical setting. Norms reinforced through practices that students
observe in clinical training may reflect beliefs about professional roles and func-
tions (Brandt, 1997). Issues such as family violence, often requiring multifaceted
responses, frequent interdisciplinary cooperation, and attention to social or personal
issues may challenge the norms underlying the professional socialization of many
health care professionals, such as those related to independent practice, clinician-
patient relationships, and awareness of social issues (Warshaw, 1997).

In addition, these professional norms can be understood against a backdrop
of deeply embedded social norms and values regarding family violence in soci-
ety. Like the general public, health professionals are raised and trained in a
society in which public intervention in “private” family matters has been pro-
scribed until recent years and in which victims of family violence, particularly
women and children, historically have had relatively little public recourse.

American society has a long history of maintaining the privacy of family mat-
ters. For example, from the early colonial period onward, American courts affirmed
a husband’s right to physically “discipline’ his wife (O’Faolain and Martines, 1974,
p- 188). It was not until the late 19th century that states finally began to move away
from actually condoning a husband’s use of physical force against his wife (e.g.,
Fulgham v. State, 46 Ala. 143, 146-47 [1871]; Commonwealth v. McAfee, 108
Mass. 458, 461 [1971]; Gorman v. State, 42 Tex. 221, 223 [1875]).

No such laws exist on the books today, and over the past 30 years every state
has enacted a protective order statute that allows judges to prohibit batterers from
assaulting or threatening their intimate partners and to provide victims with a broad
range of protective measures (Epstein, 1999). However, remnants of the reluctance
to intervene on behalf of victims persisted into the 1990s. For example, a nation-
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wide survey of intimate partner violence service providers documents that some
judges hearing civil protection order cases apply artificially heightened stan-
dards of proof (e.g., requiring physical evidence or unbiased witnesses) that
make it more difficult for victims to succeed (Kinports and Fischer, 1993).

Similarly, courts have long tolerated parental authority to discipline children in
the name of family privacy (e.g., State v. Jones, 95 N.C. 588, 588 [1886]). How-
ever, in the 1960s, the United States began to take an active approach to decreasing
violence against children. Since then, every state has designated a wide range of
behaviors as illegal child abuse and neglect and has enacted mandatory reporting
legislation, requiring certain professionals to report instances of child maltreatment.
But the emphasis on the private domain of families persists; for example, most
states still exempt parents from sanctions for forms of corporal punishment that
otherwise would constitute criminal assaultive conduct (e.g., Johnson, 1998).

The beliefs about private family matters reflected in the legal system also
appear to affect health professionals. Health professionals have expressed con-
cern or discomfort with intervening in situations they view as private matters and
may demonstrate these reservations when teaching or supervising students. Stud-
ies of the values and beliefs of emergency service staff, including physicians,
physician assistants, and social workers at four hospitals, indicate that 90 percent
of the study subjects believed that they should try to identify battered women,
and 82 percent considered this to be “part of their job.” But the same group
failed to respond to intimate partner violence in any way in 40 percent of cases
and responded only partially in 49 percent. The study’s investigators hypoth-
esized that medical staff want to help but feel uncomfortable doing so because
they view inquiry and intervention about intimate partner violence as invading
their patients’ personal affairs (Kurz and Stark, 1988; Yllo and Bograd, 1998).

Open-ended interviews of primary care physicians regarding attitudes about
intimate partner violence suggest that privacy concerns were among the most
frequently identified barriers to identification and intervention (Sugg and Inui,
1992). Fear of offending the victim “often originated in the physician’s discom-
fort with areas that are culturally defined as private. . . . The uncertainty of
whether patients would consider domestic violence a legitimate area to probe
was distressing. . . . Physicians felt that by even broaching the subject of vio-
lence, the patient would take offense.” Reluctance to “overstep the bounds of
what is private . . . leaves the physician wary of how to approach the issue”
(Sugg and Inui, 1992, pp. 1358-1359). In a study of pediatric emergency medi-
cine fellows, 40 percent labeled a reluctance to invade family privacy as either a
major (7.7 percent) or a minor (32.8 percent) obstacle to identifying and report-
ing suspected battering of a child-patient’s mother (Wright et al., 1997). And 58
percent of these physicians also reported some degree of personal discomfort
with intimate partner violence cases.

The nursing and social work literature also identify concerns about intru-
sions into private or family matters when approaching issues of family violence.
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For example, a survey of social workers, physicians, and nurses found that 63
percent of those surveyed cited personal discomfort and 57 percent cited concern
about family privacy when asked about barriers to their own effective responses
in intimate partner violence and sexual assault cases’ (McGrath et al., 1997).
Even if intervention on behalf of victims of family violence is accepted, contrary
practices may suggest a different message. Instructional settings create learning
environments in which what students learn may vary from what is taught
(Hafferty, 1998). So, even if taught to intervene, students may not observe or be
involved with practicing health professionals who do intervene. Thus, they may
not learn to do what they were taught.

In addition to concerns about privacy, the need for multidisciplinary col-
laboration in responding to family violence may create challenges to training.
For example, multidisciplinary and nonclinical teaching partners are considered
important to health professional education on family violence, as intervening in
abusive situations usually involves interaction among the health, social, and
legal systems (e.g., American Academy of Family Physicians, 1994). However,
the committee’s review of existing health professional curricula indicates that
collaborative practice may be discussed, but it is not usually demonstrated. The
materials may suggest a health care team model for responding to family vio-
lence victims and may provide information on referral services but rarely in-
volve members of other professions (e.g., social workers, district attorneys) in
the educational efforts. What is taught is not reinforced in clinical experiences.
For example, while nurses were more than twice as likely as physicians to
consult with another professional when detecting situations of abuse, physi-
cians were more likely to try to handle the situation alone with the patient
(Tilden et al., 1994).

Social norms may also result in the marginalization of health professionals
who do assume leadership roles in family violence. Students may make their
career choices, in part, based on others’ perceptions of particular fields (Hunt et
al., 1996). A study of the response to family violence in five diverse communi-
ties indicates that health care professionals who chose to work consistently with
family violence victims were marginalized by their colleagues and institutions.
These professionals also reported economic, social, and psychological disincen-
tives to providing care to this population (Cohen et al., 1997).

The presence and efforts of a singular charismatic faculty leader paradoxically
can be an impediment to curricular innovation. That leader may singlehandedly
take responsibility for family violence curricula or extracurricular activities. How-
ever, once the leader moves on to other pursuits, the programs generally wither due
to insufficient institutional commitment (Cohen et al., 1997). Although charismatic

2The researchers did not break down the response rates among the different health professions
represented in the sample.



54 CONFRONTING CHRONIC NEGLECT

leaders are an important impetus for curriculum development, alone they are insuf-
ficient for establishing permanence for education and training in family violence
without concurrent institutional changes. Sole dependence on such individuals can
create challenges for stability, given the fluidity of American society and the fre-
quency with which individuals change their institutional affiliations.

An example of this phenomenon has been published in the intimate partner
violence literature (McLeer et al., 1989). The initial success of a novel emer-
gency department screening program for intimate partner violence reverted to its
inadequate baseline screening rate following the departure of the individuals
primarily involved with the intervention. To maintain such efforts, the reform
must be institutionalized. The challenge is to establish systems and procedures
that help create a foundation that is sufficiently flexible to sustain innovations
and behavioral changes.

ACCREDITATION, LICENSURE, AND
CERTIFICATION REQUIREMENTS

Health professions are subject to numerous legal and voluntary require-
ments or guidelines related to ensuring the competence of practicing profession-
als, practice standards, and professional and patient protections. These
requirements can serve as leverage points for the inclusion of particular educa-
tional content in a profession’s various modes of training. For example, students
may be more likely to receive training on a particular topic if the requirements
for professional accreditation demand it or subspecialty certification exams in-
clude it. Even without explicit requirements, a health professional organization
can exert influence on training content by encouraging or supporting such ef-
forts. The committee reviewed existing accreditation, licensure, and certification
requirements to identify family violence components.

Accreditation

Accreditation of professional disciplines determines the course of study re-
quired to be part of the profession.’ In some cases, this may be as explicit as
indicating the number of didactic hours of a particular subject area or as broad as
specifying the requisite focal areas of study for a profession. Thus, requirements
for the accreditation of professional disciplines can influence, if not in part de-
fine, the educational content in health professional schools.

The committee reviewed the accreditation standards as of December 2000

3This process is different from the general accreditation of colleges and universities, in which the
principal purpose is to ensure that the college or university is meeting the broader goals of
postsecondary education.
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for the professions included in this study to identify requirements related to
family violence of any or all types (see Appendix A). The review indicates that,
overall, few accreditation requirements related to family violence exist. The stan-
dards for medicine suggest that programs should (rather than must) assert the
ramifications of family violence as a social problem. While social work require-
ments include no specific mention of family violence in its curriculum guide-
lines, it does allude to those who are at risk of victimization or are oppressed.
Similarly, nursing, dentistry, psychology, and physician assistants do not specifi-
cally include family violence education as part of their accreditation process.
Certain subspecialty areas do have education or training requirements in specific
types of family violence. For example, the American Board of Obstetrics and
Gynecology requires intimate partner violence training, and the American Board
of Pediatrics requires training on child abuse and neglect.

Licensure

Licensure is the process by which a state, usually through an examination,
regulates the practice of a specific profession. This examination can be adminis-
tered on a national level, medicine being the principal example, but more often is
administered by the state issuing the license. This state-directed exam may be a
combination of both a nationally developed test and questions specific to certain
state laws and regulations, or it may be state generated, with some questions
drawn from a national data bank. The exam content can reflect required and
desirable areas of study.

While a comprehensive review of state licensing laws for each health pro-
fession was beyond the scope of this report, the committee reviewed national
exams for content on family violence, with the understanding that these exams
play different roles with regard to licensure within the professions. This review
revealed that licensure exams from the National Board of Medical Examiners
and the National Council on Boards of Nursing provide the most explicit refer-
ence to family violence content. The National Board of Medical Examiners is-
sues a three-step United States Medical Licensing Exam, the third step of which
may include some questions related to child abuse, elder abuse, and sexual
abuse.* The National Council on Boards of Nursing’s Nursing Certification Li-
censure Exam contains a psychosocial adaptation section (5-11 percent of the
questions). The content includes child abuse and neglect, elder abuse and ne-
glect, and sexual abuse, as well as behavioral interventions, chemical depen-
dency, crisis intervention, and psychopathology. Other organizations also indicate
content on family violence on their exams but do not explicitly delineate the
breakdown of components.

4For proprietary reasons, the National Board of Medical Examiners does not release the number or
percentage of questions on family violence on the exam or a range of potential questions.
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Certification

Certification of health professionals has two purposes. First, a state may
protect a particular professional title, such as social worker or psychologist, by
requiring that a person have a certain type and level of education in order to use
it. These certification laws do not, however, regulate practice of the profession.
Second, certification may recognize that an individual has successfully com-
pleted the national exam for a particular specialty and, in so doing, has demon-
strated competence in that specialty. For example, certification by the American
Board of Pediatrics suggests that a physician has the knowledge, skills, and
attitudes to practice pediatrics in congruence with the national standard.® The
Academy of Certified Social Workers certification indicates an individual’s
readiness for independent, unsupervised social work practice, including supervi-
sion of junior-level practitioners.

A review of current specialty certifications as of December 2000 suggests that
several specialties require some training in the area of family violence. This require-
ment is usually closely linked to the target patient population for the specialty (e.g.,
pediatrics and child maltreatment). In such instances, a small number of questions
on family violence appear on the certifying exam. Only a few specialties require
training in all areas of family violence. Emergency medicine, for example, ad-
dresses all areas of family violence in section 18 on traumatic disorders (11 percent
of the exam questions). The nurse midwife certification exam has specific questions
on domestic violence and sexual assault, and the pediatric nurse practitioner exam
contains questions on child abuse. However, specific content for exam questions
can change from year to year and is dependent on the makeup of the committees
assigned by the practice organizations.

INDIVIDUAL ISSUES:
PROFESSIONAL AND PERSONAL FACTORS

The development and impact of health professional education on family
violence may be affected by professional or personal concerns, beliefs, or expe-
riences. These may explain a lack of clinician initiative, one of the most common
reasons cited for failing to detect abused women (Ferris and Tudiver, 1992). The
following discussion is intended to demonstrate the extent to which individual
factors can affect training about family violence, but it may apply differently to
the health professions considered in this report.

SRecent petitions to the American Board of Pediatrics to establish a subboard on child abuse and
neglect (to be called Child Abuse and Forensic Pediatrics) were deferred to allow time to document
the scientific base of the field and to determine whether other medical organizations would have
objections to the development of child abuse and neglect as a formal subspecialty.
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Professional Issues

Professional issues at the individual level involve those related to health
care professionals’ roles and functions. Among the primary issues affecting indi-
vidual response to family violence are time, inadequate training, uncertainty
about how to respond, perceptions of patient noncompliance, and inadequate
incentives for involvement.

Many health care providers feel they lack sufficient time to adequately assist
victims of abuse. In one survey (Sugg and Inui, 1992), 71 percent of physicians
interviewed stated that time constraints were a major reason they refrained from
asking patients questions about family violence. Primary care practitioners fre-
quently chose to refrain from involvement because they felt that the issue would
consume their already limited time. One physician said (Sugg and Inui, 1992):

I think that some physicians, and I do the same thing, if you are very busy and
have lots of patients waiting, you just don’t ask a question that you know is going
to open a Pandora’s box. Even if it crosses your mind, you don’t ask. (p. 3158)

Many primary care physicians were frustrated with what they perceived as an
“extra” societal responsibility, stating that they could quickly become overwhelmed
in caring for “nonmedical” issues (Sugg and Inui, 1992). For example, in one sur-
vey, an estimated 37 percent of California primary care physicians cited lack of
time as a major barrier to the identification and referral of patients experiencing
intimate partner abuse (Rodriguez et al., 1999). Nevertheless, in a study of Alaskan
physicians who provide prenatal care, time constraints were not associated with
differences in screening rates (Chamberlain and Perham-Hester, 2000).

Even if time were not an issue, health care providers have expressed con-
cerns regarding inadequate preparation, uncertainty about how to proceed if mal-
treatment is disclosed, and frustration with the inability to ensure positive
outcomes for the victims. For example, one study indicates that many health
professionals believe they have not had adequate medical education or training
on intimate partner violence (Reid and Glasser, 1997; see also Chapter 3, this
volume). In another study of emergency room physicians, an existing protocol
recommended referral of victims of intimate partner violence to a social worker
or mental health professional and also listed referrals for shelter, legal assistance,
and counseling. Despite this, mental health consultation was documented in only
4 percent of 52 cases, social work referral was obtained in only 8 percent, and
shelter information or other referrals were offered in only 2 percent, due in part
to a lack of knowledge about referral resources and how to access them
(Warshaw, 1989).

Receiving continuing education on intimate partner violence has been associ-
ated with increased screening for abuse (Carbonell et al., 1995; Chamberlain and
Perham-Hester, 2000). However, other studies have shown this association to not
be significant after adjustment for other factors (Rodriguez et al., 1999; Chamber-
lain and Perham-Hester, 2000). Evaluations of multifaceted domestic violence in-
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terventions that have included training have documented improvement in screening
associated with the intervention (Thompson et al., 2000; Harwell et al., 1998). A
review of the literature (Waalen et al., 2000) that examined interventions and barri-
ers to screening for intimate partner violence reveals that interventions limited to
the education of providers had no significant effect on screening or identification
rates, but interventions that are multifaceted (e.g., education, protocols, posters)
were associated with significant increases in screening and/or identification rates. A
causal relationship between these interventions that include education and screen-
ing, however, has not been established.

Some health professionals indicate that they are frustrated even when they
do offer treatment and provide referrals. According to one physician: “I get to
the point where I feel discouraged because I feel like, with someone that’s in . . .
an abusive situation, until that person’s ready to take care of it, I'm banging my
head against the wall” (Sugg and Inui, 1992, p. 3159). Another believes he “is
not sure he would have any effect anyway. I certainly find that most of my
advice on smoking and alcohol and other self-destructive behaviors has no effect
on people and it gets very frustrating” (p. 3159).

This sense of frustration is exacerbated by perceptions of patient noncompli-
ance. Health care professionals work to develop plans of care to address the
health complaints and concerns raised by their patients. The provider might want
to see the patient get out of an abusive relationship and offer advice to this effect
without fully considering the victim’s beliefs, resources, and the context of her
or his life at that time. Thus, for reasons that cannot be fully explored in the
office setting, the patient may choose not to do “what the doctor says” (NRC and
IOM, 1998). The provider inevitably feels frustrated and the patient feels blamed
for not doing what she or he was told. The noncompliant patient thus becomes an
obstacle for the provider, who then offers less and less attention and reinforce-
ment, which in turn generates less of a reason for the patient to be compliant
(Warshaw, 1993). In one study of family physicians, patient unresponsiveness
was given as a common reason for failing to detect abused women (Ferris and
Tudiver, 1992). The new movement toward shared decision making in health
care holds promise of countering real and perceived issues of noncompliance
(Angell, 1999). This dynamic is particularly important in family violence; a
victim might feel particularly vulnerable in the health care setting and thus be
reluctant to disclose abuse or act on the health professional’s advice (Warshaw,
1993; Warshaw and Ganely, 1998).

In addition to a sense of inadequate capacity and frustration, the incentives
for health professionals to participate in teaching appear inadequate. Academic
faculty incentives, such as promotion, are based largely on publications gener-
ated by funded research and by service (patient care and service to the academic
institution) and less so on education, particularly in medicine (Guze, 1995). Phy-
sicians, for example, who treat family violence victims believe that such work
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garners little respect from their peers and will not result in prestigious research
grants and other support necessary for promotion and tenure (Cohen et al., 1997).

Personal Issues

Beyond professional issues, individual health professionals may also experi-
ence personal issues that create challenges for education related to family vio-
lence. Among these are personal values and biases, personal experience with
family violence, and vicarious traumatization. Like anyone else, health care stu-
dents and professionals bring personal values and biases to their educational and
clinical experiences. For example, health care professionals and trainees may
make assumptions about their patients based on socioeconomic status and
lifestyle choices, which may or may not be borne out by the evidence. In some
cases, for example, close identification by a health professional with a patient’s
lifestyle or socioeconomic class produces an assumption that no violence is oc-
curring, whereas distinct differences in lifestyle and class produce an expecta-
tion of violence (Sugg and Inui, 1992; Newberger, 1977). This preconception
also can foster a belief that “nothing will be done anyway” (Cohen et al., 1997),
as the underlying socioeconomic differences will not change. These attitudes of
disillusionment accompany a growing critique of victim “noncompliance” with
the referrals and advice of the clinician (i.e., perceptions that victims will not
change their situations). For example, an estimated 78 percent of California’s
primary care physicians felt patients’ lack of disclosure was a major barrier to
physician identification of intimate partner abuse and referral of patients
(Rodriguez et al., 1999).

Some personal values regarding family violence and difficulty in addressing
it may stem from personal experiences with victimization. Many health profes-
sionals report personal experiences with family abuse. For example, 57.5 percent
of nurses in an urban trauma center reported such experiences (Ellis, 1999).
Feelings of vulnerability related to personal experiences with abuse may pose a
challenge to training health care professionals. However, surveys of nurses and
physicians have found no significant association between having a personal his-
tory of violence and reported screening behavior for intimate partner violence
(Rodriguez et al., 1999; Parsons et al., 1995; Moore et al., 1998). Having person-
ally known a victim of abuse has been positively associated with an improved
response to abuse (Saunders and Kindy, 1993).

While the evidence on the impact of personal experiences with family vio-
lence is inconclusive, some evidence suggests that vicarious or secondary trau-
matization occurs. A number of clinical reports reveal this phenomenon among
professionals who work with victims of crime, abuse, or disasters (McCann and
Pearlman, 1990; Neumann and Gamble, 1995; Talbot et al., 1992). Such reports
indicate that clinicians, perhaps especially those who are inexperienced, some-
times themselves experience some of the symptoms of post-traumatic stress dis-
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order after they hear accounts of victimization. Furthermore, clinicians’ concepts
of interpersonal situations (e.g., their perceptions of trustworthiness) may be
affected adversely, although such an effect was not observed in the one large
survey about therapists’ experience with vicarious traumatization (Brady et al.,
1999). Brady et al. did find that post-traumatic symptoms were positively related
to therapists’ level of work with survivors of child or adult sexual abuse. Whether
this relationship reflected a selection factor or a causal linkage is unclear. The
anecdotal reports of vicarious traumatization are sufficiently common to suggest
a need for preparation of clinicians in training for the emotional reactions that
they may have to victims’ stories.

PROFESSIONAL ORGANIZATIONS AND
STAKEHOLDER GROUPS

This section reviews the impact of health professional organizations and
several stakeholder groups on professional education in family violence. Included
in these stakeholder groups are advocacy groups, victims, and health care payers
and providers.

Health Professional Organizations

Health professional organization statements, guidelines, positions, and poli-
cies that address health professional education or training on family violence
explicitly are noted in Appendix B. Organizations such as the American Medical
Association, the American Academy of Physician Assistants, the American
Academy of Pediatrics, the American Nurses Association, the American Psycho-
logical Association, the American Dental Association, and the National Associa-
tion of Social Workers have issued positions, policy statements, and guidelines
designed to encourage or require training in family violence. For example, in
1992, the American Medical Association (AMA) issued a series of educational
pamphlets about family violence to provide practicing physicians with back-
ground and clinical direction in caring for victims. Many state medical associa-
tions held statewide educational campaigns for their members following that
AMA initiative. In 1972, the American Academy of Pediatrics published a slide
series on child maltreatment, which was updated in 1996, and published guide-
lines on child maltreatment for the first time in 1991, updating them in 1999.

The American College of Obstetricians and Gynecologists (ACOG) was the
first health care professional organization to address intimate partner violence
systematically. In 1989, it sent all members a technical bulletin giving informa-
tion on abuse during pregnancy, assessment, and referral. ACOG has continued
its leadership in this area (see Figure 4.1), and its screening guidelines have been
endorsed by other health professional organizations (Frye, 2001).

The American Nursing Association passed resolutions on violence against
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women in 1987 and 1991, calling for routine screening for domestic violence
and “routine education” of nurses. The Emergency Nursing Association, the
Association of Women’s Health, Obstetric, and Neonatal Nurses, the American
Association of Orthopedic Nursing, and the National Black Nurses’ Association
have also passed resolutions recognizing violence against women and intimate
partner violence as areas of nursing concern, calling for increased nursing and
other health care professional education. In 1997, the National Nursing Summit
on Violence Against Women, under the auspices of the U.S. Public Health
Service’s Office on Women’s Health of the Department of Health and Human
Services, also called for preprofessional classroom and clinical content on vio-
lence against women. This was followed by the American Association of Col-
leges of Nursing position paper in 1999 calling for the same and detailing the
objectives and the type of content to be included (see Chapter 6 for details). With
a grant from the Health Research and Services Administration, the American
College of Nurse Midwives included violence against women systematically in
the education of its professionals. It developed a curriculum for basic education
and continuing education materials and ensured ongoing attention to the issue
through inclusion in certification exams and monitoring of programs for appro-
priate content (see Figure 4.2).

The Presidential Task Force on Violence and the Family of the American
Psychological Association (1996) provided a general review of relevant research
and considered psychology’s potential contributions to responses to child abuse
and neglect, intimate partner violence, and elder maltreatment. The task force
appeared to start from an assumption that training about family violence for
psychologists and other service providers has typically been inadequate, a per-
ception echoed by most clinical psychologists themselves, especially those
trained prior to 1985 (Pope and Feldman-Summers, 1992). The task force con-
cluded (APA, 1996):

Each year, large numbers of families who are victimized by violence seek help
at a time of critical need, and they often are unable to locate professionals with
specific training to help them take steps to stop violence at home and heal from
their trauma. This situation is, in part, a consequence of the presently fragment-
ed and irregular nature of professional education and training in family violence
evidence interventions. Individual practitioners without institutional support
conduct a great deal of family violence intervention training; university pro-
grams for training and research in these specialized interventions are rare. There
is a pressing need for stable institutional resources with a critical mass of exper-
tise to test promising new interventions, to train newcomers to the field, and to
disseminate information about successful intervention models to practitioners
in several professions. It is important to begin teaching about family violence in
undergraduate psychology curricula and to integrate studies of trauma and vio-
lence throughout all levels of psychology education. (pp. 134-135)

The task force specifically recommended that “routine screening for a history
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of victimization be included in standard medical and psychological examinations
and be considered in the development of individual treatment plans” (p. 134) and
that the necessary training occur to enable such a change in psychologists’ practice.

The National Association of Social Workers adopted a statement on family
violence in 1987, reaffirmed it in 1993, and redrafted it in 2000. No other social
work organizations, including the American Board of Examiners in Clinical So-
cial Work and the Clinical Social Work Federation, appear to have specific
expectations regarding family violence training for their members.

Advocacy Groups

A number of coalitions and initiatives have been developed to foster knowl-
edge in the area of family violence. Generally, these groups and efforts target a
particular type of family violence and appear to have been involved in increasing
education on family violence issues. These groups include direct providers at
shelters, other victims’ services providers, members of grassroots movements
that established those programs, and victims, as well as researchers and educa-
tors. However, their full impact is unknown. In addition, a number of advocates
have expressed concerns about involvement with the health professions, believ-
ing health professionals may create obstacles to advocacy efforts and health
professional education on family violence, if they do not understand or support
the work the advocates are doing.

Systematic efforts were initiated in the 1960s and 1970s to integrate child
maltreatment into the curricula of all of the health professions. The Child Abuse
Prevention and Treatment Act of 1974 mandated the establishment of the Na-
tional Center on Child Abuse and Neglect, which has since become the Office on
Child Abuse and Neglect. The legislation resulted in part from efforts by advo-
cacy groups to raise the awareness among helping professions about child mal-
treatment; it does not specifically address health professional training on child
abuse and neglect.

Advocates were a primary force in bringing the issue of violence against
women (including child sexual abuse and intimate partner violence) to the atten-
tion of health care providers. The first research by health professionals on the
subject (outside psychiatry and psychology) was that of Carlson (1977) in social
work, Parker and Schumacher (1977) from nursing and medicine, Stark and
Flitcraft (1981) in medicine and sociology, Appleton (1980) in emergency medi-
cine, and Campbell (1981) in nursing. Meanwhile, the 1970s were an era when
the first battered-women’s shelters were being established in the United States
(Schechter, 1982) and when advocates of preventing sexual assault were begin-
ning to address the issue of child sexual assault and rape.

Notable among advocacy efforts is the work of the Family Violence Preven-
tion Fund. This organization has developed an extensive model educational pro-
gram for health care providers (Ganley, 1998; Warshaw and Ganley, 1998). The
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program provides guidance to many educational and health care delivery institu-
tions around the country that are in the process of developing or implementing
training programs. The fund’s training materials appear to have been distributed
widely and serve as a reference for many health professionals. Plans to evaluate
the program are under way. Other advocacy organizations, including provider
advocacy organizations such as Physicians for a Violence-free Society and the
Nursing Network on Violence Against Women International, have also been
active in developing informational and educational materials and programs.

Advocates recognize the health care needs of victims of family violence, but
they have also expressed reservations about the health care system’s response,
particularly with regard to victims of intimate partner violence. The concerns
include: (1) the potential for the system to revictimize or blame female victims
of violence (e.g., Faulk, 1974; Snell et al., 1964; Stark et al., 1981); (2) failure to
identify victims (e.g., McLeer and Anwar, 1989); (3) the “medicalization” of a
problem believed to be rooted in societal norms and systems; (4) interference
with the development of strategies to escape from perpetrators; (5) emphasis on
a medical solution to intimate partner violence that may enable society to con-
tinue to fail to hold perpetrators accountable; (6) insurance discrimination and
loss of health care access (Fromson and Durborow, 1998); (7) overreliance on
randomized clinical trials and quantitative measurement of outcomes that miss
the complex nuances and intricate contexts of victims’ lives (e.g., Campbell et
al., 1999; NRC, 1996; Gondolf et al., 1997; NRC and IOM, 1998); and (8) loss
of victim autonomy (NRC and IOM, 1998). Victims of both intimate partner
violence and childhood sexual abuse have recounted how the health care system
has failed them and how individual health care providers have made the situation
worse (Herman, 1992; Sipes and Hall, 1996; Yllo and Bograd, 1998).

To address these concerns and to encourage health professional involvement
with family violence issues and victims, advocates have been at the forefront in
the training of health care professionals about family violence, particularly violence
against women. Many training protocols (e.g., the Family Violence Prevention
Fund, the Alaska Family Violence Prevention Project) prescribe the participa-
tion of advocates (as well as survivors) in training health care professionals. This
joint partnership model of training remains to be evaluated for its efficacy.

In addition, advocates have promoted collaborative research involving part-
nerships with victims of family violence. Many researchers have undertaken this
approach, and descriptions of these collaborations are beginning to be seen in the
research literature (Campbell et al., 1999, 2001; NRC and IOM, 1998; Dutton et
al., 1999; Gondolf et al., 1997).

Victims

Victims of family violence are being included in at least some of the re-
search and policy decisions on the health care system’s response to family vio-
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lence. Many who work with domestic violence and sexual assault are themselves
survivors of family violence. They speak, therefore, with the authentic voice of
stakeholders as well as professionals in the field (e.g., Buel, 1994). Similarly,
adult victims of child abuse have become active in advocacy. Victims of elder
abuse, however, are often unable to advocate for themselves due to illness and
incapacitation. At least in the area of intimate partner violence, victims have also
begun to have a voice in research about needed directions in the health care
system (e.g., Gielen, 2001; Rodriguez, 1998, 1999; Sipes and Hall, 1996). Cur-
rent curricula appear often to include victims of intimate partner violence in
educational efforts. These victims share their experiences with students and prac-
ticing professionals in an effort to personalize the problem.

The effect of these trends toward the inclusion of victims and victim advo-
cates in professional education remains unclear. No available evaluation research
addresses the impact of this trend. Research on educational strategies does sug-
gest that case-based methods are effective (see Chapter 6), and victims and their
advocates can provide real-life cases.

Health Care Payers and Providers

Payers have recently begun to express their views about health professional
education. Groups such as the Pacific Business Group on Health and the Wash-
ington Business Group on Health are attempting to influence professional educa-
tion in order to improve health care delivery. But neither of these groups to date
has made any statements concerning training on family violence.

Blue Shield of California has been actively working in partnership with
several large corporations to improve professional education on domestic vio-
lence. These programs tend to focus on a specific area of family violence. The
extent of their impact has not been studied.

Similarly, several provider organizations (e.g., Kaiser-Permanente in Cali-
fornia and Group Health Cooperative of Puget Sound) have included family
violence in professional education. Although some of these programs have been
publicized and evaluated (see Chapter 5), their impact appears to be limited
largely to the areas served by these organizations.

Payers’ reimbursement policies may also impact health professional training
about family violence. The literature reflects a heated debate around third-party
reimbursement generally, and limited research indicates that reimbursement is-
sues can serve as a disincentive for health professional services for family vio-
lence (see, e.g., Krueger and Patterson, 1997; Socolara et al., 2001). One study
notes, “[d]octors, nurses and other providers are urged to screen routinely for
[intimate partner violence], yet progress is hindered because health systems lack
the data, formalized procedures and the reimbursement schemes to fully imple-
ment and sustain published screening guidelines” (http://fvpf.org/programs/
display.php3?DocID=54 8/8/01).
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Without adequate reimbursement for screening and services provided to vic-
tims of family violence, little incentive would seem to exist to train health pro-
fessionals to provide these services. The literature, however, does not appear to
address the implications of reimbursement for training. Acknowledging the im-
portance of this topic, the Agency for Healthcare Research and Quality and the
Family Violence Prevention Fund sponsored a meeting in September 2001 of
experts on various aspects of either intimate partner violence or coding and
reimbursement issues to discuss existing systems, practices, and research. The
group specifically addressed variation in reimbursement levels from system to
system (e.g., Medicare, Medicaid, and private sector), financial incentives or
disincentives associated with the current coding systems, and the implications of
coding practices for patients and health care service delivery.® Further examina-
tion of the role third-party reimbursement plays in health professional training
about family violence is needed and may result from this meeting.

LAWS MANDATING REPORTING AND EDUCATION

Mandatory reporting and mandated education laws have been conceived as
possible means for ensuring that health professionals receive training in family
violence. Legislatures may enact such laws, usually with the intention of im-
proving the service system. The committee struggled with the relationship of
these laws to the training of health professionals. Little evidence indicates the
effect these laws have on health professional education, and the legislation has
created much controversy among those who work in family violence. Numerous
interpretations of what the laws actually require and how they differ around the
country exist, but few comprehensive resources on these laws are available. In
the committee’s judgment, mandated reporting laws appear to drive the fields of
child protection and elder protection and serve as a backdrop. And, in some
states, they serve as a driver in intimate partner protection. Because they do
appear to influence (and possibly distort) the content of education and ultimately
of practice, the committee considered it important to examine these laws in
detail to determine what is known about their actual impact. We sought to under-
stand where such provisions are present, what they contain, and whether they
achieve the intended effects. Having done the difficult work of collecting and
examining all of the existing laws, the committee offers the details it has com-
plied in the report appendixes and provides here the following descriptive analy-
sis to assist others addressing the issue. The tables in Appendixes C and D
describe state laws mandating reporting of and training about child abuse and

The findings from this meeting were not available when this report went to press.
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neglect, intimate partner violence, and elder maltreatment by health profession-
als as of August 2000.

In addition to the reporting mandates identified, several states encourage
voluntary reporting or provide immunity for those who choose to report. Be-
yond the educational mandates identified, several states have enacted laws to
encourage agencies to provide training to interested health professionals, to
fund optional training programs, and to encourage licensing boards to consider
educational mandates. Although such laws may serve an important policy ob-
jective, they were not included in the appendixes because they do not require
individual health professionals to report or obtain training. Finally, a handful of
states limit reporting mandates to institutionalized victims, and a few others
mandate training solely for health professionals who serve as public employees.
Although these are interesting alternatives to comprehensive mandates, these
laws were not included because they apply to a relatively small subset of health
professionals and victims.

Mandatory Reporting Laws

Requirements

Child Abuse and Neglect. All 50 states and the District of Columbia require
health professionals to report child abuse and neglect. Virtually every state re-
quires a report when a health professional either “knows” about abuse or has
“reasonable grounds to suspect” or “reasonable grounds to believe” abuse has
occurred. The states vary, however, on the question of whether health profes-
sionals must report behavior that they believe will result in a child’s suffering
abuse in the future, in addition to abuse that has already been perpetrated.

Health professionals are most often required to report directly to a local
child protective services agency. Approximately one-half of the states give man-
datory reporters the option of reporting to a law enforcement agency. The states
vary as to whether reports must be oral, in writing, or both.

In every state, the reporting requirement applies to physicians, dentists, men-
tal health professionals, nurses, social workers, and allied health professionals
(except in Washington, where allied health professionals are exempt). Every
state also requires reporting by some subset of allied health professionals, but
this term is defined differently across jurisdictions and may include paramedics,
emergency medical technicians, physical therapists, dental hygienists, chiroprac-
tors, “practitioners of the healing arts,” or “persons having responsibility for care
or treatment of children.”

Intimate Partner Violence. Several states require health professionals to re-
port injuries caused through the commission of a crime or the discharge of a
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firearm. Such injuries inevitably include instances of intimate partner violence.’
In addition to these laws that address the issue indirectly, three states—Califor-
nia, Colorado, and Rhode Island—explicitly require the reporting of intimate
partner abuse, and one—Kentucky—requires the reporting of abuse, neglect, or
exploitation of any adult

California and Colorado require that reports be made to law enforcement agen-
cies. Kentucky and Rhode Island, in contrast, require reporting solely for the pur-
pose of documenting the incidence of family violence. As a result, it requires health
professionals to report to monitoring agencies, rather than to law enforcement.

The typical legal standard that triggers these reporting requirements is “reason-
able cause to suspect” or “reasonable cause to believe.” Kentucky requires physi-
cians, dentists, mental health professionals, nurses, social workers, and some allied
health workers to report intimate partner violence. California and Rhode Island do
not apply this requirement to mental health professionals or social workers.
Colorado requires only physicians to report intimate partner violence.

Elder Maltreatment. In all, 43 states and the District of Columbia mandate
the reporting of elder maltreatment by health professionals. (The exceptions are:
Colorado, New Jersey, New York, North Dakota, Pennsylvania, South Dakota,
and Wisconsin.) These states vary in terms of the types of injury that must be
reported. Most states require reporting of “abuse, neglect, or exploitation.” Oth-
ers also require reporting of “mistreatment” (Minnesota); the “need [for] protec-
tive services” (Delaware, District of Columbia., Kansas, North Carolina,
Missouri, and Pennsylvania); “isolation” (Nevada); “abandonment” (Alaska,
California, Connecticut, Rhode Island, and Wyoming); or “financial exploita-
tion” (California, Illinois, and Washington).

Some states have built in special exceptions to their elder maltreatment
reporting requirements. For example, a California health professional need not
report evidence of elder abuse if he or she “reasonably believes” that abuse did
not occur in his or her “best clinical judgment.”

The legal standard that triggers the reporting requirement also varies. In all,
39 states have adopted a “reasonable cause to believe” or “reasonable cause to
suspect” standard. Other states dictate that a health professional “know,” “ob-
serve,” or “suspect” abuse before a report is required.

Just over half the states require reporting directly to the local department of
health and human services or protective services agency. An additional 15 states
also permit reporting to law enforcement officials. Two states—Alaska and

7New Hampshire has enacted such a law, but it includes a statutory exception that limits the
mandatory reporting of intimate partner violence. Specifically, the law exempts reporting when a
patient is the victim of sexual assault or domestic violence, is at least 18 years old, and objects to
having the information reported to law enforcement. This exemption does not apply, however, if the
victim is being treated for a gunshot wound or other “serious” injury.
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Florida—Iimit reporting to data collection purposes, by mandating that reports
be made only to local agencies responsible for maintaining elder abuse registries.

Most of the states require physicians, dentists, mental health professionals,
nurses, social workers, and allied health workers to report, with a few excep-
tions. In Alaska, California, Nebraska, and Oregon, dentists are not required to
report; in Idaho, mental health professionals are not required to report.

Impact

Research on health professionals’ typical practice in cases of maltreatment
and its divergence from optimal practice has focused in large part on clinicians’
decisions about whether to report suspected maltreatment to authorities (Melton
et al., 1995; Kalichman and Brosig, 1993; Kalichman, 1999). It is not uncom-
mon for health professionals to refrain from reporting suspected child maltreat-
ment that they do not regard as serious or clear-cut (Finlayson and Koocher,
1991; Kalichman and Brosig, 1993; Kalichman and Craig, 1991; Kalichman et
al., 1988, 1989; Watson and Levine, 1989; Zellman, 1990a). Studies on elder
abuse indicate that some health professionals do not report due to questions
about the usefulness of reporting (i.e., repeated reports about the same patient do
not appear to improve the situation; Clarke-Daniels et al., 1989, 1990) and be-
liefs that community resources are insufficient for appropriate responses (Jones
et al., 1997). The tendency to ignore or bypass reporting mandates appears to be
most prevalent among mental health professionals (Kalichman et al., 1988).

Although requirements for reporting suspected maltreatment are commonly
recognized by health care professionals (Zellman, 1990a), many express con-
cerns that reporting can be as harmful as helpful. Potential advantages of man-
datory reporting, particularly for intimate partner violence, that have been cited
include improvement of the health care response to family violence, aid in
victim referral, and assistance with perpetrator prosecution (Rodriguez et al.,
1999; Tilden et al., 1994). Concerns include beliefs that mandatory reporting
may (1) breach confidentiality and so undermine autonomy, trust, and privacy
in the health care setting (Kalichman and Craig, 1991; Kalichman et al., 1989;
NRC and IOM, 1998; Rodriguez et al., 1998, 1999; Vulliamy and Sullivan,
2000; Warshaw and Ganley, 1998); (2) interfere with efforts to enhance patient
safety (Levine and Doueck, 1995; NRC and IOM, 1998; Rodriguez et al., 1998,
1999; Tilden et al., 1994; Warshaw and Ganley, 1998; Zellman, 1990b); (3)
serve as a deterrent to perpetrators obtaining treatment (Berlin et al., 1991;
Kalichman et al., 1994); (4) precipitate violent retaliation by perpetrators against
victims or health care professionals (Gerbert et al., 1999; Rodriguez et al., 1999);
(5) decrease the utilization of health care services by abuse victims (Gerbert et
al., 1999; Rodriguez et al., 1999); and (6) discourage inquiries by health care
professionals who believe that if they do not ask, they have nothing to report
(Gerbert et al., 1999).
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Victims of family violence also express concerns about mandatory report-
ing. In studies of intimate partner violence (Gielen et al., 2001; Rodriguez et al.,
2001a; Sachs et al., in press), a majority of participants supported reporting by
health care professionals (73 to 91 percent) with the victim’s consent. However,
significantly more battered than nonbattered women favored nonmandatory op-
tions that would give decision-making authority to abused women (Gielen et
al., 2001; Rodriguez et al., 2001a; Sachs et al., in press). Furthermore, one
study found that women who had been abused within the past year were more
likely to oppose mandatory reporting than women who had been abused more
than one year ago (Rodriguez et al., 2001b). Battered women cited considerable
concern about increased risk (44-54 percent) and resentment about loss of con-
trol (45-61 percent), and the majority (68-77 percent) believed that women
would be less likely to tell their health care provider about abuse if disclosure
would result in a mandatory report (Gielen et al., 2001; Sachs et al., in press).

Research on issues related to mandatory reporting requirements appears to
focus on investigation and forensic assessment rather than the provision of thera-
peutic and preventive services® (Melton, 1994; Melton et al., 1995, 1997; NRC,
1993; U.S. Advisory Board on Child Abuse and Neglect, 1993).° Few studies
indicate what happens over time once reports are made (Melton et al., 1995) or
how effective health professional involvement is.

The relationship between mandatory reporting requirements and education
is unclear, although it appears in some instances that training focuses on the
legal reporting requirements, particularly in curricula on child abuse and neglect.
Based on its review of existing health professional curricula, the committee con-
cludes that mandatory reporting requirements may be both beneficial and detri-
mental to education. Reporting requirements appear to succeed in providing a
place within health professional curricula for the issue of family violence and
increasing attention to health professionals’ responsibility for identifying and
reporting it. However, existing curricula may focus on required reporting proce-
dures to the exclusion of health professionals’ roles in treating, referring, and
preventing family violence. Research on the implications of mandatory reporting
requirements for health professional education and practice is needed.

8The APA’s Committee on Professional Practice and Standards (1995) published a question-and-
answer-format article that addresses issues faced by clinicians and provides substantial background
information, including suggested readings.

9See also U.S. General Accounting Office (1995) lamenting the general lack of attention to the
health needs of children in state care.
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Mandatory Education Laws

Requirements

Child Abuse and Neglect. Only three states—California, Iowa, and New
York—mandate education on child abuse for health professionals. The training
requirements appear to be driven at least in part by mandatory reporting laws; in
all three states, training must focus on child abuse identification and the local
statutory reporting requirements. The amount of required training varies. New
York requires a one-time, 2-hour training session. California has a one-time
training requirement of 7 hours over the course of a professional’s career; lowa
goes further and requires at least 2 hours every 5 years.

Iowa requires physicians, dentists, mental health workers, nurses, and social
workers to receive this form of education; New York does the same with the
exception of social workers. California imposes this requirement only on its
mental health professionals and social workers.

Intimate Partner Violence. Three states—Alaska, Florida, and Kentucky—
mandate that health professionals receive education about intimate partner vio-
lence. The states require training on such topics as the nature and extent of such
violence, safety planning, lethality and risk issues, and available community
resources.

The amount of training required varies greatly: Florida mandates 1 hour
every 2 years; Kentucky requires a one-time-only 3-hour training session; and
Alaska does not specify. Florida and Kentucky require training for doctors, den-
tists, mental health workers, nurses, social workers, and allied health workers.
Alaska does the same, except for allied health workers.

Elder Maltreatment. lowa is the only state that requires its health profes-
sionals to receive training on elder maltreatment. Its law mandates education
regarding identification and reporting dependent elder abuse, with a 2-hour ini-
tial session followed by two additional hours every 5 years. The education re-
quirement applies to doctors, dentists, mental health professionals, nurses, social
workers, and allied health workers.

Impact

The committee could find no formal evaluations of the impact of legally
mandated family violence education. Studies demonstrate that health profession-
als who have obtained any continuing education (not necessarily mandated) about
child maltreatment are no more likely—and in some samples are /ess likely—to
report child abuse and neglect than are those who have not attended such work-
shops (Beck and Ogloff, 1995; Kalichman and Brosig, 1993; Reiniger et al.,
1995). Accordingly, although one can hypothesize that such laws may have an
array of positive as well as negative effects, until sound process and outcome
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evaluation data are acquired, in the committee’s view these mandates are driven
by assumptions and good intentions, rather than by a sound evidence base. What
is known about continuing education for health professionals (summarized in
Chapter 6) is that didactic instruction may result in increases in knowledge or
changes in attitudes, but there is limited evidence that it influences practice
behaviors. Therefore, there is no reason to believe that 1- to 3-hour instructional
programs, the form that many of the mandates take, will result in lasting positive
effects on screening or intervention in family violence. Critical evaluation ques-
tions for any educational program, particularly for those that are required by
state statute or agency mandate, include: whether knowledge improvements can
be demonstrated, whether any knowledge improvements are sustained over time,
whether attitudes about family violence are affected, whether any attitudinal
changes are sustained over time, whether and to what extent clinicians’ practice
behavior changes, and whether any such behavioral changes are sustained over
time. Furthermore, questions are needed to assess the adequacy of the program,
from the provider perspective, including measures of acceptance and satisfaction
with the program and suggestions for improvement. Whether costs of care, se-
verity of presentation, case mix, morbidity, and ultimately mortality are affected
by mandatory training must be determined. Finally, it is necessary to question if
any changes observed can be attributed to the education program itself.

RESOURCE ISSUES

Funding

Education development, implementation, maintenance, and evaluation re-
quire funding; however, federal funds for such activities appear to be meager,
and state governments have actually decreased such funding (Reiser, 1995). Pri-
vate investor funds appear be decreasing as well. Private investors tend to con-
centrate capital in areas that can demonstrate promising financial returns or, at
the very least, clear savings to teaching institutions or society. Education and
training programs often cannot produce such concrete results, especially in the
short term, and therefore are at a serious and chronic disadvantage in terms of
securing sufficient funding to develop and evaluate educational interventions
(Mechanic, 1998; Blumenthal and Meyer, 1996).

Federal funding!® may be provided through agencies such as the Health
Resources and Services Administration of the Department of Health and Hu-

10A number of foundations (e. g., Commonwealth, Conrad-Hilton) have previously funded or cur-
rently fund family violence research and training initiatives. However, comprehensive search mecha-
nisms for this type of support are not available. The committee chose to focus it discussion on federal
funding sources.
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TABLE 4.1 Selected Recent Federal Research Grant Opportunities

Grant No. Funding
Agency Title (Date) Allocation
Agency for Healthcare Violence Against Women: RFA:HS-00-006 $1 million
Research and Quality Evaluating Health Care (FEB 2000) FY2000
Interventions
Centers for Disease Control Extramural Injury Research PA: 00042 $1.2 million
and Prevention Grants for the Prevention of FY2000
Intimate Partner Violence
and Sexual Assault
Office of Community Services, Family Violence Prevention FA OCS- Varies
Administration for Children and Services Program 2000-06 (four
and Families (FEB 2000) priority
areas)
Children’s Bureau,
Administration on Children, Administration for Children CB-2001-01 $3.5 million
Youth, and Families and Families: Child Abuse (FEB 2000) FY 2000

and Neglect (2000B)

man Services when specific health professional training needs are identified.!!
Funds are provided for general health care professional training through the
Public Health Services Act, but the act does not require training in family vio-
lence. In 1998, however, language was added that encourages grantees to “pre-
pare practitioners” (physicians) or “provide care” (nurses) to “underserved
populations and other high risk groups such as the elderly, individuals with
HIV-AIDS, substance abusers, homeless, and victims of domestic violence [em-
phasis added].”

Federal agencies do occasionally fund family violence-related research in
health care (see Table 4.1). However, for the most part these calls for proposals
do not specify health professional training in family violence.

A review of individual federally funded projects indicates that few involve
the training of health professionals in family violence research. The National
Institute of Mental Health currently funds five pre- or postdoctoral research train-
ing grants related to family violence (see Table 4.2). General violence training
grants (such as those from the National Consortium on Violence Research) may
also include fellowships addressing family violence.

Family violence rarely emerges in a review of funding priorities among the

HCurrent goals for federally supported health professional training include (1) increasing
underrepresented populations in the health professional workforce and (2) providing care to
underserved communities. To meet these needs, the Bureau of Health Professions requested $103
million for fiscal year 2001.
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TABLE 4.2 Family Violence Training Grants

Doctoral
Fellows
Funding Principal Funding o | 2
Source Site Investigator  Title (grant number) Period &L
NIMH University of  Straus, Family Violence SEP 77— X
New Murray A. Research Training JUN 02
Hampshire (T32MH15161)
NIMH Johns Campbell, Interdisciplinary JUL99- X X
Hopkins Jacquelyn C. Research Training on JUN 04
University Violence (T32MH20014)
NIMH Northern Milner, Family Violence and AUG 96~ X
Illinois Joel S. Sexual Assault Research ~ JUN 01
University Training (T32MH19952)
NIMH Boston Keane, Post-Doctoral Training on AUG 96— X
University Terence M.  Post Traumatic Stress JUN 01
Disorder (T32MH19836)
NIMH Medical Kilpatrick,  Child and Adult Trauma JAN 98- X X
University of  Dean G. Victims: A Training JUN 03
South Carolina Program (T32MH18869)
NSF, HUD, NIJ Carnegie Blumstein, National Consortium on MAY 95—
Mellon Alfred Violence Research APR 03
University (SBR-9513040) X X

NIMH = National Institute of Mental Health; NSF = National Science Foundation; HUD = Department
of Housing and Urban Development; NIJ = National Institute of Justice.

various institutes at the National Institutes of Health (NIH) (A.A. Perachio, per-
sonal communication, March 27, 2001). Among the seven research priorities of
the National Institute of Nursing Research for 2001, for example, none specifi-
cally applies to developing new knowledge for nurses in the area of family
violence (or to any other violence category). Although the National Institute on
Aging included elder abuse and neglect as a Selected Future Research Direction,
that topic is not named in the list of Areas of Special Emphasis (biology of brain
disorders, new approaches to pathogenesis, new preventive strategies against
disease, new avenues for the development of therapeutics, genetic medicine, and
health disparities).

Other federal sources of training funds include projects set up in response to
routine funding cycles (in which investigators submit proposals in their area of
competency) and projects in direct response to requests for proposals (RFPs) or
program announcements (PAs), the government’s mechanism to encourage re-
search in priority areas. A search of the NIH Health Information Index for family
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violence research by NIH or NIH-supported scientists revealed no entries for
“family violence,” “spouse abuse,” “domestic violence,” or “child abuse.” The
only family violence entry was for “elder abuse,” accompanied by a link to the
National Institute on Aging. The Computer Retrieval of Information on Scien-
tific Projects (CRISP) database revealed 93 projects including the phrase “child
abuse,” 63 including “spouse abuse” (38 for “domestic violence”), and 4 for
“elder abuse” currently (1999-2000) funded by several federal agencies (the Na-
tional Institutes of Health, the Substance Abuse and Mental Health Administra-
tion, the Health Resources and Services Administration, the Food and Drug
Administration, the Centers for Disease Control and Prevention, the Agency for
Healthcare Research and Quality, and the Office of Assistant Secretary of
Health). Some projects are listed twice (due to multiyear funding across the
reporting year) and some projects only mention, rather than focus on, family
violence. In other cases, currently funded projects are not included in the data-
base. Funding amounts for these projects are not disclosed.

The allocation of federal funds for child abuse and neglect has been prima-
rily in response to federal legislation, the Child Abuse Prevention and Treatment
Act of 1974 (CAPTA—P.L. 93-247), which was reauthorized in 1996. As men-
tioned earlier, CAPTA established the National Center on Child Abuse and Ne-
glect (NCCAN), defined child abuse and neglect, and supported other
demonstration programs and projects to prevent, identify, and treat child abuse
and neglect. In addition to allocating funds directly, CAPTA authorizes aid to
states for child abuse and neglect programs. The program authorizes funds
through 2001 and $99.3 million has been requested for 2001. These funds fi-
nance four broad programs, none of which explicitly include training: child abuse
state grants, child abuse discretionary grants, community-based family resource
and support grants, and an adoption opportunities program. The discretionary
grants may include training. NCCAN did do a one-time funding of
multidisciplinary training programs, a few of which remain (e.g., the Center on
Child Abuse and Neglect, University of Oklahoma Health Sciences Center).
NCCAN was reorganized as the Office of Child Abuse and Neglect (OCAN) in
1996 with 80 percent fewer staff. Among other activities, OCAN published the
“Child Abuse and Neglect State Statutes Series” (NCCAN, 1997) to provide
some information for health care providers about reporting mandates for child
abuse and neglect. OCAN does not actively disseminate the information to health
care providers or evaluate the impact of the information provided. State Victim
Compensation and Assistance and Victim Assistance and Law Enforcement
funds, allocated through the U.S. Department of Justice, have sometimes been
used for the continued training of professionals in evaluating criminal forms of
maltreatment, but the focus is not on health professionals.

Funding for health professional training for child abuse and neglect appears
to be decreasing in proportion to the growth of the problem (Theodore and
Runyan, 1999). For example, between 1980 and 1986, while the reported inci-
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dence of child abuse and neglect increased by 74 percent, the federal research
budget for this topic increased only 2 percent (Kessler and New 1989), and
between 1981 and 1995, while reported incidence increased by 150 percent,
research funds decreased by 44 percent (Thompson and Wilcox 1995). Few
efforts support training researchers and professionals (Jenny, 1997). For example,
in 1996, the federal government spent $29.9 million or $28.47 per case on child
abuse (Putnam, 1998, 2001) while spending $2.26 billion or $1,734.61 per case
on cancer, despite the higher incidence of child abuse (NCI, 1996). In terms of
research expenditure per lost life, violence accounted for $31, cancer for $794,
heart and lung disease for $441, and AIDS for $697 (NRC, 1993).

Much of the funding for initiatives related to intimate partner violence is
provided under the Violence Against Women Act (VAWA) of the Violent Crime
Control and Law Enforcement Act (P.L. 102-322) of 1994. The goals of the
legislation include preventing violence against women, increasing penalties for
batterers, and supporting programs to prosecute offenders and assist women vic-
tims of violence. It is administered by the Department of Health and Human
Services and the Department of Justice, and in fiscal year 2000, $223.6 million
was appropriated to the Department of Health and Human Services for VAWA
programs. The VAWA reauthorization bill, passed in October 2000, requested
an increase to $660 million each year for the next 5 years. Services to victims
account for the majority of the funds, and none is earmarked for health care
professional training. The act does acknowledge (and dictate) funds for training
for persons in the judicial and law enforcement domains.

The Older Americans Act (OAA) and the Social Security Act provide ser-
vices for elders, including nutritional and caregiver services, and, to a limited
extent, for abuse prevention. Pursuant to the OAA, the Department of Health
and Human Services created the National Center on Elder Abuse in 1993 to
help promote understanding among state and local networks of community
workers, physicians, elderly volunteers, and others working to prevent elder
abuse; it was reorganized in 1998. The center involves a consortium of six
partners led by the National Association of State Units on Aging and was funded
at $400,000 in 1998-1999, a similar amount for 1999-2000, and $800,000 for
2000-2001, under HHS grant no. 90-AP-2144. One purpose of the center is to
facilitate training on elder abuse recognition and services through educational
materials and technical assistance. Title IV-E of the Social Security Act also
provides for training in the area of elder welfare. That training can include
activities to educate health professionals collaborating with workers in social
services. Table 4.3 summarizes the federal legislation authorizing funding for
initiatives related to family violence.

Two National Research Council reports (1993, p. 318; 1996, pp. 152-155)
have recommended that centers be funded to address family violence research
needs, specifically that each of three centers be funded at $1 million. In actuality,
a single center was funded by the Centers for Disease Control and Prevention,
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TABLE 4.3 Family Violence Federal Funding Acts

Legislation Authorizing

Funding for Initiatives Provision of
Type of Violence  on Family Violence Funding Years Funding
Intimate partner Violence Against DHHS (1994-2000)  435.75
violence Women Act DOJ-0JP 2000- million
Child abuse Child Abuse Prevention  Child Protective
and neglect and Treatment Act; Services

Social Security Act

Elder Older Americans Act Social Services FY2000 $1.5 bil
maltreatment (Titles IIT and VII) Block Grant (for all sx)¢
Social Security Act Adult Protective
(Title XX) Services
Family violence Family Violence (1984) 0
Prevention and 1984

Services Act

Victims of Crime Act

dThrough appropriation laws.

the National Violence Against Women Prevention Research Center. That center
award, a consortium of the Medical University of South Carolina, the University
of Missouri at St. Louis, and Wellesley College, was funded at approximately
$500,000.

Federal funds for health professional training are closely linked to the pri-
orities that are named by institutions such as HHS. However, earmarking of
federal funds for health professional training in family violence is dependent on
political considerations, not just on evidence that such training will make a dif-
ference. Moss recently stated, “It may be closer to the reality to say that politics
is the basic science of public health,” rather than epidemiology (Moss, 2000).
Documents such as Healthy People 2000 (and Healthy People 2010) and federal
agency strategic plans set the health agenda for the nation in writing, reflecting,
at least in part, the political priorities of the nation.!> Even with such priorities,

127phe Healthy People 2000 objectives related to family violence are predominantly found in
Priority Area 7: Violent and Abusive Behavior. They include for example: “[to] extend protocols for
routinely identifying, treating, and properly referring suicide attempters, victims of sexual assault,
and victims of spouse, elder and child abuse to at least 90% of hospital emergency departments”
(National Center for Health Statistics, 2001).
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the allocation of funds is another political process and is competitive within and
across health care issues.

Overall, the information reviewed in this section suggests that funding for
family violence is limited and inconsistent and that funds for health professional
education research or training development on family violence specifically are
even sparser. Until funds are proportionate to the known extent of the problem in
society and in health care, progress in the area of health professional training on
family violence is likely to be limited. Some potential for additional funding lies
in the link between NIH’s mission and the achievement of Healthy People 2000
(and Healthy People 2010) objectives in which family violence has been identi-
fied as a national priority. The objectives related to family violence have yet to
be achieved.

Human Resources

Although adequate and sustained financial resources are necessary to sup-
port curricular innovation, it is people who drive program development, staff
classrooms and clinical practica, work to enhance training programs, and estab-
lish the systems needed to sustain education. Institutions are constrained finan-
cially by available funds, but they may have more control over the human
resources involved. The nation is experiencing a shortage of faculty who are
qualified and willing to teach in the health professions (Griner and Danoff, 1995).
Furthermore, there are few researchers or educators nationwide who are recog-
nized as scholars in family violence, and few programs appear to exist to prepare
researchers or educators to achieve scholarship in this area. Health professional
training programs, whether in undergraduate schools, graduate training programs,
or continuing education, are in need of experienced, dedicated, sensitive, versa-
tile, and experienced clinician-educators who can effectively teach this material
(Alpert, 1995). Given the paucity of experts-educators in the field, it is also
difficult to recruit and train educators, monitor their performance, and help them
become more effective (Kassirer, 1995; Greenberg, 1995; Lesky and Hershman,
1995). Furthermore, developing the human resources necessary may not be
achieved among health professionals at the teaching rates and hours currently
evidenced in the literature (Alpert et al., 1998; Woodtli and Breslin, 1996). The
problem becomes circular: research and training deficits yield few well-prepared
educators, and an inadequate supply of educators and researchers results in inad-
equate training and research.

The committee could find little evidence of the educational infrastructure that
is needed to teach about family violence. One study indicates that organized institu-
tional response is not common (Cohen et al., 1997). Teaching about family violence
could be enhanced by having an available cadre of survivors, standardized or simu-
lated patients trained to portray actual patients accurately, library and computer
resources, and community-based advocates and other direct service providers. Hu-
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man, computational, and logistical infrastructure support for the evaluation of edu-
cational programs also appears to be unavailable in most institutions. The APA
Working Group on Implications for Education and Training of Child Abuse and
Neglect, for example, noted that “a lack of time and resources for teachers to de-
velop curricula appropriate for the educational level of their students” and a “lack of
readily available material to use in conjunction with child abuse and neglect cur-
ricula (e.g., textbooks and videotapes)” are impediments to curricular reform to
reduce the gap between psychologists’ modal and optimal levels of expertise in
responding to child maltreatment (Haugaard et al., 1995, p. 79). An array of re-
source materials is available, including slide sets, handouts, videos, articles, book
collections, and the like, but the extent to which these are distributed and in use is
unknown. Attention to developing a research and training infrastructure in other
health areas (e.g., muscular dystrophy, alcoholism) appears to have resulted in the
growth of targeted funding and of a critical mass of faculty to ensure that the work
will go on and the care for patients will improve (see, e.g., http://cysticfibrosis.com/
centers.htm; http://www.mdausa.org/clinics/alsserv.html; http://www.niaaa.nih.gov/
extramural/ResCtrs1198.htm).

CONCLUSIONS

The committee’s assessment of the potential influences on health profes-
sional training on family violence suggests the following conclusions:

« Institutional culture, norms, and priorities can influence the educa-
tion offered, and they may also create challenges for developing,
implementing, or sustaining family violence training for health.

Common pathways for these challenges appear to include inadequate financial
and human resources and institutional commitment to the problem at the national
and local levels.

e Accreditation, licensure, and certification requirements do not con-
sistently and explicitly address family violence and thus do not ap-
pear to be a significant influence on family violence training for
health professionals.

e Individual health professional concerns, beliefs, and experiences
can create challenges to educating health professionals about fam-
ily violence.

Notable individual concerns include perceptions of inadequate time or preparation,
personal values, and personal experience with victimization and traumatization.
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e A review of health professional organization statements, guidelines,
positions, and policies reveals that the degree to which the various
professions call for training differs greatly not only by profession
but also by specialties within those professions.

« Health professional organizations can influence the existence and
extent of family violence education within a profession.

The American College of Obstetricians and Gynecologists, the American Acad-
emy of Pediatrics, and the American College of Nurse Midwives are excellent
examples of health professional organizations actively working to encourage
and implement education initiatives on family violence among members of their
professions.

« Stakeholder groups, including advocates, victims, and payers, have
been or are becoming active in family violence issues, including
education, but their impact on family violence education for health
professionals is difficult to assess.

No studies indicate the impact these efforts have had. However, curricula devel-
oped by organizations such as the Family Violence Prevention Fund appear to
have been widely disseminated and in use by health professional educators.

e The impact of mandatory reporting laws on family violence for
health professionals is unclear, but the existence of such laws sug-
gests a need for educational content about them.

Based on the expressed concerns and research on rates of reporting, the commit-
tee sees a need for clear explanations of reporting laws for students and practi-
tioners, as well as the provision of opportunities to discuss and resolve ethical
issues that reporting raises for many health care providers. Additional studies are
needed to determine whether reporting requirements are the appropriate mecha-
nism for achieving the goals of increasing reporting rates and ensuring the neces-
sary services for victims. Regardless of the existence of legal requirements, in the
committee’s view, students must learn to identify, report, and refer cases accord-
ing to legal requirements, professional practice standards, and patient care goals.
In addition, the training needs of health professionals extend beyond fulfilling
legal requirements. The committee understands the intent underlying reporting
requirements for health professionals generally to be the enhancement of their
responses to family violence and ensuring that victims receive needed treatment
and services. These goals suggest that health professionals need to know more
than just how to report suspected and actual cases of family violence. Given the
concerns about mandatory reporting cited by both health professionals and vic-
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tims, it may be productive to orient training programs more toward planning and
delivery of broad-based prevention and treatment services, rather than exclu-
sively on case identification and forensic services.

e The effect of mandated education requirements on health profes-
sional education is unknown.

¢ Funding for training programs in family violence education in the
health professions does not appear to be a priority and does not
appear to be consistently available. Information about funding is
fragmented.

The extensive effort required even to identify funding sources is noteworthy. The
information must be collected piecemeal from numerous web sites for federal
agencies and private foundations, rendering it difficult to determine if and when
funds are available.



Evaluation of Training Efforts

As summarized in the earlier chapters, there has been some increased atten-
tion paid to training health care providers about child abuse and neglect, intimate
partner violence, and, to a lesser extent, elder maltreatment. Descriptions of
family violence curricula and training models for health professionals and expe-
riences with their implementation have been published (e.g., Dienemann et al.,
1999; Ireland and Powell, 1997; Spinola et al., 1998; Thompson et al., 1998;
Wolf and Pillemer, 1994).

Attempts have been made to document the extent to which clinicians actu-
ally receive instruction in how to identify and respond to patients involved in
these situations. Surveys of practicing clinicians have found that considerable
segments of health professionals have had little or no training in this area. Some
studies have found modest positive correlations between individuals’ reported
involvement in training and family violence assessment and management prac-
tices (Currier et al., 1996; Flaherty et al., 2000; Lawrence and Brannen, 2000;
Tilden et al., 1994). Although this observed relationship cannot be mistaken for
evidence that these practices are a direct product of training, it does suggest
more careful examination of what is known about the effectiveness of family
violence curricula and other training strategies on clinician behaviors and indi-
cates the need for more explicit examination of causation.

At present, claims regarding what training is needed and how it should be
carried out far outnumber the studies that provide empirical evidence to support
them. Similar to many other areas of health provider training, several factors are
most likely to contribute to this shortage of information. For example, accredita-
tion criteria and other pressures on health professional schools place constraints

84
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on curricular content; limited funding interferes with evaluation; and legal, ethi-
cal, and patient barriers complicate evaluation efforts (e.g., Gagan, 1999; Sugg
et al., 1999; Waalen et al., 2000).

Although this lack of evaluation is not unique to family violence training,
increasing the number and quality of training opportunities in family violence
has consistently been cited as central to narrowing the gap between recommended
practices and professional behavior. To understand what improvements should
be made, a strong evidential base for deciding how best to educate providers in
this area is needed.

This chapter examines the available research base concerning the outcomes
and effectiveness of family violence training. First, we summarize the search
strategy used to locate and include evaluations of training interventions and then
describe the characteristics of the training strategies and models that have been
assessed, along with the basic features of the evaluation measures and designs.
Finally, we discuss the inferences we can confidently draw from these studies so
as to guide future training efforts. Due to the dearth of published studies on elder
abuse training, the focus is on outcomes and effectiveness of child abuse and
intimate partner violence training.

SEARCH STRATEGY

Four bibliographic databases were systematically searched for studies that
evaluated training efforts in family violence and were published prior to Novem-
ber 2000. These included MEDLINE, PsycInfo, ERIC, and Sociological Ab-
stracts. Search terms included family violence, domestic violence, intimate
partner violence, elder abuse/neglect, and child abuse/neglect coupled with train-
ing, assessment, evaluation, detection, and identification as both subject terms
and text words. These searches were augmented by published bibliographies
(i.e., Glazer et al., 1997). The reference lists of all chosen articles also were
screened for additional studies.'

This strategy identified 64 potential studies, the majority of which focused
on intimate partner violence training (n = 38, or 59 percent). Another 31 percent
(n = 20) addressed training efforts in child abuse and neglect, while only 9

IThe unpublished literature was also examined for evaluation efforts, including formal committee
requests to outside groups (e.g., relevant professional associations, government agencies, founda-
tions, and advocacy groups). This uncovered the recent evaluation of the WomanKind program
sponsored by the Centers for Disease Control and Prevention (Short et al., 2000), which was in-
cluded in the set of studies reviewed. The evaluation of the Family Violence Prevention Fund train-
ing initiative has not yet been completed.
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percent (n = 6) focused on elder maltreatment training.” Each was then reviewed
to determine whether it met three inclusion criteria:

1. Relevant training population. Training participants had to include stu-
dents pursuing degrees or practitioners in one or more of the six health profes-
sions chosen by the committee, i.e., physicians, nurses, dentists, psychologists,
social workers, and physician assistants.

2. Formal training effort. The training evaluated had to be a formal educa-
tional intervention. This includes degree-related and continuing education
courses, modules, clinical rotations, seminars, workshops, and staff training ses-
sions but excludes training that was explicitly focused on clinical audits, feed-
back, or detailing. Also included were studies that assessed the use of a formal
screening protocol, given that these efforts often involved highly organized train-
ing regarding information about family violence and was grounded in explicit
models of instruction and behavior change (e.g., Harwell et al., 1998; Short et
al., 2000; Thompson et al., 2000).

3. Quantitative outcome measure(s). A key requirement was that data were
collected and reported on one or more quantitative measures of relevant out-
comes related to responding to family violence. Outcome domains included: (a)
knowledge, attitudes, beliefs, and perceived skills concerning family violence;
(b) behaviors and performance associated with screening for abuse and case
findings; and (c) practices and competencies needed to provide abuse victims
with appropriate care (e.g., information, referrals, or case management).? Stud-
ies that focused on examining participant satisfaction were excluded, as were
evaluations that employed only qualitative approaches.

Application of these criteria resulted in a pool of 44 articles.* Because three

2The study (Currier et al., 1996) evaluated trauma training, which included both intimate partner
violence and child abuse, and the Thompson et al. (2000) evaluation of training for primary care
providers assessed identification and management of violence for adults 18 or older, including eld-
erly patients. Given that more attention was paid to intimate partner violence, both studies were
assigned to this category.

3 Measures of identification and intervention were limited to those that did not rely on provider
self-report surveys. Studies using diaries completed by providers on a daily basis, however, were
included.

4Two studies (Seamon et al., 1997; Weiss et al., 2000) dealt with the training of emergency
medical technicians, a population that was not one of the professions targeted by the committee. Two
studies of child abuse and neglect training programs were excluded, based on their training interven-
tions. One involved a statewide educational program of mailings, workshops, and other activities for
dentists, but the analysis did not distinguish between those who actually reported receiving materials
and participating in the workshops (Needleman et al., 1995). Socolar et al.’s (1998) randomized trial
evaluated the impact of feedback and audit strategies on physicians participating in a statewide child
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reported additional follow-up data on interventions included in this group, a
slightly smaller number of training efforts were actually evaluated (n = 41).
Supporting the relative recency of interest in family violence training is the fact
that only 7 percent (n = 4) appeared prior to 1990.

The final set of 41 evaluations resulted in a pool that was even more heavily
populated by studies of intimate partner violence training. This area has received
the most attention, with 30 (73 percent) of the studies assessing programs in this
area.”> With the exception of four studies that reported outcomes of an elder
abuse training session, the remainder (n = 7, or 17 percent) examined child
maltreatment training efforts.

The lack of evaluative information on elder abuse training may be partly a
function of the relatively recent emphasis placed on the need for screening and the
lack of available training opportunities. However, the reasons underlying the lim-
ited attention paid to evaluating child abuse training efforts are less clear. Descrip-
tions of training strategies appeared in the literature more than 20 years ago (e.g.,
Hansen, 1977; Venters and ten Bensel, 1977), although published research on train-
ing did not surface until much later (1987). Despite the results of surveys conducted
in the late 1990s that continued to report noticeable numbers of health care profes-
sionals who felt ill-equipped to fully address child abuse cases and labeled their
training in this area as insufficient (e.g., Barnard-Thompson and Leichner, 1999;
Biehler et al., 1996; Wright et al., 1999), efforts to assess training remain few in
number. For example, in our search, we found 20 studies that described some type
of training effort in child maltreatment for health professionals, but only 7 studies
met the committee’s criteria for selection.

abuse program, which fell outside the definition of formal training that was used. Another 14 studies
either did not provide any evaluative data concerning the program, restricted their examination to
qualitative observations, or collected information on such outcomes as participant satisfaction (Bul-
lock, 1997; Delewski et al., 1986; Gallmeier and Bonner, 1992; Hansen, 1977; Ireland and Powell,
1997; Krell et al., 1983; Krenk, 1984; Nelms, 1999; Pagel and Pagel, 1993; Reiniger et al., 1995;
Thurston and McLeod, 1997; Venters and ten Bensel, 1977; Wielichowski et al., 1999; Wolf and
Pillemer, 1994). Finally, two studies had as their focus the development and assessment of new
measures for assessing training rather than the observed outcomes of the training itself (Dorsey et al.,
1996; Kost and Schwartz, 1989).

SSummaries of these studies in terms of training characteristics, outcomes assessed, evaluation
designs, measurement strategies, and major results are provided in Appendix F for intimate partner
violence training and Appendix G for child abuse training evaluations. For each type of outcome,
studies are ordered by training target population (e.g., medical students, residents and fellows, emer-
gency room staff, and providers in other health care settings).
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TYPES OF TRAINING EFFORTS EVALUATED

Selected characteristics of the training efforts evaluated in the 37 studies of
intimate partner violence and child abuse training are summarized in Table 5.1.
Overall, training programs on intimate partner violence that were subjected to
some formal evaluation targeted a more diverse group of training populations.
For example, no study examined outcomes of child abuse training efforts for
medical students; in contrast, 13 percent of the intimate partner violence evalu-
ations examined formal medical school courses, modules, and other inten-

TABLE 5.1 Overview of Training Interventions Assessed in the Evaluations of
Intimate Partner Violence and Child Abuse Training

Area of Family Violence Addressed

Intimate
Partner Child
Violence Abuse Total
(n="17) (n =30) (n=37)
Characteristic N % N % N %
Training population:
Medical students 4 133 0 0.0 4 10.8
Residents or fellows 6 20.0 3 429 9 243
Emergency department staff (e.g., nurses, 13 433 0 00 13 35.1
physicians, and social workers)
Staff in other health care settings (e.g., 7 233 0 0.0 7 189
primary care and maternal health clinics)
Other (e.g., child protective services workers 0 00 4 571 4 10.8
and participants from several disciplines)
Length of training:
Less than 2 hours 9 300 0 0.0 9 243
2-4 hours 7 233 0 0.0 7 189
5-8 hours 2 6.7 4 551 6 16.2
More than 8 hours 5 16.7 3 429 8 21.6
Not specified 7 233 0 00 13 35.1
Training strategy:
Didactic only 15 50.0 0 00 15 405
Didactic and interactive 11 36.7 7 100.0 18 48.6
Not specified 4 133 0 0.0 4 108
Training included screening form: 13 433 0 00 13 35.1
Training included other enabling devices
(e.g., local resources list, checklists,
and anatomically correct dolls) 12 40.0 1 125 13 351

Note: Percentages are column percentages and may not total 100.0 percent due to rounding.
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sive instructional strategies (Ernst et al., 1998, 2000; Haase et al., 1999; Jonassen
et al., 1999; Short et al., 2000).°

Providers in emergency departments and general health care settings are
typically one of the first points of contact for abuse victims, and profes-
sional organizations have stressed the need to improve the identification and
management of intimate partner violence (e.g., American College of Emer-
gency Physicians, 1995; American College of Nurse Midwives, 1997;
American Medical Association, 1992). Consequently, a substantial portion
of intimate partner violence training evaluations have examined programs
for emergency department staff (43 percent), and nearly one-quarter have
involved providers in other organized health care settings (23 percent). Five
(71 percent) of the seven training evaluations in child abuse were directed at
professionals who are most likely to encounter child maltreatment cases—
namely, pediatric residents and child protective services workers (Cheung et
al., 1991; Dubowitz and Black, 1991; Leung and Cheung, 1998; Palusci and
McHugh, 1995; Sugarman et al., 1997). No assessments of intimate partner
violence or child maltreatment training efforts designed for the dental or
physician assistant professions have been conducted.

Previous research on continuing medical education (e.g., Davis et al., 1999)
has shown that if training is likely to have any impact on behavior, strategies that
involve interaction among trainers and participants are important (see Chapter
6). These strategies have been a part of all child abuse training that has been
subjected to any formal assessment (see Table 5.1). In contrast, only about 37
percent of the intimate partner violence training programs incorporated interac-
tive instructional strategies, ranging from practice interviewing to group devel-
opment of appropriate protocols and strategies for their implementation (e.g.,
Campbell et al., 2001).

Providing participants with materials that they can use in their clinical prac-
tice (e.g., assessment forms and diagnostic aids) also has been shown to facilitate
the translation of what was learned from training into specific behaviors in the
health care setting (see Chapter 6). A noticeable portion of the intimate partner
violence evaluations was targeted at assessing outcomes associated with the in-
troduction of a screening protocol that also involved training staff in its use.
Approximately two-fifths of evaluated intimate partner violence training efforts
provided additional “enabling” materials for use in clinical practice. Examples
include posters or pocket-sized cue cards with screening questions or other check-
lists that were part of the materials provided to residents (Knight and Remington,
2000) and emergency department or health clinic staff (Fanslow et al., 1998;
Roberts et al., 1997; Thompson et al., 2000). The dissemination of assessment

oA study by Palusci and McHugh (1995) did include medical students, but they accounted for a
small proportion of the participants (2 individuals, or 13 percent of the 15 participants).
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forms and other materials by child abuse training efforts was much less com-
mon. Of the seven training evaluation studies, one program provided participants
with anatomically correct dolls for use in assessment (Hibbard et al., 1987).

ASSESSING THE AVAILABLE EVIDENCE

Understanding the effectiveness of family violence training programs neces-
sitates estimating the unbiased effects of training (i.e., the impact of training
above and beyond the influence of other variables that may have contributed to
the observed outcomes). It is well known that this is best achieved by random-
ized field experiments in which individuals are randomly assigned to groups.
This design, if successfully executed, controls nearly all common threats to in-
ternal validity (e.g., selection, history, and maturation).

However, randomization alone is not sufficient if these efforts are to be
truly informative. Evaluation designs must also: (1) use outcome measures that
are reliable, valid, and sensitive to change over time; (2) demonstrate that the
training intervention was implemented as planned and that participants’ experi-
ences differed noticeably from those who did not receive such training; and (3)
have sufficient sample sizes to allow statistical detection of group differences if
they exist.”

Despite the strengths of randomized designs in determining program effec-
tiveness, their execution in the field is not easy, and problems that are likely to
introduce unexpected threats to internal validity can occur. For example, ex-
tended follow-up measurement waves—a desirable design component for ex-
amining how long training outcomes are sustained—also increases the chances
that some study participants may not respond to later assessments. The resulting
attrition may differ among study groups. Depending on its nature and magni-
tude, this differential attrition can either exaggerate or diminish the observed
group differences.

Historical threats to internal validity can be introduced by unanticipated
events, such as the introduction of new reporting requirements, the enactment of
laws that mandate education, or increased attention by the media to family vio-
lence, all of which are beyond the control of the evaluator (see Campbell et al.,
2001, for examples of these). Another problem occurs when settings permit in-
teraction and contact among training group participants and their counterparts
who did not receive such training (e.g., sharing of what was learned, or what is

7Statistical pooling of outcome results was not performed. Although such meta-analyses have
provided valuable insight into the impact of problem-based learning and continuing education in
medicine (e.g., Davis et al., 1999; Vernon and Blake, 1993), the small number of rigorous studies
precluded this. In addition, data were not always reported for use in calculating effect sizes.
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known as contamination). Members of the “no training” or “usual circumstances”
comparison groups also may actually receive some relevant training through
professional organizations or their own reading. Especially when the training is
lengthy and involves multiple components, training participants themselves may
not attend all sessions, complete homework assignments, and so forth (see Short
et al., 2000). All of these circumstances narrow the difference that is likely to be
found between groups and can lead to misleading conclusions when training is
not monitored for both the intervention and comparison groups. Essentially, ran-
domized designs then end up as quasi-experiments, and the ability to determine
the net impact of training is reduced.

In some circumstances, randomization may not even be feasible, and quasi-
experimental designs are the only alternative. These can involve the use of a
comparison group that was not constructed by random assignment or the assess-
ment of outcomes only for a training intervention group before training and at
multiple points thereafter (time-series or cohort designs). Although these are
unlikely to provide unbiased estimates of intervention effects, sophisticated sta-
tistical modeling procedures now exist for taking into account some pretreatment
and post-treatment selection biases, given that the necessary information is col-
lected as part of the study (e.g., Lipsey and Cordray, 2000; Murray, 1998).
Along with other design features, such nonexperimental studies, if well done,
can add to the knowledge base about training (e.g., evidence for a relationship
between training and the observed outcomes). For this reason, these were in-
cluded in our review of evaluation studies.

The most common training evaluation has involved the assessment of
changes for the training participants only, typically before and immediately after
training. Unfortunately, this is the weakest quasi-experimental design, as it yields
little information on either the net effects of training or its relationship to out-
comes. However, these studies can address the question “Did the expected im-
provements in knowledge, attitudes, and/or beliefs occur?” For example, did
individuals who participated in the training show an increase in knowledge and
self-confidence about treating family violence? This might be viewed as the first
question of interest in any causal assessment. Results from such studies also may
partly inform expectations about where improvements in performance may or
may not be reasonable to expect and how long any observed gains might be
sustained. Furthermore, if reliable change in outcomes is repeatedly not found,
attention can be directed at understanding the reasons for these no-difference
findings (e.g., poor engagement of participants, unreliable or insensitive mea-
sures, loss of organizational support for identification and management of family
violence, poorly designed training curricula) so as to improve the development
of training strategies and the choice and measurement of outcomes in the future.
It also is possible that some of these studies were less subject to competing rival
explanations for the observed changes due to other design features (e.g., very
short pretest/posttest intervals and multiple pretest observations). Thus, the com-
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mittee reviewed studies of this type to identify whether any general conclusions
about the expected outcomes of training could be drawn.®

CHARACTERISTICS OF THE EVALUATION AND
RESEARCH BASE

As previously noted, the outcomes of interest to the committee included
those related to knowledge, attitudes, and beliefs; outcomes associated with
screening and assessment of family violence (e.g., rates of asking about abuse,
percentages of cases identified, and adequacy of documentation); and other pa-
tient outcome indicators (e.g., referrals made for individuals who were victims
of violence). Table 5.2 summarizes the degree to which the 37 evaluations as-
sessed each of these outcomes. There was a clear difference in the attention paid
to the three outcome domains, depending on the type of training. About 57
percent of intimate partner violence training evaluations measured improvements
in knowledge, attitudes, and beliefs. Given that a frequent goal of training was to
implement a standard assessment protocol successfully, the evaluations paid con-
siderable attention to determining changes in the frequency of screening and
case finding (70 percent). A much smaller proportion of studies (27 percent)
attempted to assess other changes in clinical practices. For example, the extent to
which patient charts included a safety assessment and body map completed by
emergency department staff was examined by Harwell et al. (1998), and changes
in information and referral practices were assessed by Shepard et al. (1999) for
public health nurses, Wiist and McFarlane (1999) for prenatal health clinic staff,
and Short et al. (2000) for emergency department, critical care, and perinatal
staff. Using an index for rating quality of care by medical record review, Thomp-
son et al. (2000) tracked changes in both training intervention and comparison
sites. The evaluation conducted by Campbell et al. (2001) was unique in attempt-
ing to assess quality of care in terms of both medical record review and patient
satisfaction ratings. Moreover, this was one of the few studies to measure the
extent of organizational support (e.g., commitment) for detecting and treating
victims of intimate partner violence.

In contrast, evaluations of child abuse training focused primarily on investi-
gating whether knowledge, attitudes, and beliefs improved. Assessment of other

8Admittedly, this group would be skewed toward those studies that observed the expected changes.
Even with this limitation, however, it would have been useful to derive average effect sizes for these
observed changes and compare their magnitude with that obtained in more rigorous studies. If simi-
lar magnitudes for these two groups had been found, this would have been informative. However,
such an analysis was precluded once again due to the lack of necessary information (e.g., some
reported means but no standard deviations, and others only reported overall statistical significance
levels but no other statistics on group performance). Although not peculiar to this literature (e.g.,
Gotzsche, 2001, and Orwin and Cordray, 1985), a gap prevents this type of quantitative comparison.
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TABLE 5.2 Outcomes Examined in Evaluations of Intimate Partner Violence
and Child Abuse Training

Area of Family Violence Addressed

Intimate
Partner Child
Violence Abuse Total
(n=30) (n=17) (n=37)
Characteristic N % N % N %
Outcome domain:¢
Knowledge, attitudes, or beliefs (KAB) 17 56.7 6 75.0 23 62.2
Screening and identification of abuse 21 70.0 0 0.0 21 56.8
Other clinical skills (e.g., appropriate 8 26.7 2 25.0 10 27.0
documentation and referrals)
Number of different outcome domains assessed:
KAB only 9 30.0 5 714 14 378
Screening and detection of abuse only 9 30.0 0 0.0 9 243
Other clinical skills or outcomes only 0 0.0 1 143 1 2.7
KAB and screening/detection only 4 133 0 0.0 4 10.8
Screening/detection and other clinical only 5 16.7 0 0.0 5 135
KAB and other clinical only 0 0.0 1 143 1 2.7
KAB, screening, and other clinical 3 10.0 0 00 3 8.1

Note: Percentages are column percentages.
dBecause a study can assess multiple outcomes, the percentages do not total 100.0 percent.

outcomes was not only infrequent but also more indirect. Cheung et al. (1991)
used vignettes to rate the competency of trained protective services workers in
case planning, goal formulation, and family contract development. These same
researchers also assessed overall competency as indicated by supervisor job rat-
ings (Leung and Cheung, 1998).

Evaluators of training efforts on intimate partner violence were more likely
to measure multiple outcomes in the same study: 30 percent of the evaluations in
this area reported findings on two outcomes, and another 10 percent assessed
outcomes in all three domains. In contrast, only one (14 percent) of the seven
child abuse studies gathered data on outcomes in more than one domain (Cheung
etal., 1991).

Measurement of Outcomes

How outcomes are measured can influence what can be learned from evalu-
ations. For example, unreliable measures can reduce the ability to detect inter-
vention effects and therefore effectively decrease the power of a design (Lipsey,
1990). Even when gains among training participants and group differences are
found, the measures used may have poor construct validity, serving as only pale
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surrogates of the relevant outcomes. These issues are especially relevant to re-
search on family violence, given that study authors have frequently developed
their own knowledge tests, attitude questionnaires, and chart review forms to
assess practitioner attitudes and practices but either failed to assess their psycho-
metric properties or reported marginal results, e.g., internal consistencies of less
than 0.70 (e.g., Finn, 1986; Saunders et al., 1987).

Among the 16 evaluations that examined improvements in knowledge, atti-
tudes, and beliefs about intimate partner violence, all but two developed their
own measures. However, slightly less than half of these presented no data on the
reliability (e.g., internal consistency) of these instruments, although total scores
and subscale scores were derived. The remainder either referred readers to previ-
ously published data on the measures or provided their own assessments of
internal consistency (the preferred strategy), which were generally at acceptable
levels (Cronbach o = 0.70 or higher).

The most concerted efforts at instrument development have been carried out
by Short et al. (2000), Maiuro et al. (2000), and Thompson et al. (2000). In Short
et al.’s (2000) evaluation of the domestic violence module for medical students
at the University of California, Los Angeles, not only were both the internal
consistency and test-retest reliability examined for the knowledge, attitudes, be-
liefs, and behaviors scale that she developed, but also attention was paid to
assessing the construct validity of the intervention itself (i.e., expert ratings of
whether it contained the appropriate content and utilized a problem-based ap-
proach and varied training methods). Maiuro and colleagues (2000) developed a
39-item instrument to assess practitioner knowledge, attitudes, and beliefs, and
self-reported practices toward family violence identification and management.
This instrument exhibited internal consistency (o0 = 0.88), content validity, and
sensitivity to change and was later used by Thompson et al. (2000) to assess
training outcomes for primary health clinic staff.

When protocols for asking individuals about intimate partner violence were
utilized, Campbell et al. (2001) and Covington and Dalton et al. (1997),
Covington and Diehl et al. (1997) used items from the Abuse Assessment
Screen, which has been investigated as to its validity (Soeken et al., 1998).
Thompson et al. (2000) used items that had been validated by McFarlane and
Parker. Clinical skills (e.g., asking about intimate partner violence or correctly
diagnosing abuse) in medical students and residents were assessed with stan-
dardized patient visits and case vignettes, with two exceptions; Knight and
Remington (2000) used a patient interview to determine whether trained resi-
dents had asked the woman about intimate partner violence, and Bolin and
Elliott (1996) had residents report daily on the number of conversations they
had about intimate partner violence with the patients seen.

With regard to measuring screening prevalence, identification rates, docu-
mentation, and referrals, evaluations of intimate partner violence training relied
on reviewing patient charts. The typical practice was to use standardized forms
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developed by the researchers for collecting baseline and follow-up data. When
multiple coders were used, the degree to which information was provided on the
blinding of raters, how disagreements were resolved, and interrater reliability
varied. For example, Tilden and Shepherd (1987) provided little information on
intercoder reliability, whereas both Thompson et al. (2000) and Short et al. (2000)
reported initial agreement levels (which ranged from 0.80 to 0.96) and a detailed
description of the record review process.

In the area of child abuse training, all studies developed their own assess-
ment instruments, but only three provided any data on the quality of their mea-
sures. Palusci and McHugh (1995) reported on the internal consistency of their
30-item knowledge test, which was only marginally acceptable (o. = 0.69). Leung
and Cheung (1998) also reported coefficient alphas for their measures of the
amount learned and supervisor ratings of job performance, and interrater reli-
ability was provided for the grading of trainees’ responses to case vignettes
(Cheung et al., 1991).°

Timing of Measurement

An important question regarding training program outcomes involves the
“half-life” of any observed improvements and whether changes are sustained or
degrade over time. Studies that employ multiple and extended follow-up assess-
ments are critical to informing this issue. The most common strategy has been to
measure immediate improvement in knowledge, attitudes, and beliefs, typically
within the first month after completion of training (see Figure 5.1). A handful of
intimate partner violence training evaluations also assessed knowledge levels
after a much longer time had elapsed (e.g., Campbell et al., 2001; Ernst et al.,
2000; Short et al., 2000; Thompson et al., 2000). This is not true for child abuse
training evaluations, for which there are no available data on the degree to which
participants retained what they learned more than six months after training.

Outcomes associated with screening, case finding, and other clinical indica-
tors have been assessed at much longer intervals for intimate partner violence
training interventions. Nearly half (48 percent) of the evaluations measured
screening and identification rates more than six months after the intervention,
and four of these included data more than one year after training. For other
clinical practices, approximately two-thirds attempted to measure outcomes 7 or
more months after training, and 3 of these 6 studies collected data 12 or more

9Coefficient alpha or Cronbach’s alpha is a statistic that measures the reliability of a test, scale,
or measure in terms of its internal consistency. It is obtained from the correlations of each item
with each other item. Like a correlation, it ranges from O to 1, with 0 meaning complete
unreliability (the responses are essentially unrepeatable random responses) to 1 (all the items
measure the same thing exactly).
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FIGURE 5.1 Timing of measurement in evaluations by type of training and outcome
domain. IPV = intimate partner violence; CA = child abuse and neglect; KABB = knowl-
edge, attitudes, beliefs, behaviors. Note: Percentages are column percentages. Because a
study can have both a posttest and follow-ups, the numbers do not total to the number of
studies in each training area.

months after training had been completed. Once again, the situation is much
different for child abuse, for which the attention paid to measuring clinical out-
comes has been infrequent, and follow-up data for extended periods was avail-
able in only one study.

Type of Design

The large majority of training program evaluations relied on some type of
quasi-experimental design. The typical practice was to assess individual out-
comes (e.g., knowledge levels of residents) with one-group, before-after de-
signs and measure the health care outcomes of patients who were seen by the
training recipients (e.g., percentage of patients who were screened by emer-
gency department staff and identified as victims of family violence) before and
one or more times after training. The most sophisticated design for determining
causality—the individual or group randomized experiment—was employed in
only six studies, and all of these were directed at training on intimate partner
violence. Even here, however, some may be labeled more accurately as quasi-
experiments due to problems encountered when sites varied in the degree to
which they successfully implemented the training intervention or were possibly
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vulnerable to competing hypotheses related to self-selection caused by attrition
from measurement and the occurrence of other events that affected the magni-
tude of group differences.

Because individual studies may examine different outcomes with different
designs (e.g., incorporate a comparison group for selected outcomes only), Table
5.3 describes the evaluations in terms of the design used and the outcome of
interest. As noted earlier, one-group, pretest-posttest designs were the most com-
mon when knowledge, attitudes, and beliefs were of interest. Approximately 63
percent of the studies assessing knowledge in both intimate partner violence and
child abuse training relied on this design, and of this group, two-fifths limited
their study to examining only changes that occurred immediately after the train-
ing session had concluded. The remaining studies were more ambitious, either
incorporating a comparison group that received no training or a different type of
training, but assignment to these comparison groups was nonrandom. In addi-
tion, the most rigorous studies randomly assigned individuals or training sites
(e.g., clinics or hospitals) to receive or not to receive the training of interest.

For outcomes involving the identification of abused women, approximately
one-third of the studies measured rates of screening, case finding, or both before
and between 4 days and 12 months after staff training had occurred. Another 10
percent included lengthier follow-ups. Slightly more than two-fifths of the evalu-
ations also collected similar screening and case-finding data from one or more
comparison sites where staff did not receive such training; this group was nearly
equally split between studies that managed to randomly assign sites to either a
training or no-training group and those that did not randomize. A similar pattern
pertained to evaluations that tracked other types of clinical outcomes.

TRAINING OUTCOMES AND EFFECTIVENESS

In general, the designs for most evaluations have effectively limited their
contributions to enhancing the knowledge base with regard to the impact of
training on health professionals’ responsiveness to family violence. The varia-
tion in sophistication and rigor previously described must be taken into account
when summarizing what is known about the effectiveness of family violence
training. Because the large majority have used weak quasi-experimental designs
(i.e., one-group, pretest and posttest), they can at best provide information for
the much simpler question regarding whether the outcomes expected by training
faculty actually occurred.

The remaining paragraphs attempt to summarize the evidence provided
by the evaluations conducted to date. The majority of attention is paid to
evaluations of intimate partner violence training, given the greater amount of
available information. Outcomes for knowledge, belief, and attitudes; screening
and identification; and other clinical outcomes are summarized separately. Be-
cause of the small number of child abuse evaluation studies and the even smaller
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set of elder abuse training evaluations, brief summaries of what can be gleaned
from published efforts in these two areas are presented below.

Child Abuse Training

Summarizing what is known about child abuse training efforts is difficult,
given the small number of studies (n = 7) and their heterogeneity in terms of the
professionals trained, the type of training delivered, and the designs themselves.
The majority of evaluative data focuses on improvements in knowledge but re-
stricts examination to training participants only (see Appendix G). In all cases,
individuals who attended the training (whether they are residents in pediatrics,
physicians, nurses, or caseworkers) exhibited increased knowledge levels, more
appropriate attitudes, and perceived self-competency to manage child abuse
cases. Such gains were typically measured immediately after training comple-
tion. For example, in two studies of child protective services workers, the train-
ees’ perceptions about their ability to identify abuse and risk, along with attitudes
about the value of family preservation and cultural differences, also improved
after enrolling in a 3-month training program (Leung and Cheung, 1998), and
greater ability in case planning, goal formulation, and family contract develop-
ment was observed for individuals who had a 6-hour seminar in these skills
(Cheung et al., 1991).

Relative to a comparison group, Dubowitz and Black (1991) found stronger
improvement in knowledge, attitudes, and skills (including perceptions about
their competency to manage child abuse cases) among pediatric residents who
had attended several 90-minute sessions on child abuse immediately after train-
ing. However, with the exception of perceived self-competency, these differ-
ences were no longer evident at the 4-month follow-up. Palusci and McHugh
(1995) also found that medical students, residents, fellows, and attending physi-
cians who participated in a clinical rotation on child abuse had higher knowledge
scores, on average, than their counterparts in other rotations. Once again, how-
ever, assessment was limited to immediately after the rotation had ended. In both
these cases, the degree to which differences at the pretest between the training
and intervention groups may have contributed to these group differences was not
well examined.

For more direct indicators of clinical competency, Leung and Cheung (1998)
found that child protective services workers who had received three months of
focused training on child abuse improved between their six-month, nine-month,
and first annual evaluation and between their first annual and second annual
evaluation as measured by supervisor job performance ratings that covered such
behaviors as case interviewing and documentation). At the same time, no signifi-
cant differences between their performance and that of more seasoned workers
without such formal training were found.

The above set of findings provides neither a broad nor strong evidence base
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on which to understand the outcomes and effects of child abuse training. Al-
though training in this area appears to instill greater knowledge, appropriate
attitudes, and perhaps self-efficacy for dealing with child abuse cases, these
within-group changes have mainly been observed immediately after the conclu-
sion of training. The extent to which they are sustained or can confidently be
attributed to the training interventions themselves is unclear.

Training on Intimate Partner Violence

The degree to which health professionals involved in training on intimate
partner violence actually change their knowledge, attitudes, and beliefs was ad-
dressed by 13 of the 15 training evaluations.'” Typically, these evaluations did
not go beyond examining changes before and after training, and posttests were
usually administered immediately upon training completion or shortly thereafter
(within one month).!! In all but one evaluation (Knight and Remington, 2000),'?
statistically reliable differences between the pretest and posttest were found.
Such gains were observed across a wide range of training interventions (ranging
from a one-hour lecture to one or more days), questionnaires, and populations
(medical students, residents, hospital staff, and community providers). Appar-
ently, participants take something away from even a relatively brief exposure to
material on family violence, but what the something is, how it changes with the
content, nature, and length of training, how long it remains with them, and
whether it was a direct result of training are not clear.

More informative are the seven evaluations that paid some attention to mea-
surement issues (e.g., multi-item scales with acceptable levels of internal consis-
tency) and had complete assessment data on the majority of training participants
(70 percent or more). Many of these studies also had multiple or extended post-
baseline assessments, and three collected outcome and other relevant data on
comparison groups, two of which were designed as randomized field experi-
ments. On the whole, pretest-posttest gains similar to those previously described
were observed. In the Jonassen et al. (1999) study, medical students who com-
pleted an intensive interclerkship module (2 or 3.5 days) showed increases in
knowledge, attitudes, and perceived skills at the time of completing the module,
and these gains had not significantly eroded six months later. With the exception

100ne study (Varvaro and Gesmond, 1997) involving emergency department house staff did not
perform statistical analyses due to small sample sizes. Another study (Ernst et al., 1998) did report
pre-post differences on 2 of 14 knowledge items but did not consider that this may be associated with
the number of comparisons that were performed.

11Appendix F lists the evaluation studies and their characteristics regarding knowledge, attitudes,
and belief outcomes for training on intimate partner violence.

12This “no-difference” finding in attitudes is most likely attributable to significant problems with
respondent carelessness and a desire to complete the surveys quickly.
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of perceived skills, similar results were found by Kripke et al. (1998) for a 4-
hour workshop attended by internal medicine residents. Nearly 2 years after a
focused, 2-day training workshop, emergency department staff evinced less blam-
ing attitudes toward victims and were more knowledgeable about intimate part-
ner violence and their role in addressing this problem than prior to training
(Campbell et al., 2001). Furthermore, this group, which worked in hospitals that
were randomly assigned to the training intervention, outperformed their counter-
parts at other hospitals who had not received the training.

Evaluations conducted by Short et al. (2000) and Thompson et al. (2000)
provide a more differentiated picture of which attitudes and beliefs undergo the
most modification. Medical students at the University of California, Los Ange-
les, who enrolled in a 4-week domestic violence module showed statistically
reliable gains in knowledge, attitudes, and beliefs at the completion of the mod-
ule and also improved more than medical students enrolled at a nearby school
who did not have any organized opportunities for training on intimate partner
violence. Further analyses highlighted that this improvement was primarily a
function of increases in perceived self-efficacy—namely, the ability to identify
a woman who had been abused and intentions to screen regularly upon becom-
ing practicing clinicians. No such change was observed in other knowledge and
attitude domains (e.g., how appropriate it is for physicians to intervene in these
situations).

Similarly, primary care team members also experienced increased feelings
of self-efficacy with regard to treating intimate partner violence victims both 9
and 21 months after an intensive training session (Thompson et al., 2000). This
was in sharp contrast to staff in other clinics who had been randomly assigned
not to receive the workshop and whose self-confidence in handling this problem
decreased between the baseline and the nine-month follow-up period. Training
participants also changed markedly and outperformed their comparison group
counterparts in two other attitude domains—namely, fear of offending victims
and provider or patient safety concerns in their interactions and stronger feelings
that necessary organizational supports were in place.

Improvements in Screening and Ildentification Rates

Increased knowledge and more appropriate attitudes are important, but the
ultimate goal is for professionals to translate these into their daily practice. Of
the 18 evaluations that examined one or more of these behaviors, 7 collected
data on variables related to asking or talking about intimate partner violence
with their patients, and 11 monitored changes in case finding (e.g., the percent-
age of patients seen who were positively identified as victims of intimate part-
ner violence).

13Appendix F summarizes the studies on intimate partner violence screening and identification
rates that included some type of training intervention.
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In terms of explicitly inquiring about intimate partner violence, three of the
five studies with data on this outcome found significantly higher percentages of
patients asked about intimate partner violence after staff had participated in work-
shops or other staff training. For example, Knight and Remington (2000) ob-
served that four days after hearing a lecture, internal medicine residents more
frequently asked patients about intimate partner violence, based on reports of
patients seen in their practice. Such changes do not seem limited to the short
term but were also found 6 to 9 months later for community health center staff
(Harwell et al., 1998) and primary care team members (Thompson et al., 2000).
Moreover, this latter study demonstrated that such improvement did not occur
among staff in teams that were randomly assigned not to receive such training.
The training in all three studies provided either formal assessment protocols or a
laminated cue card with screening questions. The other randomized field experi-
ment (Campbell et al., 2000) found promising gains 24 months after a training
intervention among emergency department staff and in contrast to their compari-
son group counterparts. The one study that showed no differences at a 6-month
posttest involved a 4-hour training strategy aimed at internal medicine residents,
but it involved no protocol or other enabling materials (Kripke et al., 1998).

The evidence on whether more frequent screening by practitioners is accom-
panied by increased case finding, however, is somewhat more mixed. A total of
13 evaluations monitored changes in relevant variables. Based on follow-ups
conducted anywhere between 1 and 12 months after training, 7 (or 54 percent) of
the evaluations found that the percentage of women who were positively identi-
fied as abused increased significantly in those emergency departments or clinics
in which staff had received intimate partner violence training. In all these efforts,
a protocol again was included as part of the training.

Four evaluations found no reliable change, and both programmatic and meth-
odological factors most likely contributed to these results. In the evaluation of
training for internal medicine residents, identification rates did not change, and
no protocol or screening materials were provided as part of the training (Kripke
et al., 1998). The other three evaluations did involve such forms. Among com-
munity health center staff, Harwell et al. (1998) found no change in the propor-
tion of cases that were confirmed as intimate partner violence, but they did find
that a greater percentage was suspected of it. Thompson et al. (2000) also found
a 30 percent improvement in case finding, but this was not statistically reliable,
most likely because of low statistical power and problems in medical record
review. Finally, Campbell et al. (2001) found no statistically significant gains in
the proportion of patients who self-reported intimate partner violence and had it
documented in their charts; at the same time, this also may have been because of
small sample size, events that may have increased relevant practices in the com-
parison sites (e.g., legislation on mandatory reporting and education), and the
time required for modification of chart forms to facilitate reporting.

Furthermore, among the five studies that employed comparison hospitals or
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clinics, only two evaluations reported greater case finding in the intervention
groups, but these increases may have been due to selection bias. No differences
surfaced in those with randomized controls.

Overall, the above results suggest that if training is to result in increased
screening for intimate partner violence, it must include instruction in and use of
screening protocols and other types of standardized assessment materials.
Clearly attesting to this are the findings from McLeer et al. (1989), who re-
ported that the sizable increase in screening that followed training and protocol
use essentially disappeared eight years later when administrative policy changed
and the necessary infrastructure to support screening no longer existed. In addi-
tion, Larkin and his colleagues (2000) found dramatic improvements in screen-
ing rates by nursing staff, but only after disciplinary action for not screening
was instituted as emergency department policy; neither training nor the avail-
ability of a protocol had previously enhanced screening in this site. Finally,
Olson et al.’s (1996) work, while revealing a rise in domestic violence screen-
ing after a stamped query was placed on each patient’s chart, also found that the
addition of formal training following chart stamping produced no further im-
provement. Essentially, the net contribution made by training itself to screening
and identification is less clear.

Improvements in Clinical Outcomes

Other clinical outcomes associated with identification include such behav-
iors as assistance in planning a course of action, providing referrals, and provid-
ing appropriate and quality care. Seven evaluations included measures relevant
to these outcomes.'* In general, there is some suggestion that training may be
associated with staff’s more frequently providing referrals for abused women.
Harwell et al. (1998) found that trained community health center staff more
often completed safety assessments (which had been provided as part of the
training) and referred individuals to outside agencies. Wiist and McFarlane
(1999) found similar results with regard to referrals for pregnant women who
had been identified as intimate partner violence cases as did Fanslow et al. (1998,
1999) with emergency department staff. Although Shepard et al. (1999) did not
find such gains with regard to trained public health nurses, the percentage of
intimate partner violence cases that were provided information did significantly
increase. In their randomized group trial, Campbell et al. (2001) found that pa-
tients were more satisfied with the care that they had received by trained emer-
gency department staff compared with those in clinics in which staff had not
received the training. This study also was unique in its measurement of institu-
tional change: an index assessing departmental commitment to detecting inti-

14Appendix F describes the evaluations that examined these outcomes.
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mate partner violence victims was stronger in the departments that participated
in the training. Thompson et al. (2000), however, found no differences between
intervention and comparison primary teams with regard to ratings of the quality
of management as determined by record review. Saunders and Kindy (1993) also
found no improvement among internal medicine and family practice residents in
terms of history taking and planning.

In general, it may be that the materials provided do assist, particularly in
terms of referrals. The reasons underlying the lack of differences in other vari-
ables may be several. These include site variation in implementing the necessary
supports for system change, other events that may have contributed to increases
in appropriate practices and weakened the difference between the training and
comparison groups (Campbell et al., 2001), and problems resulting in accurately
measuring certain outcomes such as quality of care (Thompson et al., 2000).

Training on Elder Abuse

As previously noted, the training of health professionals to identify elder
abuse and neglect and intervene appropriately has received little attention in the
literature. Descriptions of formal curricula and training models are few in num-
ber. Thus, it is not surprising that formal published evaluations of training efforts
are also lacking.

The committee’s literature search uncovered only four studies that explicitly
provided any evaluative information on the outcomes of such training. These
efforts were quite heterogeneous in terms of the recipients of training, the train-
ing provided, and the way in which outcomes were examined. Both Jogerst and
Ely (1997) and Uva and Guttman (1996) reported data on the outcomes of resi-
dent training in elder abuse screening and management. Each study focused on a
different specialty and training strategy. Whereas a home visit program to im-
prove the skills of geriatric residents for carrying out elder abuse evaluations was
the focus of Jogerst and Ely’s work, Uva and Guttman provided data associated
with a 50-minute didactic session for emergency medicine residents. Training
for diverse groups of professionals was described and assessed by Vinton (1993)
in her study of half-day training sessions of caseworkers, and Anetzberger et al.
(2000) reported on the use of a 2.5-day training program that involved a formal
curriculum—A Model Intervention for Elder Abuse and Dementia—that was
delivered to adult protective services workers and Alzheimer’s Association staff
and volunteers.

Although all authors interpreted their findings as highlighting the benefits of
training in terms of improved knowledge, level of comfort in handling elder
abuse and neglect, and other outcomes (e.g., self-perceived competence), none
of the four studies provided clear evidence regarding training effectiveness. For
example, Vinton (1993) and Anetzberger et al. (2000) restricted their assessment
to only pretest and posttest measurement of training participants immediately
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after training. Jogerst and Ely (1997) did employ a comparison group consisting
of an earlier cohort who had not participated in the home visit program. With the
exception of age, these groups were similar in terms of gender, type of practice,
age of patients, and number of patients seen per week. Residents who had par-
ticipated in the home visit rotation were more likely to rate their abilities to
diagnose elder abuse and evaluate other important aspects (home environment)
higher than the earlier cohort who did not have these training experiences. How-
ever, the latter group was more likely to have made home visits and to have
provided statements regarding guardianships for their patients. Whether this was
due to simply the added time in practice or to differences in patient mix or
clinician skills cannot be determined from this design and its execution, and thus
the effects of training (or lack thereof) remain ambiguous.

Uva and Guttman (1996) randomly assigned emergency residents to one of
two groups, either: (a) to take a 10-item survey addressing their confidence in
accurately recognizing elder abuse, level of comfort, and knowledge of how to
report suspected cases and then attend a 50-minute educational session or (b) to
participate in the session and then complete the survey. The two groups notice-
ably differed in terms of their confidence about detection and knowledge of
reporting. While less than one-quarter of the residents who were administered
the pretest trusted their skills in identification and knew to whom reports should
be made, all residents who completed the questionnaire after training did so.
Twelve months later, residents in both groups who responded to a follow-up
survey all believed that they could identify and report elder abuse. Although a
randomized design was used, this study is not very informative due to the lack of
a comparison or control group and quite limited outcome measurement (i.e.,
assessment of knowledge and perceived self-confidence were each limited to
one item).

Consequently, the knowledge base about the outcomes and effects of elder
abuse training is sparse. Although these four studies conclude that training is
beneficial, more comprehensive and rigorous assessments are needed in order to
determine the types of training that are effective. Moreover, efforts to examine
training for other populations, including medical students, nurses, and others,
remain to be carried out.

QUALITY OF THE EVIDENCE BASE

A previous National Research Council and Institute of Medicine report
(1998) concluded that the quality of the existing research base on family vio-
lence training interventions is “insufficient to provide confident inferences to
guide policy and practice, except in a few areas. Nevertheless, this pool of stud-
ies and reviews represents a foundation of research knowledge that will guide
the next generation of evaluation efforts and allows broad lessons to be derived”
(p. 68). Unfortunately, the situation with regard to our evidence base on the
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associated outcomes and effectiveness of family violence training interventions
is no different.

The research and evaluation base on family violence training interventions
is mixed in terms of potentially contributing to understanding training effective-
ness and the relationship between training and outcomes. This is especially true
with regard to elder abuse training (for which there were too few studies to
review systematically) and child abuse training. In terms of the latter, although
descriptions of training strategies are available, there have been only a handful
of attempts to provide corresponding evaluative information. When assessments
have occurred, they have nearly all focused on gains in knowledge, and the
majority have employed designs that cannot speak even to how training and
outcomes may be related. Furthermore, no study was conducted in such a way
that confident inferences could be made about the training intervention’s effec-
tiveness on patient outcomes.

The picture is somewhat more promising with regard to training on intimate
partner violence. More than two dozen evaluation studies were located, although
their methodological quality varied enormously. Again, assessing changes in
knowledge, attitudes, and beliefs received the most attention, but concerted at-
tempts have also been made to document changes in screening, identification,
and other relevant clinical outcomes that are associated with training, particu-
larly that which accompanies or includes the use of a screening protocol and
other forms. Moreover, a small number of randomized field experiments have
been conducted that can be used to address questions surrounding the effective-
ness of training, and when such designs were not logistically possible (e.g.,
randomizing medical students to courses), there are notable instances of quasi-
experimental designs that employ strong measurement strategies, measure dif-
ferences in training participation, and attempt to address how well other rival
explanations are ruled out.

As previously noted, several factors work against launching a concerted
effort to improve the number of evaluations that can be conducted and to en-
hance how they are done. However, it is important to continue evaluating family
violence training in ways that can contribute to the knowledge base about the
outcomes of these efforts (even if in small increments). Clearly, these must
include efforts to document outcomes and the effectiveness of training in child
and elder maltreatment. The topic of child abuse and neglect offers an instructive
example of evaluation needs. Training efforts for child abuse began to be de-
scribed in the late 1970s, mandatory reporting requirements now exist, a handful
of states require mandatory education in these reporting requirements and child
abuse, and there is a national center devoted to addressing child abuse and ne-
glect. However, only seven formal assessments, all of which suffered from meth-
odological weaknesses, could be found.

Training efforts in intimate partner violence also can benefit from more
serious scrutiny. The available evidence appears reasonably consistent in sug-
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gesting that training is positively associated with greater knowledge about fam-
ily violence, stronger feelings of comfort and self-efficacy about interacting
with battered women, and greater intentions to screen for intimate partner vio-
lence. When training is grounded in models of behavior change and how indi-
viduals learn, the data allow more confident determination of a link between
training and increases in knowledge, attitudes, and behavioral intentions. Fur-
thermore, for those training efforts aimed at practitioners, participants typically
outperform their counterparts who did not receive such training in terms of
increased rates of screening and identification—at least in the short term and up
to two years after training. The same can be said for outcomes associated with
safety planning, referrals for necessary services, and other clinical variables
(e.g., patient satisfaction).

The available evidence also strongly indicates that training by itself, how-
ever, is not sufficient in terms of producing the desired outcomes. Unless the
clinical settings display commitment to having their staff address the problem
of family violence and provide the resources to do it, the effects of training will
be short lasting and possibly erode over time. This suggests that training cannot
be seen as a one-shot endeavor (e.g., a course in medical or social work school)
and must include those who are responsible for creating the necessary infra-
structure to support and reward practitioners for paying attention to identifying
and intervening with family violence victims. Although the evidence for this
conclusion derives mostly from evaluations of intimate partner violence train-
ing efforts, it is likely that the same could be said about child and elder mal-
treatment training activities.

CONCLUSIONS

« Evaluation of the impact of training in family violence on health
professional practice and effects on victims has received insufficient
attention.

»  Few evaluative studies indicate whether the existing curricula are
having the desired impact.

e When evaluations are done, they often do not utilize experimental
designs (randomized controlled trials and group randomized tri-
als) necessary to determine training effectiveness. Also lacking are
high-quality quasi-experimental designs necessary to provide a
more complete understanding about the relationship of training to
outcomes.

« In addition to effective training on family violence, a supportive
environment appears to be critically important to producing
desirable outcomes.



Training Beyond the State of the Art

Moving beyond the current state of health professional training on family
violence, the focus of this chapter is twofold: (1) to explore potential training
content and (2) to examine behavior change in health professionals. With regard
to training content, the committee describes and analyzes the concept of core
competencies as an approach to establishing expectations for education and then
proposes core competencies for health professionals in relation to family vio-
lence. These competencies refer to the basic knowledge, skills, and behaviors
needed to respond effectively to family violence. In addition to specific core
content areas for the health professions addressed in this report, the need for
interdisciplinary core content is considered.

Following the discussion of what should be taught is a discussion of how
teaching should proceed. The committee reflects on several key concepts that
may affect behavior change and the ability of health professionals to learn about
family violence: the diffusion of innovation, principles of adult learning, prin-
ciples of continuing education, sustaining knowledge, building and maintaining
what is effective, and independent forces with the potential to influence the
education of health professionals, including evidence-based practice and routine
outcome measurement.

Identifying appropriate content and teaching strategies is necessary for the
development of effective training programs. In the committee’s view, these tasks
are at the very heart of its charge. However, progress is limited by the lack of
research. A review of available literature reveals a great deal of expert opinion,
and in some cases even consensus, about what is needed, but little scientific
evidence about the necessary components or methods of family violence cur-
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ricula. Key competencies may be normatively derived at least in part, but re-
search is needed to support these norms. The literature on teaching methods and
provider behavior change is growing, but little research is available on family
violence training specifically. The committee’s recommendations rely on the
information available and underscore the need for extensive research.

TRAINING CONTENT: CORE COMPETENCIES

Competency is the ability to perform a complex task or function (Lane and
Ross, 1998) and is closely linked to behaviors used as performance indicators for
the accomplishment of competence. Knowledge, skills, and behaviors to be
achieved on a particular topic typically define competencies. Competencies are
not meant to be static; as new evidence is developed and systems change, com-
petencies evolve. There is then a dynamic between research, practice, and educa-
tional competencies. The goal in articulating competencies is to set the current
standards regarding expectations for training and practice in a field. Performance
indicators provide the means to gather evidence as to whether training and prac-
tice objectives are achieved and whether stated objectives affect outcomes. Evalu-
ation of competencies provides a method for measuring success in terms of
process, outcome measures, and scope of training. The knowledge, skills, and
behaviors necessary for effective health professional response to family violence
are not yet established, and existing proposals for core competencies in family
violence have not yet been evaluated.

Because of the substantial prevalence of family violence victims in health
care settings, basic knowledge of all forms of family violence is necessary for all
health care professionals who provide patient services. Those who ignore family
violence, blame victims, or believe they can make decision about what is “right”
without consulting the victim can potentially do additional harm (Brandt, 1995;
Short et al., 1998). Basic standardized competencies can provide a powerful
means to continue the process of educating and evaluating the ability of health
care professionals to provide care to persons, families, and communities in the
complex area of family violence.

Health care professionals, however, vary in their roles and responsibilities
and have different degrees and types of interaction with family violence vic-
tims. Thus, beyond basic literacy, the committee considers competency levels
appropriate to different health care professionals based on variations in per-
ceived needs.

Levels of Competence

Differentiating competency levels is a means of acknowledging generalist
and specialist foci (Adger et al., 1999; American Association of Colleges of
Nursing, 1999; Auslisio et al., 2000; Brandt, 1995). For example, the National
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Association for Children of Alcoholics recently published core competencies
using a structure with levels (Adger et al., 1999). The first of three levels of
competency is presented as the minimum for all health care providers and in-
cludes basic knowledge and skills in identifying cases, assessing needs and ser-
vices, expressing concern, and offering support and referral. Health professionals
who choose this role are “not expected to solve, manage, or treat the problem by
themselves.” However, they must “be able to collaborate with and refer to those
who have the skill and expertise to provide these specialized services” (Adger et
al., 1999, p. 1083). Competencies for persons at the next level include preven-
tion, assessment, intervention, and coordination of care. At level three, long-
term treatment is added to the list.

By not prescribing roles, this leveling schema has the advantage of allowing
flexibility. Some health care professionals may need or be required to achieve
competence at the advanced, specialized level based on the responsibilities of
their roles and positions; others will choose to advance based on personal inter-
est; and others may advance to fill local system gaps in services. The complexity
of cases differentiates the need for varying levels of competence, defined in
terms of amount of knowledge about the specified area (Auslisio et al., 2000).

The Oklahoma Principles, based on a multidisciplinary family violence con-
ference of experts (Brandt, 1995, 1997), provide a detailed set of goals and
objectives for three levels: Family Violence 101 includes core competencies to
be mastered prior to graduating from a health professions school (e.g., medical
school, nursing school, dental school). Family Violence 201 includes curricular
principles for practicing primary care providers and for specialty-trained health
professionals. Family Violence 301 includes curricular principles for scholars
and leaders in family violence (expert clinicians, educators, researchers, curricu-
lum architects, policy experts, and other experts in this field). The bulk of educa-
tion for the 101 course or level is expected to take place during and within
professional school, so that all graduating students can be assumed to have a
stable foundation in the field. Education for the 201 level is expected to occur
during postgraduate training (residency, advanced clinical work, or first-level
graduate study) and is differentiated for primary care providers and specialty
trainees, who would be expected to acquire more detailed expertise in more
limited areas. Development of the 301 level expertise begins during fellowship
or other advanced training and would continue as a dynamic, career-long pro-
cess. These levels were formulated to guide curriculum development, program
evaluation, career development, and policy formulation.

The American Association of Colleges of Nursing (1999) offers another
scheme, classifying competencies for intimate partner violence according to edu-
cational program, baccalaureate versus master’s. The master’s education level
moves beyond basic knowledge and skills to leadership competencies, such as
developing, analyzing, and evaluating intimate partner violence programs.
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Borrowing from the various approaches in use, the committee divides the
development of competencies for addressing family violence into basic, ad-
vanced, and leadership competency levels (see Figure 6.1). Determining the spe-
cific content of each level for family violence requires further examination and
explication.

Assigning Competency Roles

Who should bear responsibility for providing specialized, advanced care in
family violence care is an issue for both national policy and local health care
systems. Definition of competencies thus is entwined with the need to build a
system of care delivery (Curran, 1995; Lane and Ross, 1998). Curran has identi-
fied core competencies in delivering care through integrated delivery networks,
including “building a delivery system” (discussed below). Advanced compe-
tency (and the necessary education and training) may be distributed among health
professionals in a community, as well as within community systems (such as
criminal justice and victim advocates) to ensure that the complete spectrum of
services is provided. For example, sexual assault nurse examiners provide ad-
vanced care for sexual assault victims in many communities, while in other
communities other health professionals provide similar care. In any locality,
what is vital is that roles are clarified and that health care professionals are
adequately trained to provide competent care for victims of sexual assault (both
familial and extrafamilial).

Advanced competencies may be profession specific or multidisciplinary.
With regard to sexual assault, for example, knowledge of normal and abnormal
genital anatomy is a basic competency for physicians and nurses but is not within
the scope of social work, dentistry, or psychology. The ability to perform foren-
sic examinations in cases of acute sexual assault (adult and pediatric) is a neces-
sary basic competency for physicians, yet an advanced competency for nurses

LEADERSHIP

Applies to those in family
ADVANCED violence specific positions,
opinion makers, delivery
Applies according to role or | system architects and
position requirements, directors, and family violence
BASIC interest, complexity of cases,| researchers

and advanced specialty
Applies to all health care practice roles
professions

FIGURE 6.1 Levels of competency for addressing family violence.
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(such as for sexual assault nurse examiners). Professional roles, duties, and eth-
ics influence differences in specialized care. Both the number of providers in any
single profession and the competencies themselves may vary by profession and
type of family violence. For example, social workers may be likely to incorpo-
rate a host of social risks in their care planning (such as homelessness and sub-
stance abuse); physicians may focus their expertise on diagnosing and treating
injuries and illnesses; nurses may focus on the complex interplay of physical,
psychological, and social issues on health. Geriatricians may have advanced
competence in elder abuse but only basic competence in child abuse. Health
professionals working in primary and secondary prevention may focus on access
and system-wide collaboration. However, there will still be a central nucleus of
competencies that are the same for any health care professional at any level in
any setting (see Figure 6.2).

Evidence Supporting Core Competencies

While core competencies have been suggested for health professional edu-
cation on family violence, the committee could find no evidence to support
specific content for them. Research is necessary to determine the effect of estab-
lishing core competencies, the degree to which health care providers achieve
competencies (through training, education, and practice), and, more importantly,

Central Nucleus
of Competencies

Psychology

FIGURE 6.2 Overlapping professional core competencies for family violence.
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whether client outcomes are improved when provided care by a “competent”
provider. The specification of core competencies can provide a platform for
learning, service delivery, and evaluation that proves quite useful in situations in
which there is a limited scientific base. Evaluation should include both outcome
and process measures to allow refinement of core competencies, including the
addition of competencies as needs are identified.

However, in the committee’s view, domains exist from which core compe-
tencies can be developed beginning with the basic level. A review of existing
health professional curricula offers a starting point for identifying and detailing
these domains. The committee’s review indicates overlap in a number of content
areas developed for health professionals (see Box 6.1).

BOX 6.1 Areas of Overlap Among
Existing Family Violence Curricula

Common objectives include:

» To recognize family violence as a significant health problem.

» To develop a comprehensive understanding of the medical implications
of family violence, including the signs and symptoms of abuse and neglect,
associated health problems, and common treatments.

» To develop the skills necessary to detect, screen, treat, and protect victims
of family violence.

» To understand and adhere to legal requirements for reporting situations of
family violence.

To identify and learn to use medical, legal, social, and community services
resources appropriately.

Common content:

» Dynamics of family violence

» Data on the magnitude and prevalence of the problem in various health
care settings

» Family violence as a health care issue—physical and mental health
symptoms and patterns of presentation

» Techniques for identifying victims of family violence

+ Screening tools

» Documentation and encouragement to document all cases and
suspected cases

+ State mandatory reporting legal requirements

» Other legal issues (e.g., victims’ rights, criminal sanctions, the role of the
police and social services, the role of the courts, medical testimony for
the courts in civil and criminal prosecutions, and child and adult protection)

* Referral services

» Collaborative health care team composition and roles

» Cultural issues, particularly with regard to variations in acts
considered abusive
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In a few cases, competency domains specific to family violence are ad-
dressed. For example, one review notes that competence in family violence “is
now part of the expected standard of care for graduating and practicing physi-
cians” (Alpert et al., 1998, p. 278). It describes the goal of curricula on family
violence as competence in screening (how to ask the right questions), assessment
(how to listen to the patient’s responses and concerns), intervention (offering
information, advice, and support), and referral for services. It also addresses
some important interpersonal competencies, such as to “efficiently, yet compas-
sionately, evaluate patients’ concerns in the context of evolving life circum-
stances” (p. 277), appreciation for diversity, and awareness of one’s own
attitudes, beliefs, values, and history.

Another report identifies some traits for ethics consultations, including tol-
erance, patience, compassion, honesty, courage, prudence, humility, and integ-
rity as being important and closely related to such skills as active listening and
the communication of interest, respect, support, and empathy (Auslisio et al.,
2000). These appear to be quite applicable to family violence as well. The
complexity of addressing rights for individual autonomy while at the same time
ensuring patient safety is a formidable task to be achieved in the family vio-
lence arena. However, competence here is necessary for all health care profes-
sionals encountering all forms of family violence (NRC and IOM, 1998). The
American College of Nurse Midwives similarly supplemented knowledge, skill,
and behavior competencies with the “hallmarks of midwifery” (1997), which
include, for example, skillful communication, guidance, and counseling. In these
and other cases, those proposing competencies acknowledge that practice in-
volves not only science but also the artful application of knowledge in interper-
sonal relationships and ethical issues with clients. In family violence, this need
to attend to interpersonal, ethical, and cultural competencies is considered cru-
cial (American Nurses’Association, 1995; Ryan and King, 1998).

The foregoing review of the literature does not provide a scientific founda-
tion for core competencies on family violence for health professionals. The
committee struggled with the lack of a scientific evidence base from which to
propose core competencies for health professionals and the need for such com-
petencies. What and how much each type of health professional needs to know
about family violence remains a matter of debate. However, the literature does
suggest important elements and common themes. In the committee’s judgment,
the overlap it found in the literature, as well as the literature describing curricu-
lar development by consensus processes (e.g., Brandt, 1997), suggests some
agreement in the field regarding the appropriate areas for educational interven-
tion. The consensus opinions and products of the formal consensus panels that
have developed core competencies provide a very valuable starting point from
which to launch evaluative research.

Based primarily on the work of the American Association of Colleges of
Nursing (1999), Alpert et al., (1998), Brandt (1995, 1997), Heise et al. (1999),
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and the multidisciplinary expertise of our committee members, the committee
drafted proposed core competencies at the basic level within the domains iden-
tified in the literature (see Table 6.1). These core competencies reflect the
committee’s consensus on best practice, the ideal state of knowledge and skills,
published expert opinion, and existing curricula. They were developed to ad-
dress multidisciplinary care and to be inclusive of family violence across the
life span.

Content was specified in accord with the areas of overlap found in the cur-
ricula the committee examined and proposals offered in the literature. As such,
these proposed competencies build on the collective wisdom of those working in
family violence. They are not intended as a definitive set of competencies but are
offered as a springboard for research and evaluation. The committee emphasizes
the need for research on these competencies, or any set that is chosen, to provide
a scientific basis and to determine effectiveness. It is our judgment that current
training initiatives and educational development should be suspended awaiting
scientific evidence, but the need for such evidence must be addressed in the short
term. The review of existing curricula and the literature indicate that much of the
curricular development to date has largely been done within schools or particular
professional groups or by organizations concerned specifically with one type of
violence. Thus it appears that much “reinventing the wheel” occurs. In the
committee’s view, the various professions and organizations involved with vic-
tims of family violence could benefit greatly from collaboration in developing,
testing, and evaluating core competencies on family violence.

Advanced competencies for responding to family violence have yet to be
developed, with some notable exceptions. For example, the American Associa-
tion of Colleges of Nursing (1999, http://www.aacn.nche.edu/publications/posi-
tions/violence.htm) recently published nursing education competencies for
domestic violence (see Appendix H). To date, neither child abuse and neglect
nor elder maltreatment have been addressed. The basic competencies set forth in
Table 6.1 and the advance practice competencies of the American Association of
Colleges of Nursing may provide all health professions with some helpful mate-
rial to start to inform their own discussions leading to core competency descrip-
tions and research. In addition, the list may provide a starting point from which
collaborative work across professions can begin.

Advanced practice education does exist in other areas. For example, subspe-
cialty residencies have been established for developmental pediatrics and adoles-
cent health. Following increased research and a growing recognition of the need
for cross-disciplinary training in these areas, the Maternal and Child Health Bu-
reau of the Health Resources and Services Administration funded advanced-
level training programs. The adolescent health program, for example, grew out
of research on adolescence that began in the 1950s. In 1967, the Maternal and
Child Health Bureau funded adolescent programs at 6 sites that included 14
physicians. In 1976, the bureau funded 9 new sites and extended training to
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TABLE 6.1 Basic Level of Core Competencies Needed for Addressing
Family Violence by Health Care Professionals

Competency

Performance Indicators

Identify, assess,
and document abuse

Intervene to secure safety
and reduce vulnerability

Recognize that cultural and
value factors influence
family violence

Recognize legal and
ethical issues in treating and
reporting family violence

. Recognize risk factors for victimization and perpetration of

violence.

. Recognize physical and behavioral signs of abuse and

neglect, including patterns of injury (including unusual
forms of abuse such as Munchausen syndrome by proxy
and poisoning), across the life span.

. Screen for family violence experiences using valid and

reliable instruments that are developmentally appropriate.

. Assess clients via interview and appropriate health

examination processes.

. Document injuries and health effects, using forensic

guidelines in obtaining and recording evidence (such as
recording specific, concise, and objective information
utilizing body maps and photographs).

. Identify and address problems of emotional, physical, and

sexual abuse and neglect.

. Assess for immediate danger.
. Develop a safety plan with victims and families.
. Consult with and refer to specialists and community

resources for safety, education, caretaking, and support
services (such as protective services, social work, shelter,
child abuse hotlines, legal, mental health, substance abuse,
and criminal justice) as appropriate.

. Maintain appropriate clinical follow-up.

. Communicate nonjudgmentally and compassionately.
. Recognize the cultural factors important in influencing the

occurrence and patterns of responses to family violence.

. Provide culturally competent assessment and intervention to

victims and perpetrators of family violence.

. Explain culturally normative behaviors and relationship

patterns that could be misconstrued as dysfunctional and/or
violent. Recognize potential dilemmas in providing care
and accessing resources that may arise from cultural
differences.

. Know state reporting laws and mandates, local and state

reporting agencies, and their procedures and regulations,
including potential liability for failure to report.

. Know ethical principles that apply to patient confidentiality

for victims as well as the limits of that confidentiality.

. Understand the need to balance respect for individual

autonomy with concerns for safety of vulnerable persons
when making reporting decisions.

. Understand the health professional’s role in court testimony

(as either a regular or an expert witness).
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TABLE 6.1 (Continued)

Competency Performance Indicators
Engage in activities to 1. Promote activities to increase public awareness of
prevent family violence family violence.

2. Promote activities to address populations at risk.

3. Participate in health policy activities to address family
violence.

4. Promote community action to establish and enhance programs
to support victims and family members and for perpetrator
interventions, especially at early stages.

5. Understand the impact of services (such as home visitation
nurses) on the prevention of physical abuse and neglect.

6. Understand the principles of prevention of family violence
(including sexual abuse of children).

professionals in nursing, social work, nutrition, and psychology. In 1994, adoles-
cent medicine achieved the formal status of a subspecialty and became a 3-year
program. In 1997, the Residency Review Committee for Pediatrics began requir-
ing that pediatric residents complete a 1-month block rotation in adolescent medi-
cine. Because of these requirements, 96 percent of programs report having an
adolescent medicine block rotation, 90 percent of which are required (Emans et
al., 1998). However, only 39 percent of programs felt that the number of adoles-
cent faculty was adequate for teaching residents, and while many topics are
believed to be adequately covered (e.g., sexually transmitted diseases, confiden-
tiality, puberty, contraception, and menstrual problems), many others continue to
be inadequately covered (e.g., psychological testing, violence in relationships,
violence and weapon-carrying, and sports medicine) (Emans et al., 1998).

The development of such training programs demonstrates an approach to the
advanced-level training necessary in family violence, but it also reveals the chal-
lenges. The programs became possible only with the increase in attention to and
research on adolescent health needs and the subsequent availability of funds.
Research indicated that adolescents have unique health care needs and a high
rate of health problems (Athey et al., 2000). With funding from the Maternal and
Child Health Bureau, support from the American Academy of Pediatrics, and the
creation of the Society for Adolescent Medicine, appropriate training content
was identified and training programs were implemented. Growth in the evidence
base, increased support, and the availability of funding for research and training
development appear to be critical factors for the evolution of such an advanced-
level training program. Such a foundation does not yet appear to exist in family
violence. For example, recent petitions to the American Board of Pediatrics to
establish a subboard on child abuse and neglect (to be called Child Abuse and
Forensic Pediatrics) have been deferred to allow time to document the scientific
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base of the field and to determine whether other medical organizations would
have objections to the development of child abuse and neglect as a formal sub-
specialty. To date, no efforts have been made to develop an intimate partner
violence, elder abuse, or family violence subspecialty.

Competency in Forensic Services

In addition to competencies related to working with victims of family vio-
lence and other health professionals, forensic assessment is an important compe-
tency domain due to the role of health professionals in screening and referring
family violence victims. Although there are both ethical and practical reasons to
try to separate forensic practice and other health services as much as possible
(Melton et al., 1997, § 5.02), health professionals usually do not—and perhaps
should not—have the luxury of avoiding involvement in legal processes related
to cases of family violence.

Two reasons support the likelihood of such involvement and therefore the
idea that health professionals in general should have some training in forensic
practice, though the degree to which training is needed is likely to vary by
profession, specialty, and practice setting. First, reporting laws mandate that all
health professionals report suspected child maltreatment, most must report sus-
pected elder abuse, and a few must report intimate partner violence itself or the
abuse of any adult (see Chapter 3). In effect, such reports indicate suspicions that
a crime has occurred, and they also trigger investigations that often may result in
civil actions that involve coercive action for victim protection. Because such
investigations are typically obligatory, health professionals are effectively in the
position of legal decision makers at the initiation of the process.

Second, because health professionals may be among the first to see evidence
that violence has occurred, they may be particularly credible fact witnesses,
revealing exactly what they observed. Under some circumstances, health profes-
sionals may also be asked to testify as expert witnesses regarding their opinions
about the meaning of particular observations—for example, at the adjudicatory
phase, whether specific injuries could have resulted from particular abusive or
neglectful actions by an intimate partner, a parent, or an adult child and, at
dispositional phases, whether coercive action should be taken to prevent further
harm to the victim. Furthermore, in many jurisdictions health professionals may
be asked to testify about hearsay evidence (e.g., statements made by victims or
colleagues). Because statements made to health professionals for the purpose of
securing treatment are presumed to be especially reliable, clinicians often can
provide hearsay testimony about what they were told by victims or other key
informants. The relevant records, including opinions of other professionals on
whom the clinician relied, may also be admissible.

Given the legal relevance of clinical evidence for various forms of family
violence, the potential expansion of admissible evidence to include health pro-
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fessionals’ opinions and their hearsay testimony and reports, and the frequency
with which questions of family violence arise, health professionals often may
become involved in legal proceedings related to family violence. Accordingly,
all practicing health professionals should have some familiarity with forensic
issues, and they should have access to consultation by forensic experts. Such
expertise, whether held by or simply easily available to the health professional,
is necessary to ensure that the quality of evidence gathered and the validity of
opinions offered is maximized and that there is due sensitivity to the special
ethical issues that arise in family forensic cases.

Such training and consultation appear to be needed especially because of the
complexity and ambiguity of roles that health professionals often face in family
violence cases. This complexity goes beyond usual role conflicts in forensic
practice, because the nature of the role may change as a case goes through the
various steps in the family and criminal courts (see Melton, 1994; Melton et al.,
1997, § 15.04). In that regard, clinicians need to be especially sensitive to the
fact that the nature of the opinions that may be offered ethically and admitted
legally is likely to be different amid formal legal proceedings (in comparison
with initial reporting, where required). According to generally prevailing eviden-
tiary rules, experts make at least implicit representations that their opinions are
based on specialized knowledge (Federal Rules of Evidence 702). Therefore,
opinions, no matter how valid, should neither be sought by nor offered to legal
authorities unless they are based on expert knowledge, not simply a common-
sense inference that a layperson might make. Although an answer to the question
about the nature of the foundation for an expert witness’s opinion does not end
the inquiry about its admissibility, that issue is central with regard to the witness’s
meeting his or her ethical obligation to avoid misleading the trier of fact (i.e., the
judge or the jury) (see Melton et al., 1997, §§ 1.04 and 18.05).

Cultural Competencies

Increasingly visible diversity among patients has significant implications for
health care delivery and for the education of health care professionals. Racial
and ethnic minority populations now constitute fully 28 percent of the U.S.
population (http://www.census.gov/population/estimates/nation/intfile3-1.txt).
And 31 million U.S. residents are unable to speak the same language as their
health care providers (Woloshin et al., 1995). Diversity can be described accord-
ing to a number of characteristics, including age, gender, race, ethnic back-
ground, disability, religious affiliation, sexual orientation, socioeconomic status,
and community setting (e.g., rural, urban, or international). Each of these charac-
teristics contributes to the customary beliefs, social groupings, and material traits
that account for cultural variations. In all health professional environments, the
culture, background, and context of the patient, of clinicians, and of health care
institutions converge and affect virtually every aspect of health care, including
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access to services, adherence to recommended treatment regimens, continuity of
care, preventive care, screening practices, patient-clinician communication, im-
munization rates, and prescription practices (Flores, 2000).

Patient diversity occasions the need for cultural and linguistic competence.
Such competence involves the knowledge and interpersonal skills that allow
clinicians to understand and respond effectively to individuals from cultures and
backgrounds other than their own (Campinha-Bacote, 1998, 1999). Culturally
influenced definitions of abuse may influence patients’ and also clinicians’ ex-
pectations concerning interventions around family violence in the health care
setting. When the health care professional does not speak the primary language
of the patient, difficulty with identifying and intervening in family violence in-
creases. For abused individuals with limited English proficiency, the use of fam-
ily members as interpreters can present particular barriers to disclosure,
confidentiality, assessment, reporting, safety, and referral. In addition, the health
care professional’s own cultural background and social class may influence the
clinical care that is provided to patients experiencing family violence and their
families. An understanding of the sociocultural backgrounds of individual pa-
tients and of their physical, cultural, social, and community environments is
crucial to addressing family violence; therefore, clinicians who have limited
cultural and linguistic competence also may have limited effectiveness in the
assessment and management of family violence patients (Campbell and
Campbell, 1996; Bell and Mattis, 2000).

Various ethnic groups comprise a large percentage of the American popula-
tion. For example, in California, New Mexico, and Hawaii, “minority” groups
make up more than 50 percent of the population (U.S. Census Bureau, 2000).
These changing demographics pose a challenge to practitioners involved in of-
fering services to abused immigrants. Victims of family violence who have im-
migrated illegally or who have recently relocated to the United States as refugees
are in a particularly problematic situation, since their predominant fear of depor-
tation may prevent them from contact with appropriate helping agencies, either
governmental or private (Gelles, 1997; McGoldrick et al., 1996).

Of particular relevance to health care professionals, cultural practices can be
mistaken for abuse, especially in the pediatric population (Bullock, 2000, 2001).
For example, cupping or spooning (a method used to treat upper respiratory
infections that leaves discrete markings on the skin) and certain treatments for
empacho (a gastrointestinal illness) can be misunderstood by Western practi-
tioners and labeled as abuse. A culturally sensitive physician familiar with some
of these indigenous therapies may be able to address these issues, educating
parents about negative effects on health, rather than reporting abuse.

Beyond these issues of ethnic cultures, community cultures may also create
difficulties for health professionals. Family violence within rural, remote, or
wilderness communities may present challenges distinct from those in urban
settings. Although studies have shown that rates of abuse may be the same,
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unique features are associated with small communities in which family violence
occurs, which may be due to socioeconomic differences, increasing isolation,
dependence on geography, and more entrenched patriarchal sex-role stereotypes,
among other factors. Providers may need an understanding of and appreciation
for rural cultural and social life and other issues specific to the particular setting
in order to be effective in nonurban environments (Websdale, 1998).

Despite the importance of providing culturally and linguistically competent
health care to diverse patient populations, education about social and cultural
factors that affect patients and influence the clinician-patient relationship is un-
common. One study documented that only 8 percent of U.S. medical schools
offer separate instruction in cultural issues (Flores et al., 2000). While research
is increasingly addressing issues of diversity in health care, more research is
needed to identify effective components and methods for educational programs
for health professionals (Loudon et al., 1999).

Cultural competency instruction that is either infrequent or insufficient poses
a major challenge to optimal intervention in family violence, in which quality
care depends on clinicians’ sensitivity and understanding of patients’ cultural
backgrounds, complemented by self-reflection on personal cultural values and
biases. Insufficient sensitivity and understanding of other cultures can lead to
incorrect assessment and treatment, particularly when stereotypical and prejudi-
cial notions about minority groups abound. Furthermore, culturally formed defi-
nitions of abuse can limit patients’ ability to disclose information and can also
affect patient expectations of treatment. A national survey of intimate partner
violence treatment programs found that a deficiency in cultural understanding of
minority populations was a major obstacle to better diagnosis and care (Williams
and Becker, 1994). Thus, cultural “incompetence” can undermine the patient-
provider relationship and jeopardize the delivery of quality health care, espe-
cially to ethnic minority populations.

Training and sensitizing health care professionals about cultural and lin-
guistic issues is an important aspect of family violence education. The Ameri-
can Academy of Pediatrics and the Society of Teachers of Family Medicine
each have published guidelines for the education and training of health care
providers in cultural competency (AAP, 1999; Like et al., 1996). Recommenda-
tions to address the challenges of training health care professionals in the areas
of family violence to include cultural and linguistic diversity have also been
published (Pinn and Chunko, 1997). These recommendations include: (1) pro-
vision of training to help clinicians achieve and communicate a level of comfort
with patients’ cultures and environments and (2) inclusion of case study and
standardized patient material that is representative of the racial, cultural, and
linguistic groups in the community. In addition, the U.S. Department of Health
and Human Services recently issued written policy guidance to assist health and
social services providers in ensuring that persons with limited English skills can
effectively access critical health and social services (Office of Minority Health,
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2000). Although cultural competency can potentially improve outcomes of
health care services, little research has been done to discern the need for cul-
tural competency of health care providers in the delivery of care to patients who
experience family violence (Brach and Fraser, 2000). However, cultural and
linguistic competencies are important components of the education and training
of health care professionals generally and appear relevant to family violence
education.

ACHIEVING COMPETENCY THROUGH EDUCATION
AND TRAINING

Training to achieve competency involves not only the relevant content and
curricular space but also the timing, methods and strategies, and environment for
conveying the content in ways that maximize comprehension, sustainability, and
use. Thus, in addition to exploring the content of health professional training on
family violence, the committee examined how such training might be accom-
plished. This section begins with a discussion of the diffusion of knowledge,
goes on to address techniques for overcoming cognitive biases, moves to the
literature on behavior change for health professionals, and then explores some
strategies for enhancing education.

How Do People Get Knowledge?

People, including health care professionals, obtain knowledge in many ways,
but some form of communication, generally defined as the provision of informa-
tion (Tones, 1997, p. 794), is necessary. Theories about the provision of infor-
mation may prove helpful in developing educational approaches for effecting
behavioral changes in health professionals (NRC, 1999).

Several behavioral models populate the literature of change in health care.
Among them are Rogers, Diffusion of Innovations (1995); Green and Kreuter,
precede/proceed model (1991); Bandura, The Social Foundations of Thought
and Action: A Social Cognitive Theory (1986); and Prochaska and Norcross,
Systems of Psychotherapy: A Transtheoretical Analysis (1998).

Need is a concept central to each of the models, both behavioral and learn-
ing. Rogers reports that successful diffusion of innovations is dependent in part
on compatibility, the degree to which an innovation is perceived as being consis-
tent with the existing values, past experiences, and the needs of potential adopt-
ers. He notes that engaging the opinion leaders in a health care facility in order to
convey the message about screening for family violence can boost prospects for
the success of a training or intervention effort. These individuals have informal
or formal influence in an institution, irrespective of their titles, and are recruited
and trained to assist in making changes. Green and Kreuter suggest that attitudes
that predispose systems to adopt innovations include appreciation of the impor-
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tance of behavioral risk factors, the importance of intervening to modify risk
factors, and the physician’s diffidence in carrying out the intervention. Bandura
explains that one needs to exercise control over events to accomplish desired
goals. Prochaska and Norcross assert that increasing awareness of the causes,
consequences, and cures for a particular problem behavior is required to enable
successful change.

Some key innovation characteristics influence the acquisition of knowledge.
Among these are simplicity, an accessible format with readily observable results,
compatibility with existing norms, demonstration of a clear advantage compared
with the status quo, and modest costs (Rogers, 1995; Tones, 1997).

In addition, the social system, including structure, norms, and the roles or
potential roles of change agents, are important factors in determining how
knowledge is received. For example, in institutions in which the importance of
screening for family violence is not modeled by supervising health professional
educators or written guidelines do not exist, students may perceive them as
unnecessary.

Adult Education Principles

The principal message from research on the diffusion of knowledge is that
most transfer of knowledge, including transfer to and among health professionals,
occurs informally, based on perceived needs. And diffusion is maximized through
informal communication by the early adopters or trailblazers. Such efforts are likely
to be informed by attention to principles dominating the field of adult education,
though general guidance for increasing participation in and the meaning of educa-
tion is also derivable from learning principles generically (NRC, 1999). Among the
most influential approaches in that regard is that of Knowles (1990), called
andragogy (i.e., the methods of techniques used to teach adults).! For the most part,
the andragogy principles reflect the roles and expectations of and for adults in our
society, rather than developmentally specific learning principles per se. Six assump-
tions are basic to andragogy:

1. Adults must have a reason to learn something before they will undertake
to do so.

2. Adults expect to be treated as self-directed beings.

3. Because of their life experience, adult learners themselves may possess
the richest resources for learning. However, they may also have to overcome
prejudices and experiences that they have incorporated into their own identity.

IThere is some controversy about whether the principles are unique to adults and whether they
have actually been widely used in practice (see Knowles, 1984, for examples of applications, includ-
ing the University of Southern California’s 1984 medical curriculum).
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4. “Adults become ready to learn those things that they need to know and be
able to do in order to cope effectively with their real-life situations” (p. 60).

5. Adults’ learning is life (or task or problem) centered rather than subject
based. Adults are motivated to learn when they perceive that the effort will enable
them to perform tasks or solve problems in their daily lives. Accordingly, adults’
education is most effective when information is presented in the context of appli-
cation to real-life situations.

6. Adults respond best to intrinsic motivators, such as increased job satisfac-
tion. There is an emerging consensus that the general principles of adult educa-
tion, as embodied in continuing medical education, apply to health professionals
as well.

The consensus is linked to the principles of adult learning (Abrahamson et
al., 1999; Barrows, 1983; Green and Ellis, 1997; Knowles, 1984, 1990; Neame et
al., 1981), emphasizing an adult’s need to know why they should learn about a
particular topic, how this knowledge or skill helps them cope with real-life situ-
ations; and that the learning is task centered (problem based) (Abrahamson et al.,
1999; Boud and Felitti, 1991; Carlile et al., 1998; Dolmans and Schmidt, 1994;
Schmidt, 1993; Slotnick et al., 1995).

Overcoming Cognitive Biases

Health professionals, like other individuals, possess belief systems that in-
clude prejudice, and these biases can affect their professional behavior, poten-
tially resulting in errors in clinical judgment in family violence cases. Health
professionals need to know about and improve the sensitivity, specificity, and
positive predictive value of efforts to screen for or otherwise detect family
violence.

Cognitive Heuristics

Errors result from ignorance about the relevant facts and how to pursue them
efficiently and effectively, as well as from cognitive biases to which clinicians
are subject. Although many health professionals may have substantially greater
knowledge than laypersons about family violence, their process of judgment and
decision making is likely to be similar to that of laypersons. The relevant body of
research has grown from the recognition that cognitive heuristics—mental short-
cuts that people learn to use to enable them to deal efficiently with information
overload—sometimes lead to systematic biases in judgments and decision mak-
ing (Kahneman and Tversky, 1982; Tversky and Kahneman, 1974).2 Research on

2A thorough review of this literature is beyond the scope of this report.
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cognitive heuristics does suggest several ways that biases are especially likely to
affect clinicians’ judgments in cases of actual or suspected family violence. These
include overconfidence about assessments (Arkes, 1989; Lichtenstein and
Fischhoff, 1980; Oskamp, 1965); the lack of objective feedback (Dawes, 1989);
the vividness or emotional charge of personal experiences (Tversky and
Kahneman, 1973); the tendency not to use statistical information (Plous, 1993;
Melton et al., 1997); the format of the information (Slovic et al., 2000); and errors
of attribution based on personal experiences (Heider, 1958).

Debiasing

Clinicians’ biases in judgment and decision making thus can present major
obstacles to accurate predictions of violent behavior and to resulting forensic
decisions and safety planning. Educational programs for health professionals
about family violence should take such obstacles into account. A body of re-
search has begun to develop about effective techniques of debiasing to help
prevent these errors of assessment (see, e.g., Arkes, 1981). For example, Plous
(1993) has provided steps that research suggests should reduce tendencies to
make errors as a result of cognitive heuristics.

Although some biases are difficult to correct even with training (see, e.g.,
Slovic et al., 2000), a theme of debiasing research is to increase accountability.
Clinicians are less likely to reach erroneous conclusions when they are subject
to divergent opinions, required to examine actuarial data, and given feedback
about the validity of their judgments. These findings suggest that training pro-
grams on family violence should include exercises in comparing the participat-
ing clinicians’ judgments with statistical information, including feedback about
the accuracy of their own judgments. Research is also needed to increase the
development and testing of actuarial measures available to make predictions
specific to family violence (Campbell et al. 1995, 2000). These advances, coupled
with better training for health care professionals, will lead to combinations of
truly “expert” (debiased clinical experience and advanced knowledge base)
judgment and valid actuarial predictions that are thought to be the optimal com-
bination for accurate predictions of violence (Hess and Weiner, 1999; Campbell
et al., 2000).

Training for Behavior Change: Continuing Education Principles
That Work

At present for undergraduate and graduate education in the health profes-
sions, educational needs are determined largely by faculty members who
develop and present the curriculum to persons interested in acquiring the knowl-
edge, skills, and attitudes necessary to enter professional practice. In deliberat-
ing on the changing needs of society and the responsibility of preparing students
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for a future of lifelong professional learning, faculty select goals, content, and
instructional methods, as they devise instructional objectives and compile the
sequence of curricular activities (Ferren and Mussell, 2000).

When the effects of continuing medical education on physician practices
and patient outcomes have been systematically examined, some insights emerge
(see the systematic reviews of Haynes et al., 1984; Davis, Thomson et al., 1992,
1995; Davis, O’Brien et al., 1999). This group of researchers from McMaster
University and the University of Toronto has noted that there is a wide range of
rigorously tested interventions that substantially broaden the traditional defini-
tion of continuing medical education (Davis, Thomson et al., 1992). From this
work, formal continuing medical education is defined as varying from “passive,
didactic, large group presentations to highly interactive learning methods such as
workshops, small groups and individual training sessions. Examples of such
educational activities include rounds, educational meetings, conferences, re-
fresher courses, programs, seminars, lectures, workshops and symposia” (Davis,
O’Brien et al., 1999, p. 868). The broader view of continuing medical education
also includes educational materials, outreach visits, local opinion leaders, pa-
tient-mediated interventions, audit and feedback, and reminders.

Formal Continuing Medical Education: Implications for Health
Professional Training

In a recent systematic review of formal continuing medical education for the
years 1970 to 1999, Davis, O’Brien et al. (1999) found 64 studies of which 14
met their selection criteria (only randomized controlled trials). The education
approaches were divided into three categories: didactic only, interactive, and
mixed. In their conclusions the authors state that “the use of traditional [continu-
ing medical education] activities such as lectures has been widely criticized.
This criticism appears justified because didactic interventions analyzed in this
review failed to achieve success in changing professional performance or health
care outcomes. In contrast studies that used interactive techniques such as case
discussion [e.g., problem-based learning approaches] role-play, or hands on prac-
tice sessions were generally more effective in changing those outcomes docu-
mented in this review” (p. 870).

The research suggests that independent lecture-based courses are unlikely to
be sufficient; rather if such courses or lectures occur, the knowledge provided
must be reinforced at later points during the degree or certification program and
throughout the learner’s practical educational exposures to their profession. In
the committee’s view, such an approach is appropriate for family violence train-
ing as well. Family violence content may be integrated across courses and rein-
forced with clinical instruction. For example, students may learn to screen and
identify family violence victims during coursework on patient interviewing or
communication skills; to document suspected or actual cases of family violence
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for forensic purposes during diagnosis or history-taking coursework; to recog-
nize the emotional and psychological manifestations of family violence during
case-based or simulated patient instruction; and to understand culturally relevant
issues during clinical rotations in diverse settings. Such an approach may build
on knowledge and skills for addressing family violence and emphasize the im-
portance of family violence as an important health care issue.

Health professional schools appear to be moving from offering specific
courses on each topic to an integrated approach. With such an approach, content
on a particular issue is woven throughout the curriculum both horizontally (in
different courses that occur simultaneously) and vertically (reinforced through-
out the length of the curriculum). Current time constraints and limits on financial
and human resources may make the addition of another course difficult.

In addition to integrating components of family violence into health profes-
sional education, the literature also suggests incorporating multidisciplinary re-
sources into training efforts. Given the complexity of family violence as a medi-
cal and social issue, no amount of training will allow health professionals alone to
solve the problems of family violence. Education should include community-
based professionals such as law enforcement, legal services, victim advocacy,
batterer intervention, elder services, and child protection experts (Alpert et al.,
1998). Brandt (1997) pointed out that a curriculum that involves a variety of
professionals “models respect and collaboration, attributes that are essential to
developing an effective team approach to caring for victims of violence” (p. S55),
thus allowing students the opportunity to negotiate community-specific roles and
competencies. This point was reiterated by the Committee on the Assessment of
Family Violence Intervention Programs (NRC and IOM, 1998, pp. 261-262).

The Alaska Family Violence Prevention Project offers an important ex-
ample of collaborative work (http://www.hss.state.ak.us/dph/mcfh/domestic
violence/Backgnd.htm). Since 1993, the project has developed and provided
community-based training to health care and other service professionals, in-
cluding those in law, protective services, and education, and to advocates for
victims of intimate partner violence throughout Alaska. In addition, the Alaska
project is involved in the development of a statewide plan for a comprehensive
health care system response to intimate partner violence. Other models of col-
laboration also exist. For example, the Pennsylvania Coalition Against Domestic
Violence has developed a program to coordinate community and justice system
responses to intimate partner violence (http://www.pcadv.org/coalition.html,
June 4, 2001). Such collaborative programs have not yet been evaluated.

The Use of Systems Change Models

While research indicates that education that merely imparts knowledge is
often insufficient to lead to improved skills, changed practices, and improved
patient outcomes, a consensus is emerging that other strategies are more effec-
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tive. These strategies are integral to the broader view of continuing medical
education described by Davis and colleagues (Davis, Thomson et al., 1992;
Davis, O’Brien et al., 1999). Multifaceted, skill-building, practice-enabling strat-
egies that make the identification and receipt of services a routine part of care
when combined with feedback mechanisms, including positive reinforcement
(for health professionals or patients), have the highest success rates (Bero et al.,
1998; Berwick and Nolan, 1998; Davis et al., 1995; Davis, O’Brien et al., 1999;
Haynes et al., 1984; Oxman et al., 1995; Shekelle et al., 2000; Thompson, 1996;
Thomson et al., 2001a, 2001b, 2001c¢).

Intervention planning models that are conceptually based provide a typol-
ogy for categorizing intervention components, in addition to their more custom-
ary use in planning interventions (DHHS, 1994; Curry and Kim, 1999; Goodman,
1999; Green and Kreuter, 1991, 1999; Thompson, 1996; Walsh and McPhee,
1992). The exact planning model chosen is important but not paramount. The
precede/proceed model (see Figure 6.3) offers one useful example of a planning
model (Green and Kreuter, 1991, 1999). It specifies three categories of factors
(predisposing, enabling, and reinforcing) supporting behavior change.?

Predisposing factors influence a person’s willingness to change (i.e., barrier
identification and other factors); the possession of and the confidence in (sense
of self-efficacy) his or her skills to perform a task; the providers’ knowledge,
attitudes, and beliefs; and personal health behaviors or experiences. Enabling
factors, such as supporting policies or computer systems, are environmental fac-
tors at the practice, organization, or community level that make change possible.
Reinforcing measures, such as the right incentives or measurement and feed-
back, can amplify the intervention. The McMaster-Toronto group used this model
to categorize the interventions that they considered to be part of the broader view
of continuing medical education (Davis, Thomson et al., 1992).

Recognizing that passive conveyance of information in writing or by course
is generally an ineffective educational strategy (Bero et al., 1998; Davis,
Thomson et al., 1995; Shekelle et al., 2000), the committee sought evidence on
effective strategies. Employing the precede/proceed model (Green and Kreuter,
1991, 1999), the committee categorized interventions to change practitioner be-
havior, both of the formal continuing medical education variety and those en-
compassed in a broader view of continuing education. Table 6.2 provides a list
of potential “tools for change” for the precede/proceed planning model chosen,
but they can also be applied to other models. The tools listed are those for which
there is some evidence of effectiveness. For interventions directed to predispos-
ing factors of health professionals, there is solid support in the literature for
measuring and addressing barriers, academic detailing (i.e., a maneuver derived
from the practices of drug salespersons, consisting of a series of brief informa-

3See the web site for Lawrence Green (http://www.lgreen.net/precede.htm) for over 850 applica-
tions of the precede/proceed model to a wide range of health conditions.
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FIGURE 6.3 Conceptual basis for the intervention: precede/proceed model. SOURCE:
Thompson (1996). Reprinted with permission.

tional encounters that are built into the practitioner’s daily appointment sched-
ule), and the use of interactive educational meetings. The evidence for the use of
opinion leaders and cooperation/collaboration among health professionals is less
substantial. There is firm evidence to support the use of financial incentives and
reminders as enablers of change in patient outcomes. The use of posters is less
solidly grounded. The evidence for decision support for providers, including
computerized support and reminders, is solid. The evidence for the use of check-
lists, flow sheets, health questionnaires, and chart stickers is less well estab-
lished. The evidence for process redesign is beginning to emerge.

At the organizational level, interventions that make the identification of the
need for and the delivery of services routine, the use of rules and policies, and
the engagement of top management are supported by research (see Shekelle et
al., 2000). The use of clinical computing systems to drive the care process is
developing rapidly and holds much promise for the future. There is moderately
solid evidence for the use of measurement and feedback, financial incentives for
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TABLE 6.2 Continuing Education to Change Behavior: What Works?

Interventions directed to predisposing factors: changing health professionals’ knowledge,

attitudes, and beliefs

B Measuring and addressing barriers
at the outset

B Interactive educational meetings:
small-group training with role playing;
start-and-stop action videos; interactive
role modeling

B Academic detailing

B Use of opinion leaders

B Cooperation/collaboration between
the different professionals involved

Basch, 1987; Ward et al., 1991; Davis,
Thomson et al., 1992, 1995; Grol, 1997,
Haines and Donald, 1998; Haynes and
Haines, 1998; Shekelle et al., 2000

Wenrich et al., 1971; Eisenberg, 1982;
Stross et al., 1983; Rich et al., 1985;
Maiman et al., 1988; Davis, Thomson
et al., 1992; Katon et al., 1995; Davis,
O’Brien et al., 1999

Davis, Thomson et al., 1995; Bero
et al., 1998; Thomson et al., 2001a

Becker, 1970; Haynes et al., 1984; Davis,
Thomson et al., 1995; Bero et al., 1998;
Berwick and Nolan, 1998; Thomson

et al., 2001a; Larson, 1999

Berwick and Nolan, 1998; Shekelle
et al., 2000

Interventions directed to environmental enabling factors

For patients:
B Financial incentives

B Reminders

B Posters in clinical areas

For health professionals:

B Practice environment—clinical
decision support

B Computerized decision support
B Checklists, flow sheets

B Health questionnaires

B Reminders

B Chart stickers

Shekelle et al., 2000

Larson et al., 1979, 1982; Thompson, 1986;
McDowell et al., 1986; Mullooly, 1987;
Leininger et al., 1996; Brimberry, 1988;
Shekelle et al., 2000

Lane et al., 1991; Savage, 1991

Bero et al., 1998; Haynes and Haines, 1998

Cohen et al., 1982; Prislin et al., 1986;
Madlon-Kay, 1987; Cheney and Ramsdell,
1987; Shank et al., 1989; Dietrich et al.,
1992; Johns et al., 1992

Thompson et al., 2000

Barnett et al., 1983; McDonald et al., 1984;
Tierney et al., 1986; McPhee et al., 1991;
Rind et al., 1994; Davis, Thomson et al.,
1995; Oxman et al., 1995; Overhage et al.,
1996; Shekelle et al., 2000

Cohen et al., 1987, 1989; Solberg
et al., 1990
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TABLE 6.2 Continued

B Practice environment—process redesign Pommerenke and Dietrich, 1992a, 1992b;
Berwick, 1996, 1998; Berwick and
Nolan, 1998; Nelson et al., 1998

M The Plan, Do, Study Act (PDSA)
cycle and others

M Clear roles

M Patient flow

B Organized follow-up

B Organizational environment—to make Shekelle et al., 2000
identification of the need for and delivery
of the services a routine part of care
W Rules or policies McGowan and Finland, 1974; Durbin
et al., 1981; Vayda and Mindell, 1982;
Ruchlin et al., 1982; Martin et al., 1982;
Gryskiewicz and Detmer, 1983; Wong

et al., 1983
B Top management support, such as Shekelle et al., 2000
enlisting the aid of the CEO
B Clinical computing systems Thompson, 1996; Nelson et al., 1998

Interventions designed to reinforce the program

B Measurement and feedback Schroeder et al., 1973; Griner, 1979;
Hillman et al., 1979; Young, 1980; Check,
1980; Eisenberg and Williams, 1981; Myers
and Schroeder, 1981; Eisenberg, 1982;
Rosser, 1983; Thompson et al., 1983; Wong
et al., 1983; Fineberg et al., 1983; Haynes
et al., 1984; Winickoff et al., 1984;
Gehlbach et al., 1984; Marton et al., 1985;
McPhee et al., 1989; Nattinger et al., 1989;
Oxman et al., 1995

B Financial incentives for professionals Larson, 1999

B Requirement for accreditation Dalzell, 1998, 1999; Eddy, 1998
measurement: Healthplan Employer
Data and Information Set (HEDIS) and
other accrediting organizational requirements
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health professionals, and accreditation-driven measurement of care, such as the
Healthplan Employer Data and Information Set (HEDIS).

Creating and Sustaining Behavior Change Through Systems Approaches:
Case Studies from the Field

As reviews of continuing medical education illustrate, conventional con-
tinuing education workshops using lectures alone have shown little effectiveness
in improving practice or even increasing knowledge that is retained over the long
term. However, when a systematic approach is used for the application of infor-
mation, positive effects on health outcomes can be achieved. Three examples of
the process and tools used in systems successes are described below.

Example 1. The University of Virginia Institute of Law, Psychiatry & Pub-
lic Policy had been involved for some time in training community mental health
professionals about forensic issues (Melton et al., 1985). However, information
was acquired, retained, and applied only after a system was put into place that
included a joint memorandum from the state authorities about payment for evalu-
ations, drafting of model orders, and meetings with key court constituencies to
allay concerns about the quality of community-based evaluations. After those
steps were taken, in just a few days of didactic workshops, the community clini-
cians acquired a level of forensic expertise commensurate with professionals in
the field, and their reports were evaluated by legal authorities as substantially
superior to those produced by hospital-based forensic clinicians. Furthermore,
the clinicians expanded their expertise on their own, and they began to be used
as experts on issues that were not included in the original training.

Example 2. The domestic violence prevention project at Kaiser Permanente,
Northern California, utilizes the precede/proceed planning model and involves
an assortment of tools for change in their program to improve the identification
and management of family violence.

»  Predisposing factors are addressed through a training program for the
team of health care providers, including small group training with role modeling
and role playing, reinforced by video presentation.

« Enabling factors in the clinic practice environment include posters,
brochures, member wallet cards, provider toolkits with checklists and assess-
ment forms, referral information, and linkages to community advocacy groups.
Safe telephone numbers for subsequent contact with victims are elicited at the
time of identification.

»  Reinforcing factors include departmental meetings with feedback and
process measurement data and pay incentives for performance.
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This program addresses personal and environmental factors in patient care and
encompasses some of the multifaceted strategies that have higher success rates
for behavior change.

Example 3. At Group Health Cooperative, the approach, funded by grants,
includes use of the precede/proceed planning model and, to the maximum extent
possible, the application of evidence-based intervention components.

»  Predisposing factors were addressed by provider team training for the
entire team for two half days. The training used role modeling and role playing.
Start-and-stop action videos were used. Opinion leaders were recruited and re-
ceived additional training.

« Enabling factors included placing and replacing posters in the recep-
tion areas, cue cards for providers, two questions about intimate partner vio-
lence incorporated on physical exam questionnaires and information pamphlets
for patients placed in the bathrooms. The care guideline for intimate partner
violence was placed on the cooperative’s internal web site.

*  Booster sessions included four additional training sessions conducted
at each of the clinics. The opinion leaders helped in the conduct of these addi-
tional sessions. A newsletter containing clinic-level results and new information
from the literature was circulated on a regular basis. The results of this work
have been published (Maiuro et al., 2000; Sugg et al., 1999; Thompson et al.,
1998, 2000) and are now being adapted for system-wide application.

The Melton et al. (1985) study and the Kaiser Permanente and Group Health
Cooperative initiatives provide examples of systematic efforts to communicate a
specific body of knowledge and to integrate it into ongoing processes of care.

Another strategy is to develop an organizational culture that rewards ongo-
ing searches for, and syntheses of, knowledge germane to practice. Learning
organizations are typified by “hallway learning” (Merriam and Caffarella, 1999):

The heart of the learning organization is the willingness of organizations to
allow their employees and other stakeholders related to the organization to
suspend and question the assumptions within which they operate, then create
and examine new ways of solving organizational problems and means of oper-
ating. . . . Creating learning organizations could allow educators of adults,
whether they are associated with formal or nonformal settings, to develop learn-
ing communities in which change is accepted as the norm and innovative prac-
tices are embraced. (p. 44)

A climate of reflective practice is highly consistent with the general move-
ment toward evidence-based health practice (see discussion below). Such an
approach may be particularly important in relation to family violence for two
reasons. First, family violence and the resulting response by the community are
unusually complex phenomena. Not only is there a multitude of causes and
correlates to be considered in interaction, but numerous community institutions
(e.g., law enforcement, social services, health and mental health services, victim
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assistance programs, housing agencies, grassroots organizations) have roles in
responding to the problem. Second, family violence is a politically charged topic
(Melton, 1987; Nelson, 1984) in which advocates (often including health profes-
sionals themselves) have strongly held beliefs about what “everybody knows”
(or should know).

INFLUENCING FAMILY VIOLENCE EDUCATION IN THE FUTURE

Based on the committee’s understanding of the adult learning, continuing
education, and systems change literature, it suggests and explores two emerging
forces in health care, which have the potential to influence the training of health
professionals about family violence. These forces are evidence-based practice
and routine outcome measurement and reporting, as exemplified by the
Healthplan Employer Data Information Set (HEDIS). The committee considers
the following questions: What are the effects of these movements, when encom-
passed in a broader view of continuing education as described above, on teach-
ing for the health professions in general? Does their adoption change health
professionals’ behavior or lead to improved patient outcomes? What do we know
about their specific application to family violence? What might their effects be
in the future?

Evidence-Based Practice

Evidence-based practice, also known as evidence-based medicine, can be
broadly defined as the attempt to take the best-available scientific evidence and
apply it to day-to-day practice.* It involves converting information needs into
focused questions, identifying and critically appraising the evidence available
to answer each question, applying the results in clinical practice, and evaluating
the clinical application. Evidence-based practice can be understood as “a shift
in thinking from an authoritarian model to an authoritative model” (Liberati et
al., 1999, p. 363).

The formal evidence-based practice movement is relatively new, but the
roots can be traced back to the late 1960s (see McKeown, 1968). Major advances
in the approach have been made in Canada (Evidence-Based Medicine Working
Group, 1992), the United Kingdom (Guyatt et al., 1997; Sackett et al., 1996),
and the United States (e.g., Eddy, 1996). The intense interest in the subject is
demonstrated by a web site devoted to definitions of evidence-based medicine
(http://www.shef.ac.uk/scharr/ir/defe.html). In addition, a sizeable number of elec-
tronic databases devoted to evidence-based practice have emerged; three examples

4The committee uses evidence-based practice synonymously with evidence-based medicine, judg-
ing these concepts to be applicable to all health care professionals.
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include the Cochrane Collaboration (http://hiru.mcmaster.ca/COCHRANE); the
Centre for Evidence-Based Medicine (http://cebm.jr2.0x.ac.uk); and the Agency
for Healthcare Research and Quality Clinical Practice Guidelines (http://
www.ahrq.gov/query/query.htm).

As evidence of the recent interest and rapid growth in evidence-based prac-
tice, a search of the National Library of Medicine, using the term evidence-based
medicine either as a medical subject heading (MeSH ) or as a text word, revealed
no citations from 1966 through 1991, 33 from 1992 through 1996, and 3,328
from 1997 through the first quarter of 2000. The increased interest in evidence-
based practice has been worldwide (Dickson et al., 1998; Garner et al., 1998). In
the United States, the Agency for Healthcare Research and Quality has created
evidence-based practice centers across the country, sponsored guideline devel-
opment, and established a guideline clearinghouse (Geyman, 1998). The Centers
for Disease Control and Prevention has established a task force to develop evi-
dence-based recommendations for the practice of public health (Pappaioanou
and Evans, 1998; Task Force on Community Preventive Services, 2000).

Evidence-Based Practice in Health Professional Education

With the major new focus in the literature on rules of evidence, experts
agree that evidence-based practice is an increasingly important concept in con-
tinuing medical education and medical school curricula (Michaud et al., 1996;
Geyman, 1998; Estabrooks, 1998). It is a focused approach to interpretation and
clinical translation of research findings that provides a valuable tool for manag-
ing the knowledge base of medicine by synthesizing and compressing the explo-
sion in available information—over 1 million journal publications a year (Berg
et al., 1997; Culpepper and Gilbert, 1999). Straus and Sackett (1998) suggest
that using evidence-based practice and other summary sources could cut the
clinical literature reading burden by 98 percent.

Furthermore, research demonstrates that textbooks are sometimes system-
atically biased, often inaccurate, and always outdated (Antman et al., 1992).
These findings provide additional impetus for incorporating evidence-based prac-
tice into teaching curricula.

Evidence-based practice is beginning to influence medical school curricula
and graduate student medical education in a wide range of teaching hospitals,
practice settings, and geographic areas of the United States and Canada (Barnett
et al., 1999; Chessare, 1998; Green and Ellis, 1997; Grimes, 1995; Grimes, et al.,
1998; Hudak et al., 1997; McCarthy and Zubialde, 1997; Neal et al., 1999;
Norman and Shannon, 1998; Poses, 1999; Reilly and Lemon, 1997; Sackett and
Straus, 1998; Wadland et al., 1999). Effects on the curricula for other health
professionals include reports of its development and use for public health
(Brownson et al., 1999), nursing (French, 1999), behavioral scientists (medical
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social workers, psychologists, and counselors; Gambril, 1999), and dentistry
(Newman, 1998).

However, general surveys on the degree of curricular institutionalization of
evidence-based practice suggest that there is still a long way to go. A survey of
417 internal medicine programs showed that 37 percent of respondents had a
freestanding evidence-based practice curriculum, while only 33 percent provided
best evidence or the Cochrane Collaboration in their programs, 51-54 percent
provided on-site electronic information, and 31-45 percent provided site-specific
faculty development in evidence-based practice (Green, 2000). There were only
two data-based studies found on evidence-based practice from nursing,
(Estabrooks, 1998; Morin et al., 1999), both suggesting that quality evidence is
little recognized or used for decision making in nursing, in spite of many calls in
their literature to increase evidence-based practice.

Effects on Provision of Care and Patient Outcomes

The impact of evidence-based practice on health care decisions, provision of
services, and patient outcomes remains unclear (Jadad and Haynes, 1998).
Norman and Shannon (1998) performed a systematic review of seven studies
with a comparison group and reporting measures of performance from 1966
through 1995 and found that evidence-based practice implemented in under-
graduate programs resulted in significant gains in knowledge, as assessed by
written tests of epidemiology, a mean gain of 17 percent, and a standard devia-
tion of 4 percent. Studies based at the residency level showed minuscule mean
gains in knowledge (1.3 percent), leading to the conclusion that the knowledge
gain from evidence-based practice was not demonstrably applied in clinical prac-
tice. A subsequent search (1996-2000) identified eight studies that addressed the
link between teaching the general principles of evidence-based practice (not dis-
ease-specific) and health professionals’ knowledge, behavior, process of care,
and patient outcomes (Bazarian et al., 1999; Green and Ellis, 1997; Humphris,
1999; Ibbotson et al., 1998; Michaud et al., 1996; Slawson and Shaughnessy,
1999; Wadland et al., 1999; Wainwright et al., 1999). Two studies indicate ef-
fects of the use of evidence-based practice.’ The results of one study were mod-
erately suggestive of a positive effect on the use of literature for patient care
decisions and perceived competence, using a quasi-experimental group design
(Green and Ellis, 1997). In another study (Bazarian et al., 1999) using a quasi-
experimental design with before and after measurements, the results were nega-
tive. However, the intervention was not strong (a 1-hour journal club that met

5Using an adaptation of the study design quality rating criteria developed by the Centers for
Disease Control and Prevention (Briss et al., 2000; Zaza et al., 2000), these two studies were deemed
to be at least moderately appropriate in design and execution for assessing effect.
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monthly for 1 year), the numbers were small (N = 32), and the outcome assess-
ment measured test-taking skills, not application of evidence-based practice
skills.

Potential Influences

The effects of the evidence-based practice movement on teaching about
family violence are presently unclear. The drive to evidence-based practice ap-
pears likely to lead to increased interest in proving the effectiveness of various
family violence interventions, since present knowledge is limited as to what
works beyond the short term. Information on the effects of intervention as mea-
sured from the patient perspective is needed, especially in the longer term. The
drive for evidence-based practice could serve as a stimulus for effectiveness
research on family violence interventions. Conversely, it is also possible that it
may have a negative effect on family violence teaching in some locales, due to
the current lack of evidence regarding the ideal content of health professional
education on family violence. Research shows, however, that even in areas in
which best practice standards are well established, incorporating them into prac-
tice is extremely slow and uneven (I0M, 2001).

The Healthplan Employer Data and Information Set

The Healthplan Employer Data and Information Set (HEDIS) is a standard
set of performance measures designed to provide purchasers and consumers with
information on effectiveness of care. It is used by the National Committee for
Quality Assurance (NCQA) to compare the performance of managed health care
plans and to provide health care plans and professionals with data needed to
improve quality of care (Dalzell, 1998; Hill and Spoeri, 1997; National Commit-
tee for Quality Control, 1999; Rulon and Sica, 1997). Since the early 1990s, the
use of HEDIS measures as a quality index has grown rapidly. By 1999, 247
health care organizations encompassing 410 health plans and 52 million people
were reported to be using the HEDIS performance measures (National Commit-
tee for Quality Control, 1999). According to Eddy (1998):

Once performance measurement is launched, its importance can be profound.
When the [National Committee for Quality Assurance] publishes a HEDIS mea-
sure, the effect is as if every health plan in the country went on a retreat to set
their clinical goals for the coming year, and all came back with the same an-
swer. | cannot think of a more powerful single instrument for shifting health-
care resources than a national set of performance measurements would be. . . .
Science has no effect until it is properly implemented, and measuring perfor-
mance is one of the most powerful tools for implementation. (p. 8)

These views are corroborated by others (Bader et al., 1999; Epstein, 1998; Harris
et al., 1998; Hill and Spoeri, 1997; Kelly, 1997).
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Health plans make major improvements in care after new HEDIS measures
are devised (National Committee for Quality Control, 1999). For example, at the
Group Health Cooperative, after HEDIS measurement was instituted, complete
immunization in 2-year-olds improved from 63 percent in early 1993 to 91 per-
cent by 1995 (Thompson, 1996). These changes were driven by the measure-
ment, feedback, and education and training activities for health care professionals
of all stripes engendered by the institution of HEDIS measures for immuniza-
tions. There are other published examples on immunization (Hughes, 1997;
Family Violence Education, 1996), management of hypertension (Elliott et al.,
1999), and diabetes care (Peters et al., 1996). Some health professionals claim
that “in ten years, we are going to look back at these measures and we will say
that their introduction had as much public health significance as almost anything
we have been involved in in our careers” (Dalzell, 1999, p. 57).

HEDIS measurement and evidence-based practice appear to be directly
linked in that most HEDIS measures are based on health conditions posing a
significant disease burden and for which intervention can be expected to make a
positive difference. The future of HEDIS will increasingly entail its use as a
measurement system for the implementation status of evidence-based guidelines
and programs. HEDIS measurement and evidence-based practice will become
increasingly synergistic. The synergism may well express itself as a new HEDIS
process of care measure for family violence. Such a move would provide a major
stimulus for training efforts.

CONCLUSIONS

Although core competencies and teaching methods in family violence edu-
cation are developing, both their foundation and their effect on professional
behavior and patient outcomes are largely unexamined in the research literature.
The committee is not able to identify a single educational model but recognizes
key areas of overlap in curriculum content that have emerged among existing
family violence curricula. These suggest starting points for core competencies
that can then be evaluated for effectiveness. In addition, research on teaching
techniques now employed for other content areas suggests possibilities for fam-
ily violence. A few promising training initiatives for health professionals in fam-
ily violence merit additional attention.

The committee makes the following observations based primarily on reports
of expert and consensus opinion and experience:

« Content areas exist in which core competencies for health profes-
sional training on family violence can be developed. These areas
include: (1) the identification, assessment, and documentation of
abuse and neglect, (2) interventions to ensure victim safety, (3) rec-
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ognition of cultural and value factors affecting family violence, (4)
understanding the applicable legal and forensic responsibilities of
health care professionals, and (5) action to prevent family violence.

Research is needed to verify that this educational content, perceived to be neces-
sary, is in fact necessary, as well as to identify other educational needs to enable
health professionals to respond to family violence. In addition, agreement as to
the content of specific core competencies and who should develop them is needed.

e The competency necessary will vary with professional roles, func-
tions, and interests.

The appropriate level of competency for a given health care provider is a function
of an individual clinician’s roles and responsibilities in the clinical and educa-
tional setting. Some basic competencies regarding family violence may serve as a
foundation of best practice for further specified, advanced, and leadership
competencies.

Based on reviews of the scientific evidence base, the committee makes the
following observations:

+  Studies demonstrate that traditional didactic education that merely
imparts knowledge is often insufficient to lead to improved skills,
changed practices, and improved patient outcomes. Research on
behavior change and adult learning principles indicates that teach-
ing methods that employ multifaceted, skill-building, practice-
enabling strategies are more effective.

* Research on debiasing may provide helpful methods for overcom-
ing cognitive biases that result in systematic errors in judgment and
may affect clinical decision making related to family violence.

Cognitive biases may have particular effects on the identification of victims and
attributions of risk in cases of actual or suspected family violence. Research on
debiasing suggests that such errors could be reduced if training programs on
family violence included exercises in which trainees compared their own judg-
ments with statistical information and the integration of feedback into systems of
reflective practice, as in learning organizations and evidence-based health care.

e Systems change models that are based on the science of behavior
change may be useful in planning educational interventions for
health professionals tailored to the issue of family violence.
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Systems change models build on research about effective behavior change and
adult learning. A number of systems change models exist, generally involving the
identification of areas in which change is needed, determining objectives for
change, trying out approaches for achieving those changes, and testing the impact
of those approaches. Such approaches are being applied to the issue of education
and training for health professionals in the identification and management of
family violence (Campbell et al., 2000; Thompson et al., 2000). The use of these
initiatives may result in changes in health professionals’ knowledge and practices
and the health outcomes of their patients.

e Healthplan Employer Data Information Set (HEDIS) measures for
health care outcomes and the use of evidence-based practice may
have potential for improving health professionals’ identification and
care processes for family violence.

HEDIS measurement, in its short existence, has had profound effects on the
behavior of health care delivery organizations and on practitioners. For example,
managed care organizations have made major changes to meet new requirements
and training health care personnel is part of this process. Currently, there are no
HEDIS measures for family violence. The committee’s review of what is known
about the health professional’s response to family violence at this time indicates
insufficient evidence on which to base the development and adoption of HEDIS
measures for family violence. Given the impact of HEDIS measures, however,
the development of a standard set of measures for effective practice for family
violence appears to have the potential to drive education, practice, and measure-
ment changes for this issue. Evidence-based practice currently appears to be
another strong and emerging force in health care professional education. The
linkage between HEDIS measurement and evidence-based practice may increas-
ingly drive the use of HEDIS or HEDIS-like measurement into the education of
health care professionals.



Priorities for Health Professional Training
on Family Violence

The committee’s review of the current state of health professional training
on family violence reveals that some efforts are being made to train health pro-
fessionals to respond to family violence; however, the evidence base provided
by the available information overall is too thin to indicate clear directions for
training. Existing curricula are quite diverse; in general, they tend to focus on
only one type of violence, target only specific health professionals or students,
and usually lack evaluation. As a result, little evidence exists to indicate what,
when, or how to teach health professionals about responding to family violence,
the success of current educational programs, or the impact of the training on
victims of family violence.

BUILDING A FIELD

Several reports (U.S. Advisory Board on Child Abuse and Neglect, 1990,
1991, 1993; NRC and IOM, 1998) over the last decade have eloquently de-
scribed the paucity of research findings to inform practice in the area of family
violence. This report is not the first to note difficulties in addressing the issue.
For example, the U.S. Advisory Board on Child Abuse and Neglect in its 1991
(p- 109) report summarized the state of research in the field:

e Although progress has been made, child maltreatment may still be the
most underresearched social problem.

» Research on child maltreatment has grown unsystematically. When major
findings have occurred, there have been few efforts to pursue them.

141
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» Public support for research on child abuse and neglect may actually have
fallen over the last 15 years.

e There is a serious shortage of researchers in the field and some important
researchers have left the field.

* Some particular research topics important to the development of effective
prevention and treatment programs have been especially understudied.

Another study, by the Education Development Center and Children’s Hos-
pital and funded by the Robert Wood Johnson Foundation, examined the health
care system’s response to family violence in five communities. It found that,
despite recognition in the health care community that family violence is an im-
portant problem, health care systems are not playing a central role in responding
to it. Health care professionals pay little attention to the identification, treatment,
follow-up, or prevention of family violence, and those who do are often
marginalized (De Vos et al., 1992).

These previous reports and studies raise the question of how to build the
field of family violence in order to create the capacity to address the problem
effectively. A number of approaches are possible. Efforts may focus on produc-
ing scholars, supporting research, developing training capacity, encouraging col-
laborative efforts, or some combination of these goals. To facilitate the growth
of scholars in particular research areas, for example, the National Institutes of
Health offer awards called K Awards for individual career development in new
areas of research. Health professional organizations and federal agencies have
developed subspecialty training to develop clinical scholars in particular fields
(see Chapter 6 for a discussion of the developmental pediatrics and adolescent
medicine subspecialties). Private foundations sponsor fellowships to develop
clinical scholars in specific areas. Examples of these include the Robert Wood
Johnson Clinical Scholars program and the W.K. Kellogg Foundation Fellow-
ships in Health Policy Research. To encourage research, a number of federal
agencies and private foundations have offered grant programs in family vio-
lence, calling for research proposals and funding a select few. This research
support has been offered through grant programs that specify topics or allow
investigators to propose topics within general categories. Other efforts have the
primary goal of developing training programs and providing training. For ex-
ample, geriatric education centers were created to develop, support, and provide
health professionals with training in geriatrics.

Each of these approaches offers advantages and disadvantages. The benefits of
a focus on developing scholars include the creation of a core of individuals who are
competent to handle working with family violence victims and possess the knowl-
edge and experience to provide training to other health care professionals. How-
ever, this approach is limited in the number of scholars that can be produced; other
health care professionals and interested parties in need of training may not have
access to these experts. Developing research opportunities can generate information
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that all health professionals need in order to address family violence. But the appli-
cability of the research is limited without dissemination and training, especially
given the overwhelming amount of health care research being published. Usually,
research centers not only conduct and fund research but also disseminate their
findings. They do not usually provide training, however. Education centers can fill
this gap, but they may be dependent on other mechanisms for the research on which
the training programs are to be based.

No definitive evidence indicates the best approach to building a field. The
committee’s examination of existing mechanisms suggests that each appears to
have arisen from the needs perceived by those working in the field or other
interested parties. Individual or organizational champions work to engender fi-
nancial and political support from government and private funders. In recom-
mending an approach for the field of family violence, the committee explored
suggestions from previous reports and studies on family violence as well as
reports of successful approaches in other fields.

A brief review of efforts to develop the field of family violence reveals
some consensus on the needs of the field and how they might be addressed. For
example, the U.S. Advisory Board on Child Abuse and Neglect called for the
development of a new data system; creation of a U.S. Department of Health and
Human Services-wide research advisory committee; and a primary or lead role
for the National Institute of Mental Health in research planning, implementation,
and coordination, as well as in providing research training and career develop-
ment awards. The advisory board also recommended establishment of state and
regional resource centers for training, consultation, policy analysis, and research
on child protection.

A few months after the advisory board’s report was issued, the commissioner
for children, youth, and families (who had received the 1990 and 1991 reports of the
advisory board) asked the National Academies “to convene an expert panel to
develop a research agenda for future studies of child maltreatment.” The report,
Understanding Child Abuse and Neglect, made a series of wide-ranging recommen-
dations, many of which expanded on the advisory board’s recommendations. Im-
portantly, the panel stated as a research priority (NRC, 1993):

When a sufficient research budget is available to support an expanded corps of
research investigators from multiple disciplines, multidisciplinary research cen-
ters should be established to foster collaboration in research on child maltreat-
ment. The purpose of these centers should be to assemble a corps of researchers
and practitioners focused on selected aspects of child abuse and neglect, includ-
ing medical, psychological, social, legal, and cultural aspects of child abuse and
neglect. The proposed centers could provide a critical mass in developing long-
term research studies and evaluating major demonstration projects to build on
and expand the existing base of empirical knowledge. The proposed centers
should have a regional distribution, be associated with major academic centers,
have the capacity to educate professionals of various disciplines, and launch
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major research efforts. Examples of the cancer and diabetes centers funded by
the National Institutes of Health could serve as models, as could the Prevention
Intervention Research Centers of the National Institute of Mental Health. (pp.
358-359)

In 1993, another group of researchers, government officials, law enforce-
ment professionals, social service providers, and health care professionals con-
vened at the Wingspread Conference Center in Racine, Wisconsin, to discuss the
research and policy needed to address family violence. This group recognized
the need to identify and analyze existing evaluations of relevant programs to
inform future practice. The National Research Council and the Institute of Medi-
cine established the Committee on the Assessment of Family Violence Interven-
tions to do just that. That committee’s report noted a lack of rigorous evaluation,
insufficient resources, and failure of the research and practice communities to
collaborate (NRC and IOM, 1998). It recommended that evaluation be integral
to all family violence interventions and that policy incentives and leadership
foster coordination among policy, program, and research agendas.

A study of the response of health professionals to family violence in five
communities resulted in similar recommendations (De Vos et al., 1992). That
report recommended improving victim access to care, increasing health profes-
sionals’ knowledge and improving attitudes, implementing institutional policies
that provide incentives for improving detection and care, improving coordina-
tion among health care institutions and community services, developing the
knowledge base on family violence, and stimulating health professionals organi-
zations to address the issue.

In the years since these reports were published, their dozens of recommen-
dations have largely been ignored, although the problems identified have not
abated. One analysis suggests that a lack of champions in the legislative and
executive branches of the federal government and an inability to create for the
public an ongoing sense of crisis have contributed to the inattention these recom-
mendations have received (Krugman, 1997). According to this analysis, a coher-
ent collaborative policy, leadership at the national level, and a continuing
program of research and evaluation are necessary to develop the field.

There is significant correspondence between the needs of the field and all
these proposals for addressing them. Commonly noted needs include the need to
build the knowledge base, to evaluate programs, to develop scholars, to provide
training, to increase health professionals’ response, to facilitate collaborative
efforts, and to develop ongoing support for the field.

In the committee’s judgment, confronting the long history of ignored rec-
ommendations and the broad array of needs requires a multipronged approach.
Resources should be focused in a way that provides a locus of attention to the
problem; facilitates interdisciplinary collaboration; bridges science, practice, and
policy in the various disciplines, professions, and agencies that address family
violence; and establishes systems for preprofessional and continuing education.
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Taking such a comprehensive approach, family violence can become an integral
part of education, the relevant service systems, and communities of research.
Individual research grant and training programs can help, but they cannot indi-
vidually meet the broad goals that have been repeatedly described in this and
previous reports. The committee recommends a more comprehensive approach
involving the development of education and research centers, greater responsi-
bility for the health care sector in health professional training, increased atten-
tion to evaluation, and improved collaboration.

This chapter summarizes the conclusions the committee drew from our
review of available information. Detailed recommendations based on these
conclusions suggest ways to improve the training of health professionals to
respond to family violence. These conclusions and recommendations are
congruent with those offered in previous reports but are focused intensively
on health professional training.

CONCLUSIONS

Responding to its charge, the committee’s conclusions address what is
known about health professionals’ training needs to respond to family violence,
available training programs and program evaluation, and particular challenges to
and opportunities for training development and implementation. Each of the
previous chapters includes specific conclusions relevant to its content. What
follows is a summary of these conclusions.

e While family violence is understood to be widespread across the
United States and to have significant health consequences, its full
effects on society and the health care system have not been ad-
equately studied or documented.

The available data are inadequate to determine the full magnitude and severity of
family violence in society or its impact on the health care professions. Further-
more, few studies describe the total and marginal patterns of utilization or the
costs of health care, or the cross-sectional and longitudinal effects on health
status from the point of view of the patient (or victim). The results of such studies
could indicate the full extent to which the health care system and professionals
encounter family violence and the health care needs of victims. A better under-
standing of the baseline problems, health care needs, and costs associated with
family violence could reinforce the need for health professionals’ attention to the
issue, provide guidance as to how to respond, and inform and improve the educa-
tion and practice of health care professionals.

e Variation in the definitions, data sources, and methods used in re-
search on family violence has resulted in inconsistent and unclear
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evidence about its magnitude and severity, as well as its effects on
the health care system and society.

The definitions, data sources, and research methods used for research on family
violence vary from study to study. As noted in previous National Research Coun-
cil and Institute of Medicine reports (NRC, 1993, 1996; NRC and IOM 1998),
definitional clarity for family violence terminology is necessary to understand the
extent to which data can be reliably compared between studies or reliably gener-
alized to other situations. The same holds true for clarity and consistency in data
sources and research methods. Clear and consistent definitions, data sources, and
methods are important for developing the evidence base to detail the prevalence
of the problem as encountered in health care settings and the health care needs of
victims, as well as to indicate the opportunities and roles of health professionals
to address family violence. Such an evidence base is necessary to provide a
foundation for effective health professional education.

e Curricula on family violence for health professionals do exist, but
the content is incomplete, instruction time is generally minimal, the
content and teaching methods vary, and the issue is not well inte-
grated throughout their educational experience. Moreover, studies
indicate that health professionals and students in the health profes-
sions often perceive curricula on family violence to be inadequate
or ineffective.

Although a number of curricula exist, training does not appear to be consistently
offered and is usually of short duration at only one point in the training program,
is usually targeted to one professional group, and is frequently limited to one type
of family violence. Elder maltreatment appears to be the most neglected type of
family violence in existing curricula. Health care professionals who have re-
ceived training on family violence frequently describe it as insufficient (e.g.,
Biehler et al., 1996; Wright et al., 1999) or report that they cannot recall having
had such training (e.g., Jones et al., 1997).

« Evaluation of the effects of training has received insufficient atten-
tion. Few studies investigate whether curricula on family violence
are having the desired impact on the delivery of health care to fam-
ily violence victims. When evaluations are done, they often do not
utilize the experimental designs necessary to provide an adequate
understanding of effects.

At present, a majority of studies appear to rely primarily on quasi-experimental
research and short-term measurement of proximal effects and provider outcomes,
such as increased knowledge and awareness of family violence. Evaluations, re-
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quired by law, funding agencies, or sponsoring organizations often assess only the
process by which a program is implemented or participant satisfaction, without
attention to program effectiveness—or they focus on effects without considering
implementation. Other experimental designs, particularly randomized experiments,
would be useful in demonstrating the effects of training on health professionals’
behavior or victims’ health. Also helpful in improving understanding of the relation-
ship between training and outcomes are high-quality quasi-experimental designs.
Both could significantly improve the evidence base and its use to provide guidance
as to what works best, for whom, and under what conditions.

« In addition to effective training on family violence, a supportive
environment appears to be critically important to producing desir-
able outcomes.

The available evidence from evaluation studies indicates that an evaluated cur-
riculum, while critical, is not sufficient to produce the desired outcomes. That is,
having a proven curriculum will not ensure that health professionals receive the
necessary training and adapt their practice behaviors. A commitment of time and
resources is necessary to make attention to family violence a regular part of
training and practice. Without such a supportive environment, the effects of
training are likely to be short lived and may erode over time.

e Core competencies for health professional training on family vio-
lence can be developed and tested based on similarities in the con-
tent of current training programs. The important content areas
include: (1) identification, assessment, and documentation of abuse
and neglect; (2) interventions to ensure victim safety; (3) recogni-
tion of culture and values as factors affecting family violence; (4)
understanding of applicable legal and forensic responsibilities; and
(5) prevention. The level of competency necessary will vary with
professional roles, functions, and interests.

Core competencies are areas of knowledge, skills, and attitudes that health care
professionals must possess in order to provide effective health care to patients.
Currently, no definitive, evidence-based set of core competencies exists. An
examination of existing programs indicates some similarities in objectives, con-
tent, and teaching methods, suggesting some coherence in domains across disci-
plines in which core competencies could be developed or tested for health profes-
sional education. While the committee could find little research to determine
specific core competencies and content, these content areas regularly appeared in
existing curricula and in the literature on health professional training on family
violence. In our view, these areas offer useful starting points for research to
specify core competencies for health professional training and educational con-
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tent that reflects stages of learning, educational setting, profession, specialty,
intensity of educational need, and patient populations likely to be encountered. In
addition, the specification of core competencies could facilitate the development
of sound measures for assessing them. This, in turn, would lead to better mea-
sures for assessing outcomes and competencies in training evaluation studies.

« Existing education theories about behavior change suggest useful
teaching methods and approaches to planning educational inter-
ventions for health professionals tailored to the issue of family vio-
lence. These approaches include ways of changing behavior and
practice in health care delivery systems, the use of techniques to
address practitioners’ biases or beliefs about victims, and the use of
health care outcome measurement (e.g., Health Employer Data In-
formation Set measures) to inform evidence-based practice.

Studies demonstrate that traditional forms of didactic education intended to in-
crease knowledge about a particular topic are insufficient to enhance skills and
change clinical practice to improve patient outcomes. The research literature on
behavior change and strategies and principles of adult learning indicate that
teaching methods that employ multifaceted, skill-building, practice-enabling strat-
egies are more effective at changing behavior in health care delivery. Such strat-
egies involve interactive techniques, such as case discussion, role play, hands-on
practice sessions, and guided clinical experiences and provide evaluative feed-
back to trainees about their behavior in these situations.

Evidence from research on continuing medical education further reveals that
these teaching methods are effective at changing professionals’ behavior and
health care outcomes, particularly when they are supported and reinforced in
both training and practice settings, when the outcomes associated with the
trainee’s behaviors are measured, and when the trainees are given positive feed-
back when positive outcomes are achieved (Bero et al., 1998; Berwick and Nolan
1998; Davis et al., 1995; Haynes et al., 1984; Oxman et al., 1995; Shekelle et al.,
2000; Thompson, 1996; Thomson et al., 2001a, 2001b, 2001c).

Strategies—referred to as systems change models—for changing practices
within institutions are based on findings about effective ways to change behav-
ior. A number of such models exist, generally involving identifying areas in
which change is needed, determining objectives for change, testing approaches
for achieving those changes, assessing the impact of those approaches, and mak-
ing further adjustments. Kaiser Permanente of Northern California, the Group
Health Cooperative, and the University of Virginia have demonstrated success
with the use of systems change models in health care institutions (Melton et al.,
1985; Maiuro et al., 2000; Sugg et al., 1999; Thompson et al., 1998, 2000). A
few managed care organizations and hospitals are beginning to apply such ap-
proaches to the education and training of health professionals to identify and
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manage cases involving family violence (Thompson et al., 2000; Campbell et al.,
2000). Early experiences with these techniques are demonstrating positive ef-
fects.

In addition to efforts to change systems, techniques to reduce health profes-
sionals’ biases—the assumptions health professionals have about who family vio-
lence victims are and why they are maltreated—may be useful in developing
effective education on family violence. As with other professions that deal with
family violence, cognitive biases held by health practitioners may have particular
effects on the identification of victims and attributions of risk in cases of actual or
suspected family violence. Research on techniques to address these assumptions or
biases, known as “debiasing,” suggests that errors in identifying victims and assess-
ing risk could be reduced if training programs on family violence included exercises
in which trainees compared their own judgments and assumptions about victims
with data describing real victims.

Research on outcome measurement, such as measures included in the
Healthplan Employer Data Information Set (HEDIS), and evidence-based prac-
tice suggest potential for the creation of a standard set of measures for effective
practice for family violence. HEDIS measurement, in its short existence, has
demonstrated profound effects on the behavior of health care delivery organiza-
tions and on practitioners (Bader et al., 1999; Eddy, 1998; Epstein, 1998; Harris
et al., 1998; Hill and Spoeri, 1997; Kelly, 1997). For example, managed care
organizations have made major changes to meet new requirements, and training
of health care personnel is widely conducted as part of this process (National
Committee for Quality Control, 1999). Examples of the success of HEDIS mea-
sures include changing health care delivery for immunizations (Hughes, 1997;
Family Violence Education, 1996; Thompson, 1996), the management of hyper-
tension (Elliott et al., 1999), and diabetes care (Peters et al., 1996). Currently, no
HEDIS measures exist for diagnosing and treating family violence.

Evidence-based practice currently appears to be another strong and emerg-
ing force in health care professional education. Evidence-based practice is rec-
ognized as essential to ensure quality health care (e.g., Green and Ellis, 1997;
Norman and Shannon, 1998). As it involves efforts to apply the best-available
scientific evidence to day-to-day practice, the drive for it could serve as a stimu-
lus for effectiveness research on family violence interventions. Yet research
shows that even in areas in which best-practice standards are well established,
incorporation into practice is extremely slow and uneven (IOM, 2001).

e Challenges to developing, implementing, and sustaining training
programs for health professionals on family violence include the
nature of accreditation, licensure, and certification; characteristics
of health professional organizations; views of stakeholder groups;
attitudes of individual health professionals; and the existence of
mandatory reporting laws and education requirements.
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A number of factors may influence whether or not as well as the extent to which
family violence is included in health professional training. Accreditation, licensure,
and certification requirements do not consistently and explicitly address family
violence and thus do not appear to be significant influences encouraging such train-
ing for health professionals. Without such requirements, health professionals may
perceive family violence education as unnecessary, and educators may have little
incentive to provide it. The influence of other stakeholder groups, including advo-
cates, victims, and payers, has not been studied and so it is difficult to gauge what
impact they may have. For individual health professionals, as for other individu-
als, personal and professional factors may influence beliefs about the desirability
of education about family violence and how such education is received and
applied. Health care professionals have concerns regarding inadequate time or
preparation, discomfort with dealing with family violence, and beliefs that it is a
private issue in which they should not be involved (e.g., Sugg and Inui, 1992;
Newberger, 1977; Cohen et al., 1997). Overcoming these concerns is another
challenge to be addressed. In addition, health care professionals may themselves
have had personal experience with victimization (e.g., Ellis, 1999) or be affected
by trauma experienced by their patients (“vicarious traumatization”; McCann and
Pearlman, 1990; Neumann and Gamble, 1995; Talbot et al., 1992). Training
programs therefore need to be sensitive to health professionals’ specific needs
and concerns.

The committee was particularly mindful of the use and effects of mandatory
reporting and education legislation. Reporting suspected abuse and neglect has
become common in health practice (Zellman, 1990a), but some health care pro-
fessionals express concerns that reporting can be more harmful than helpful to
the victim. The advantages of mandatory reporting include the increased likeli-
hood that the health care provider will respond to family violence, refer victims
for social and legal services, and assist with perpetrator prosecution. However,
with regard to intimate partner violence in particular (Rodriguez et al., 1999;
Tilden et al., 1994), some health professionals and others voice concern that
mandatory reporting is a breach in confidentiality that undermines autonomy,
trust, and privacy in the health care setting (Kalichman and Craig, 1991;
Kalichman et al., 1989; NRC and IOM, 1998; Rodriguez et al., 1998, 1999;
Vulliamy and Sullivan, 2000; Warshaw and Ganley, 1998); interferes with ef-
forts to ensure the safety of victims (Levine and Doueck, 1995; NRC and IOM,
1998; Rodriguez et al., 1998, 1999; Tilden et al., 1994; Warshaw and Ganley,
1998; Zellman, 1990b); serves to deter perpetrators from obtaining treatment
(Berlin et al., 1991; Kalichman et al., 1994); precipitates violent retaliation by
perpetrators (Gerbert et al., 1999; Gielen et al., 2001; Rodriguez et al., 1999);
decreases victims’ use of health care services (Gerbert et al., 1999; Rodriguez et
al., 1999); and discourages inquiries by health care professionals who believe
that if they do not ask, they have nothing to report (Gebert et al.,1999).

Although the relationship between mandatory reporting requirements and
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education is unclear, the committee found that existing curricula, particularly on
child abuse and neglect, often focus in part or in whole on legal reporting re-
quirements. While reporting requirements may be useful in promoting health
professional education about screening and reporting family violence, it appears
that existing curricula may focus on required reporting procedures to the detri-
ment of health professionals’ roles in treating, referring, and preventing family
violence. A previous report of the National Research Council and Institute of
Medicine, Violence in Families, recommended that “states initiate evaluations of
their current reporting laws” and that they “refrain from enacting mandatory
reporting laws for domestic violence until such systems have been tested and
evaluated by research” (NRC and I0OM, 1998, pp. 295-296). Such research con-
tinues to be necessary and should include the impact of reporting laws on health
professional training.

A few states mandate family violence education for health professionals, but
the committee could find no formal evaluations of the impact of the education
provided in accordance with those laws. However, studies demonstrate that health
professionals who have obtained any continuing education about child maltreat-
ment (not necessarily mandated) are no more likely—and in some study samples
are less likely—to report child abuse and neglect than are those who have not
attended such training (Beck and Ogloff, 1995; Kalichman and Brosig, 1993;
Reininger et al., 1995). In addition, the legal requirements tend to take the form
of lecture-based programs that education research suggests have little effect on
influencing practice behaviors (e.g., Davis et al., 1999). Mandated education
requirements provide an opportunity for evaluation to determine whether changes
and improvements in knowledge, attitudes, and skills related to family violence
result from such requirements and whether they can be sustained over time;
whether costs of care, severity of presenting health problems, case mix, morbid-
ity, and mortality are affected; and whether any changes observed can be attrib-
uted to the education program itself.

«  Funding for research, education development and testing, and cur-
ricular evaluation on family violence is fragmented, and informa-
tion about funding sources is not systematically available. No
consistent federal sources of support for education research on fam-
ily violence appear to exist.

The fragmented information on funding is particularly difficult to access for
researchers and educators and others attempting to develop and conduct research,
design training and practice interventions, and evaluate programs. The informa-
tion must be collected piecemeal from numerous web sites and federal agency
officials, making it difficult to determine if and when funds are available. Fur-
thermore, while the committee was able to identify some sources of funding for
intervention and training, we could find no consistent sources for education re-
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search on family violence to design and test innovative and responsive models for
health professional education or to evaluate existing models.

RECOMMENDATIONS

Recommendation 1: The secretary of the U.S. Department of Health and
Human Services should be responsible for establishing new multidisciplinary
education and research centers with the goal of advancing scholarship and
practice in family violence. These centers should be charged with conducting
research on the magnitude and impact of family violence on society and the
health care system, conducting research on training, and addressing con-
cerns regarding the lack of comparability in current research. The ultimate
goal of these centers will be to develop training programs based on sound
scientific evidence that prepare health professionals to respond to family
violence.

In recommending the creation of education and research centers, the com-
mittee reiterates and builds on recommendations from previous reports on family
violence (U.S. ABCAN, 1990, 1991; NRC, 1993; NRC and IOM, 1998). In
addition, there are some indications that the use of centers is effective in building
a field. For example, Tony Phelps, director of the Alzheimer’s disease centers
program of the National Institute on Aging, reports:

While there has been no comprehensive formal evaluation of the Alzheimer’s
Disease Centers Program, there is substantive agreement that the ADCs have
played and will continue to play a major role in Alzheimer’s disease research by
providing an infrastructure and core resources around which institutions can
build innovative research programs. Centers not only conduct research projects
and provide resources locally, but also join together with other ADCs to per-
form collaborative studies on important research topics and serve as regional or
national resources for special purpose research.

Among the accomplishments of the centers Phelps describes are multi-
disciplinary undertakings in research that have significantly advanced under-
standing of Alzheimer’s disease; the development of new lines of research; the
dissemination of research findings to the professional and lay communities; and
support for professional education through training programs, conferences, pre-
sentations, collaboration with state and local agencies and other Alzheimer’s
professional groups, and technology-based information dissemination. Of note,
he writes, “By pooling resources and working cooperatively, the Centers have
produced research findings that could not have been accomplished by individual
investigators working alone” (Phelps, personal communication to the committee,
July 7, 2001).

Similarly, David Hemenway, director of the Harvard Youth Violence
Prevention Center, reports that centers offer the advantages of coordination
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and continuity. In addition, they allow a group of people to build a field by
collaborating on several projects instead of working project by project. The
center focuses on the interdisciplinary study of the causes and etiology of
injury and its application for the development and evaluation of prevention
and intervention strategies and policy. In its first two years of existence, the
Harvard Youth Violence Prevention Center was able to win major grant
funding; assemble a multidisciplinary team of faculty; have 78 peer-
reviewed articles on injury prevention published or accepted by journals in
the field; initiate five major research projects as well as several others;
provide graduate student and professional training and research opportuni-
ties; offer information and training to community leaders and members; and
collaborate with state and local governments and community groups
(Harvard Injury Control Research Center, 2001).

The Geriatric Education Centers, which are funded by the Health Resources
and Services Administration to develop and disseminate curricula and to support
training on geriatrics for health professionals, were the subject of a formal na-
tional impact evaluation four years after their inception in 1983 (Engle and Jack-
son, 1991). The number of centers grew from 4 in 1983 to 38 in 1989. The
evaluation found that enrollees in the training programs came from a number of
disciplines, primarily nursing, social work, and medicine. The majority reported
the intensive training experience as excellent to good in providing direct experi-
ence with the range of clinical problems related to geriatrics (91.9 percent), in
helping develop professional skills in geriatrics (89.3 percent), and in contribut-
ing to their decision to begin or continue working in geriatrics (70.9 percent).
The enrollee respondents also reported that their impression of geriatric health
care had changed positively since their training experience. They indicated that
they had made changes to increase their work or activities relating to older adults
and that they considered the training to be change producing, although the evalu-
ation does not prove a cause-and-effect relationship.

The trainees’ supervisors reported that their institutions did provide some
support, with 32 percent reporting financial support and 50 percent reporting the
provision of paid leave for the trainees. The responding supervisors also reported
that, following training, staff involvement in geriatric-related activities increased
and the institution offered more geriatric-related training. Administrators in the
trainees’ institutions also reported increased interest in geriatric activities, in-
cluding increased enrollment in geriatric programs, the development of policies
on geriatric-related issues, more courses on geriatrics, and an increase in the
number of funded grants related to geriatrics or gerontology.

In the committee’s judgment, the reported successes of centers in other fields
support the call for centers on family violence. The committee therefore urges
the secretary of the U.S. Department of Health and Human Services to instruct
its agencies to determine how to allocate resources on a continuing basis to
establish multidisciplinary centers on family violence. These centers could be
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connected to academic health centers, as recommended previously by others, or
they could build on related efforts in other existing centers. For example, the
National Center for Injury Prevention and Control of the Centers for Disease
Control and Prevention already conducts and funds activities related to health
professional training on family violence, among other activities (http://www.cdc.
gov/ncipc/about/about.htm). These resource centers should be linked to local
and community resources and programs (e.g., domestic violence shelters, com-
munity clinics, and local assistance hotlines) as well as the health care delivery
system. Such linkage is necessary to facilitate and support translating research
results into real-world practices.

The committee suggests that a modest number of centers, three to five, be
established in the next 5 years. That time period should be sufficient to establish
and evaluate the early effects of the centers. The initial focus of the centers
should be the evaluation of existing curricula on family violence and the expan-
sion of the scientific research on magnitude, health effects, and interventions.
Once the centers are established and the evidence base is developed, additional
funding should be phased in to develop, test, evaluate, and disseminate educa-
tion and training programs; to provide training at all levels of education; to
develop policy advice; and to disseminate information and training programs.

Research conducted or funded by these centers should include attention to:

» an examination of the variability in definitions, data sources, and methods
used in research on family violence to determine how to address and overcome
the concerns and limitations this variability produces;

 the epidemiology of family violence, particularly its magnitude, severity,
and health consequences in society;

 the underlying causes and psychodynamics of family violence;

» ongoing assessment and surveillance mechanisms related to the utiliza-
tion and costs of health care services associated with family violence; and

» assessment of current family violence interventions and the development,
testing, and evaluation of new intervention programs to determine effective prac-
tices.

The development of training programs for health professionals should in-
volve educational research on:

« identification of the range and extent of training needs within and across
professions;

» assessment of current education efforts, including both content and teach-
ing strategies;

 the development, testing, and evaluation of model educational strategies
(including content and methods) for education and training;
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» the identification and evaluation of factors that influence education, re-
search, and practice (e.g., mandatory reporting requirements, mandated educa-
tion laws, accreditation, advocacy groups) and strategies for overcoming barriers;

 the determination of training needs for health professionals at all educa-
tional levels, including the needs of trainers; and

e systems or setting changes and educational strategies that promote the
institutionalization of appropriate new or changed behaviors by those caring for
victims of family violence.

The centers should offer training to:

 translate research findings into educational and clinical practice;

e expand the number of scholars and educators from multiple disciplines
working in the area of family violence who can provide training in health profes-
sional schools and other training settings; and

» provide settings in which multidisciplinary training efforts are modeled.

Based on research findings and collaborative experience, advice on policy
should be developed regarding a number of issues, including:

e education funding, including the role of third-party reimbursement in
training and

» infrastructure (human and financial resources and other needs within the
training setting) development to support education on family violence.

Dissemination should be undertaken to:

 inform educators, researchers, policy makers, grant funders, and the pub-
lic about research findings and funding opportunities related to family violence
research and education;

 foster multidisciplinary collaboration on family violence research, educa-
tion, and practice;

» encourage public and professional understanding of family violence and
its significance in society; and

 offer leadership in policy development related to family violence research
and education.

By providing a locus of activity, education and research centers can facilitate
the tracking and coordination of efforts to address family violence among federal
agencies as well as those at the state and local levels and private organizations. As
the committee’s review of existing programs and funding sources revealed, pro-
gram development and funding for family violence programs are currently scattered
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among agencies of the U.S. Department of Health and Human Services and the U.S.
Department of Justice. Among these are the Centers for Disease Control and Pre-
vention, the Agency for Healthcare Research and Quality, the Health Resources and
Services Administration, the National Institutes of Health, the Administration on
Children and Families, the National Institute of Justice, and the Office of Justice
Programs. These federal agencies, departments, and offices share a mandate to
address family violence, but the committee found that often one agency was un-
aware of either projects or funding opportunities for research and programs on
family violence in other agencies. Although their mandates differ in focus and
scope, in the committee’s judgment these agencies, as well as stakeholders in fam-
ily violence, would benefit from sharing and coordinating information about their
projects and funding opportunities.

Such coordination may result in: (1) the development of common research
priorities; (2) the distribution of funding to studies and projects that continuously
build the evidence base needed for the development of effective education and
practice; (3) the broad dissemination of information about current research and
programs; and (4) clear sources of information. Coordination would be aided by
an analysis, perhaps undertaken by the U.S. General Accounting Office, about
where investments are made, their level, and their adequacy.

In addition to the development of centers, the committee endorses continued
funding of individual research and program initiatives that focus on family vio-
lence. These efforts can enhance the effectiveness of the proposed centers.

Recommendation 2: Health professional organizations—including but not
limited to the Association of American Medical Colleges, the American
Medical Association, the American College of Physicians, the American
Association of Colleges of Nursing, the Council on Social Work Education,
the American Psychological Association, and the American Dental Associa-
tion—and health professional educators—including faculty in academic
health centers—should develop and provide guidance to their members,
constituents, institutions, and other stakeholders. This guidance should ad-
dress: (1) competency areas for health professional curricula on family
violence, (2) effective strategies to teach about family violence, (3) approaches
to overcoming barriers to training on family violence, and (4) approaches to
promoting and sustaining behavior changes by health professionals.

In addition to federal efforts supporting research, scholarship, and curricular
development, leadership and collaboration from the health sector are needed to
develop effective training for health professionals on family violence. Health
professional organizations are positioned to assist and influence their members
who are likely to encounter victims of family violence.

Efforts by the American Association of Colleges of Nursing, the American
College of Obstetricians and Gynecologists, the American Academy of Pediat-
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rics, and the American College of Nurse Midwives provide promising examples
of how health professional organizations can actively work to encourage and
implement education initiatives on family violence among their members. The
organizations provide insight into strategies to overcome barriers to developing,
implementing, and sustaining curricula and to promote changes in behavior. In
addition, their experiences suggest promising directions for other organizations.
The committee encourages other organizations to undertake similar initiatives
and evaluate the impact of their efforts. The models developed could help to
inform educational efforts. The education and research centers recommended
above can undertake further research into these issues as well.

Recommendation 3: Health care delivery systems and training settings, par-
ticularly academic health care centers and federally qualified health clinics
and community health centers, should assume greater responsibility for de-
veloping, testing, and evaluating innovative training models or programs.

In addition to federal efforts supporting research, scholarship, and curriculum
development, leadership from the health sector, including health care delivery sys-
tems and training settings, is needed to develop, test, and evaluate practical and
effective health professional training on family violence. Much health professional
training occurs in the health care delivery setting, so these settings provide an
opportunity to develop practices that enhance the care of victims of family violence.
Efforts to develop training curricula should be linked to clinical evidence, include
outcome measurement, provide incentives, and respond to factors that challenge
development, implementation, and sustainability of training programs.

The literature on the principles of adult education, theories of behavior
change, and performance measurement techniques offer informative models. In-
struction should be based on clinical evidence and emphasize task-centered
(problem-based) learning approaches. Mechanisms for the ongoing collection,
analysis, and feedback of process and outcome data are needed for progressive
improvements in education and practice; in this way, evaluation becomes inte-
gral to training. Evaluation is important to identifying effective curricula and
determining areas in which change is needed. The goal of evaluation is not
simply to assess a particular program but to determine how to change behaviors
and create systems of practice that improve the health outcomes of victims of
family violence. Working with evaluated materials is an important step in devel-
oping effective and sustainable education efforts.

Kaiser Permanente of Northern California, the GroupHealth Cooperative,
and the University of Virginia offer examples of health care delivery systems
making innovations in education techniques and overcoming barriers to behavior
change. These organizations are or have been actively involved in developing,
testing, and improving training programs.

Other health care delivery system and training leaders can likewise take
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advantage of the influence they may have with health professions and profes-
sionals as part of the broader societal efforts to address the general need for
health professional education, determine appropriate content and effective teach-
ing strategies, and provide support for health professional training development
and evaluation. Sound development, evaluation, and funding are necessary to
ensure that these systems are sustainable, as sustainability in health professional
training programs is as important as the development of effective curricula.

Recommendation 4: Federal agencies and other funders of education pro-
grams should create expectations and provide support for the evaluation of
curricula on family violence for health professionals. Curricula must be
evaluated to determine their impact on the practices of health professionals
and their effects on family violence victims. Evaluation must employ rigor-
ous methods to ensure accurate, reliable, and useful results.

To ensure that evaluation is useful, a number of methodological issues are in
need of attention:

e Measurement development and assessment of quality. In order to
add to the evidence base regarding the effectiveness of family violence interven-
tions, future studies should pay greater attention to. Priority should be given to
the development of measures with demonstrated reliability, validity, and sensi-
tivity to change, which evaluators could then adopt for more widespread use.
Refining alternative measures of knowledge and attitudes (e.g., the use of vi-
gnettes and standardized patients) and strategies for assessing clinical outcomes
are also important.

e The number of individuals studied: strategies to improve statistical
power include increasing sample sizes. Evaluations of training interventions
have often been based on small samples of trainees (and comparison group mem-
bers) that lack sufficient statistical power to detect meaningful effects. This is
particularly a problem with regard to outcomes involving knowledge and atti-
tude change, for which metaanalyses have found that effects of behavioral inter-
ventions are reasonably small. The expectation of small effects, therefore, needs
to be considered in the design of evaluations.

Conventional statistical estimates point to the fact that large sample
sizes of 300 or more are necessary to detect whether desired effects exist
(Cohen, 1988). It is unlikely that such sample sizes are possible in most
training evaluation studies. Other strategies for improving the power of the
design are possible. More reliable measurement can help in terms of reduc-
ing the variability within groups caused by measurement error (Lipsey,
1990); examining a training intervention implemented in multiple sites can
increase the statistical strength of studies as long as each site adequately
implements the key training components.

e Better information on variation in training received for both the
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training intervention and comparison groups. In any type of training, particu-
larly those involving multiple sessions and activities, individuals vary in their
levels of engagement or participation. Differences in student training experi-
ences and tutor preparation affect changes observed in knowledge, attitudes, and
skills. Differences in baseline knowledge and preparation may also influence the
magnitude of change in training participants (Short et al., 2000). Measuring
training also is important for the nonintervention groups, who may in fact have
received different amounts of previous education or have acquired somewhat
similar information as those who participated in the training.

» Rigorous evaluation studies. Well-designed evaluations are urgently
needed to expand knowledge of what and how much training should be delivered
to whom, when, how often, and at what cost. Properly conducted, they can also
highlight the level of other resources necessary for successful implementation
(e.g., administrative support). Priority for evaluation funding should be assigned
to training interventions designed around strategies shown to be effective in
fostering learning and changing provider behaviors (e.g., Davis, O’Brien et al.,
1999; NRC, 1999).

Randomized field experiments of individuals are difficult. Single-site
evaluations that rely on quasi-experimental designs can improve the degree to
which they address the relationships between training and outcomes and even
rule out certain plausible rival hypotheses. Examples include paying more atten-
tion to the timing of follow-ups and, when possible, having multiple pre- and
posttest observations of the outcomes of interest. Employing strategies to reduce
attrition from measurement is important (e.g., incentives for participants to com-
plete the measures). Finally, both experimental and quasi-experimental designs
must attend to assessing the environment in which individuals function and the
degree to which it facilitates or impedes translation of the knowledge learned
from training to actual practice. This may also be useful in exploring whether
training actually results in any system changes.

e Programmatic research on training. Research is needed that more
closely examines how trainee characteristics, their perceptions of training and its
quality, and the characteristics of the practice context in which they work (e.g.,
integrated delivery systems versus small-group practices) interact in effectively
translating the knowledge and skills into daily practice (see Huba et al., 2000;
Ottoson and Patterson, 2000; and Panter et al., 2000, for examples in HIV/AIDS
education and continuing education). With such research, evaluated programs
can contribute to enhancing practice by health professionals to improve the health
outcomes of victims of family violence.

Evaluation is critical to the development of effective training programs on
family violence. The committee’s review of existing training programs for health
professionals and the evaluation of those programs suggests that even when
program development is funded, evaluation is usually not funded. Funders should
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require that evaluations be conducted as a condition of funding and should pro-
vide funding at appropriate levels or the technical support to ensure that evalua-
tion is possible. In addition, funds should be allocated specifically for the
evaluation of existing programs.

FINAL THOUGHTS

A limited evidence base and the emotional responses that family violence
inspires combined to make the committee’s task in responding to its charge
complex and difficult. Guided by the judgment that health professional training
on family violence is necessary, the committee drew on the existing science to
discern important starting points for research and development on training con-
tent and teaching methods. These represent opportunities for educators, research-
ers, and policy makers to address and help reduce, if not resolve, problems
related to the responses of health professionals to family violence and to develop
the responsive health care system that family violence victims need. With suffi-
cient human and financial investment and collaboration among diverse stake-
holders, the committee is confident that significant progress can be made in
meeting the training needs of health professionals and the health care needs of
family violence victims.
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Child Abuse and Neglect

APPENDIX C

‘Who Must Report?

Standard for
Reporting?

Alabama
Ala. Code § 26-14-3 (2000)

Alaska
Alaska Stat. § 47.17.020
(Michie 2000)

Arizona
Ariz. Rev. Stat. § 13-3620
(2000)

Arkansas
Ark. Code Ann.
§ 12-12-507 (Michie 1999)

California
Cal. [Penal] Code
§ 11166 (West 2000)

Colorado
Colo. Rev. Stat.
§ 19-3-304 (1999)

Connecticut
Conn. Gen. Stat.
§§ 17a-101 to -101b (1999)

Delaware
Del. Code Ann. tit. 16,
§§ 903-904 (1999)

District of Columbia
D.C. Code Ann.
§ 2-1352 (1999)

Florida
Fla. Stat. ch. 39.201
(1999)

Georgia
Ga. Code Ann.
§ 19-7-5 (1999)

Knowledge or
suspicion

Reasonable
cause to suspect

Reasonable
grounds
to believe

Reasonable
cause to suspect

Knowledge or
reasonable
suspicion

Reasonable
cause to know
or suspect

Reasonable
cause to suspect
or believe

Knowledge or
good faith
suspicion

Knowledge or
reasonable
cause to suspect

Knowledge or
reasonable
cause to suspect

Reasonable
cause to believe
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Report What?

Report to Whom?

Report How?

Child abuse or neglect

Harm as a result of
child abuse or neglect

Injury, commercial sexual
exploitation of a minor, sexual
exploitation of a minor, incest,

child prostitution, death, abuse, or

nonaccidental physical neglect

Child maltreatment or conditions
that will reasonably result in
child maltreatment

Child abuse

Child abuse or neglect

Abuse, nonaccidental

physical injury, or neglect

Child abuse or neglect

Immediate danger of physical
or mental abuse or neglect

Abuse, abandonment, or neglect

Abuse

Law enforcement or Department
of Human Resources

Department of Health
and Social Services

Law enforcement or
Child Protective Services

Child abuse hotline

Child protective agency

County Department of
Human Services or
law enforcement

Commissioner of Children
and Families or law
enforcement agency

Division of Child Protective
Services of Department

of Services for Children,
Youth, and Their Families

Law enforcement or
Child Protective Services

Department of Children
and Family Services

Child welfare agency designated
by the Department of Human
Resources or law enforcement

Oral and written

Not specified

Oral and written

Oral

Oral and written

Not specified

Oral

Oral and written
(if requested)

Not specified

Oral

Oral and written
(if requested)

continued on next page
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APPENDIX C

‘Who Must Report?

Standard for
Reporting?

Hawaii
Haw. Rev. Stat.
§ 350-1.1 (1999)

Idaho
Idaho Code
§ 16-1619 (1999)

Illinois
325 Ill. Comp. Stat. 5/4
(West 2000)

Indiana
Ind. Code §§ 31-33-5-1
to -2, -4 (1999)

Towa
Towa Code
§ 232.69 (1999)

Kansas
Kan. Stat. Ann.
§ 38-1522 (1999)

Kentucky
Ky. Rev. Stat. Ann.
§ 620.030 (Michie 1998)

Louisiana
La. Civ. Stat. Ann. Art.
603, 609-610 (West 2000)

Maine
Me. Rev. stat. Ann. Tit. 22
§ 4011 (West 1999)

Maryland
Md. Code Ann., [Fam. Law]
§ 5-704 (1999)

Reason to
believe

Reason to
believe

Reasonable
cause to believe

Reason to
believe

Reasonable
belief

Reason to
suspect

Knows or has
reasonable cause
to believe

Cause to believe

Knowledge or
reasonable cause
to suspect

Reason to
believe
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Report What?

Report to Whom?

Report How?

Child abuse or neglect or
substantial risk of above in
reasonably foreseeable future

Abuse, abandonment, or neglect
or conditions that would

reasonably result in any of above

Abuse or neglect

Abuse or neglect

Child abuse

Injury resulting from physical,
mental, or emotional abuse,
neglect, or sexual abuse

Dependency, neglect,
or abuse

Endangerment of child’s
physical or mental health
or welfare due to neglect
or abuse

Child likely to be or has
been abused or neglected

Abuse or neglect

Department of Human
Services and
law enforcement

Law enforcement or
Department of Health
and Welfare

Department of Children
and Family Services

Child protective services
or law enforcement

Department of
Human Services

Department of Social
and Rehabilitation Services

Law enforcement, Cabinet
for Families and Children,
or county attorney

Child Protection Unit of
Department of
Social Services

Department of
Human Services

Department of
Social Services
or law enforcement

Oral and written

Not specified

Not specified

Oral

Oral and written

Oral and written

(if requested)

Oral or written

Written

Not specified

Oral and written

continued on next page
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APPENDIX C

Who Must Report?

Standard for
Reporting?

Massachusetts
Mass. Gen. Laws ch. 119,
§ 51A (2000)

Michigan
Mich. Comp. Laws
§ 722.623 (1999)

Minnesota
Minn. Stat.
§ 626.556 (1999)

Mississippi
Miss. Code Ann.
§ 43-21-353 (2000)

Missouri
Mo. Rev. Stat.
§ 210.115 (1999)

Montana
Mont. Code Ann.
§ 41-3-201 (1999)

Nebraska
Neb. Rev. Stat.
§ 28-711 (2000)

Nevada
Nev. Rev. Stat.
§ 432B.220 (2000)

New Hampshire
N.H. Rev. Stat. Ann.
§§ 169-C:29 to -C:30 (1999)

New Jersey
N.J. Stat. Ann.
§ 9:6-8.10 (West 2000)

Reasonable
cause to believe

Reasonable
cause to suspect

Knows or has
reason to believe

Reasonable
cause to suspect

Reasonable
cause to suspect

Knows or has
reasonable cause
to suspect

Reasonable
cause to believe

Knowledge or
reasonable cause
to believe

Reason to

suspect

Reasonable
cause to believe
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Report What?

Report to Whom?

Report How?

Physical or emotional injury
resulting from abuse which

causes harm or substantial risk of
harm to child’s health or welfare;

Abuse or neglect

Neglect, or physical or
sexual abuse, currently
or within past three years

Neglect or abuse

Child has been or may be
subjected to abuse or
neglect or is being
subjected to conditions
that would reasonably
result in abuse or neglect

Abuse or neglect

Abuse or neglect or
conditions that reasonably
would result in abuse

or neglect

Abuse or neglect

Abuse or neglect

Abuse

Juvenile Court

Department of
Social Services

Welfare agency or
law enforcement

Department of
Human Services

Division of
Family Services

Department of Public
Health and Human Services

Law enforcement or
Department of Health
and Human Services

Law enforcement or
protective services

Department of Health
and Human Services

Division of Youth and
Family Services

Oral and written

Oral and written

Not specified

Oral and written

Not specified

Not specified

Oral and written

Not specified

Oral and written
(if requested)

Oral or written

continued on next page
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APPENDIX C

Who Must Report?

Mental Social ~ Standard for

Dentist Doctor Health Nurse  Worker Reporting?
New Mexico Y Y Y Y Y Knowledge or
N.M. Stat. Ann. reasonable
§ 32A-4-3 (Michie 2000) suspicion
New York Y Y Y Y Y Reasonable
N.Y. [Soc. Serv.] Law cause to suspect
§ 413 (McKinney1999)
North Carolina Y Y Y Y Y Cause to suspect
N.C. Gen. Stat.
§ 7B-301 (1999)
North Dakota Y Y Y Y Y Knowledge or
N.D. Cent. Code reasonable cause
§ 50-25.1-03 (2000) to suspect
Ohio Y Y Y Y Y Knowledge or
Ohio Rev. Code Ann. suspicion
§ 2151.421 (Anderson 1999)
Oklahoma Y Y Y Y Y Reason
Okla. Stat. tit. 10, to believe
§ 7103 (1999)
Oregon Y Y Y Y Y Reasonable
Or. Rev. Stat. cause to believe
§§ 419B.005, .010-.015
(1997)
Pennsylvania Y Y Y Y Y Reasonable
23 Pa. Cons. Stat. cause to suspect
§ 6311 (1999)
Rhode Island Y Y Y Y Y Reasonable

R.I. Gen. Laws
§ 40-11-3 (2000)

cause to know
or suspect
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Report What?

Report to Whom?

Report How?

Abuse or neglect

Abuse or maltreatment

Abuse, neglect,
dependency, or death
resulting from maltreatment

Abuse, neglect, or death
resulting from abuse
or neglect

Suffers or faces threat of
suffering abuse, neglect,
physical or mental wound,
injury or disability that
reasonably indicates abuse
or neglect

Abuse or neglect

Abuse

Abuse

Abuse, neglect, or sexual
abuse perpetrated by
another child

Law enforcement or
Department of Children,
Youth, and Families or
tribal law enforcement
(if child resides in

Indian country)

Central register of child
abuse and maltreatment

Department of
Social Services

Department of
Human Services

Public Children
Services Agency or
law enforcement

Department of
Human Services

Office for Services to
Children and Families or
law enforcement

Department or appropriate
county agency

Department for Children
and Their Families

Not specified

Oral and written

Oral or written

Not specified

Oral and written
(if requested)

Oral or written

Oral

Oral and written

Oral

continued on next page
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Who Must Report?

Standard for
Reporting?

South Carolina

S.C. Code Ann. § 20-7-510
(Law. Co-op. 1999)

South Dakota

S.D. Codified Laws

§§ 26-8A-3, -6
(Michie 2000)

Tennessee

Tenn. Code Ann.
§ 37-1-403 (1999)

Texas

Tex. [Fam.] Code Ann.

§§ 261.101-.103
(West 2000)

Utah
Utah Code Ann.

§ 62A-4a-403 (1999)

Vermont

Vt. Stat. Ann. tit. 33,
§§ 4913-4914 (2000)

Virginia
Va. Code Ann.

§ 63.1-248.3 (Michie 1999)

Washington
Wash. Rev. Code

§ 26.44.030 (2000)

West Virginia
W. Va. Code
§ 49-6A-2 (2000)

Reason
to believe

Reasonable
cause to suspect

Knowledge or
reasonable
indication or
reasonable
appearance

Cause to believe

Observes or
has reason
to believe

Reasonable
cause to belive

Reason
to suspect

Observation or
reasonable
cause to believe

Reasonable
cause to suspect
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Report What?

Report to Whom?

Report How?

Physical or mental health or welfare
has been or may be adversely
affected by abuse or neglect

Abuse or neglect

Wound, injury, disability,
physical or mental
condition caused by
brutality, abuse, or neglect

Physical or mental health
or welfare adversely
affected by abuse

or neglect

Incest, molestation, sexual
exploitation, sexual abuse,
physical abuse, neglect; or
circumstances reasonably
resulting in any of above

Abuse or neglect

Abuse or neglect

Abuse or neglect or
conditions likely to result
in abuse or neglect

Neglect or abuse, or
conditions likely to result
in neglect or abuse

Department of
Social Services or
law enforcement

State’s attorney,
Department of
Social Services,

or law enforcement

Juvenile court judge,
Department of
Children’s Services,
or law enforcement

Law enforcement or

Department of Protective
and Regulatory Services

Law enforcement or
Division of Child and
Family Services

Commissioner of Social
and Rehabilitation Services

Department of
Social Services

Law enforcement or
Department of Social
and Health Services

State Department of
Human Services and

Division of Public Safety

and law enforcement
(if serious)

Oral

Oral

Oral or written

Not specified

Not specified

Oral and written

Oral

Not specified

Not specified

continued on next page
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‘Who Must Report?

Mental Social ~ Standard for
Dentist Doctor Health Nurse  Worker Reporting?
Wisconsin Y Y Y Y Y Reasonable cause
Wis. Stat. to suspect or
§ 48.981 (1999) reason to believe
Wyoming Y Y Y Y Y Knowledge or

Wyo. Stat. Ann.
§ 14-3-205 (Michie 2000)

reasonable cause
to believe or
suspect

NOTE: Because the term “allied health professional” is defined variably among different states, this
chart cannot accurately summarize the duties of all persons who might be included in this broad

category.
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Report What?

Report to Whom?

Report How?

Abuse or neglect, or
threat of abuse
or neglect

Abuse or neglect or
subjection to conditions
that would reasonably
result in abuse or neglect

Department of Health
and Family Services

Child protective agency
or law enforcement

Oral and written
(if requested)

Not specified
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APPENDIX C

‘Who Must Report?

Standard for
Reporting?

Alabama
Ala. Code § 38-9-8 (2000)

Alaska
Alaska Stat.
§ 47.24.010 (Michie 2000)

Arizona
Ariz. Rev. Stat.
§ 46-454 (2000)

Arkansas
Ark. Code Ann.
§ 5-28-203 (Michie 1999)

California
Cal. [Welf. & Inst.] Code
§ 15630 (West 2000)

Connecticut
Conn. Gen. Stat.
§ 17b-451 (1999)

Delaware
Del. Code Ann. tit. 31,
§ 3910 (1999)

District of Columbia
D.C. Code Ann.
§ 6-2503 (1999)

Florida
Fla. Stat. ch. 415.1034
(1999)

Georgia
Ga. Code Ann.
§ 30-5-4 (1999)

Hawaii
Haw. Rev. Stat.
§ 346-224 (1999)

Reasonable
cause to believe

Reasonable
cause to believe

Reasonable
basis to believe

Observation or
reasonable
cause to suspect

Observation or
knowledge of or
reasonably
suspects

Reasonable
cause to suspect
or believe

Reasonable
cause to believe

Substantial
cause to believe

Knowledge of
or reasonable
cause to suspect

Reasonable

cause to believe

Knowledge or
reason to believe
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Report What?

Report to Whom?

Report How?

Physical abuse, neglect,
exploitation, sexual abuse,
or emotional abuse

Abandonment,
exploitation, abuse,
neglect, or self-neglect

Abuse, neglect, or
exploitation of property

Abuse, sexual abuse,
neglect, or exploitation

Abuse, abandonment,
isolation or financial
abuse or neglect

Abuse, neglect, exploitation,
or abandonment

In need of protective services

In need of protective services
due to abuse or neglect

Abuse, neglect, or
exploitation

Physical injury inflicted by
nonaccidental means, neglect,
or exploitation

Abuse and threat of
imminent abuse

County Department of
Human Resources or
law enforcement

Department of Health
and Human Services’
Central Information and
Referral Service

Law enforcement or

protective services worker

Central registry or
law enforcement

Adult protective services
agency or law enforcement

Commissioner of
Social Services

Department of Health
and Social Services

Department of
Human Services

Central abuse registry

Adult protection agency,
law enforcement, or
district attorney

Department of
Human Services

Oral and written

Not specified

Oral and written

Not specified

Oral and written

Not specified

Not specified

Oral or written

Oral

Oral or written

Oral and written

continued on next page
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APPENDIX C

‘Who Must Report?

Standard for
Reporting?

Idaho
Idaho Code
§ 39-5303 (1999)

Illinois
320 Ill. Comp. Stat.
20/2, 20/4 (West 2000)

Indiana
Ind. Code
§ 12-10-3-9 (1999)

Towa
Towa Code § 235B.3 (1999)

Kansas
Kan. Stat. Ann.
§ 39-1431 (1999)

Kentucky
Ky. Rev. Stat. Ann.
§ 209.030 (Michie 1998)

Louisiana
La. Rev. Stat. Ann.
§ 14/403/2 (West 2000)

Maine
Me. Rev. Stat. Ann. tit. 22,
§ 3477 (West 1999)

Maryland
Md. Code Ann., [Fam. Law]
§ 14-302 (1999)

Massachusetts
Mass. Gen. Laws ch. 19A,
§ 15 (1999)

Michigan
Mich. Comp. Laws
§ 400.11a (1999)

Reasonable
cause to believe

Reason
to believe

Belief or reason
to believe

Suspicion

Reasonable
cause to believe

Reasonable
cause to suspect

Cause to believe

Reasonable
cause to suspect

Reason
to believe

Reasonable
cause to believe

Suspicion or
reasonable
cause to believe
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Report What?

Report to Whom?

Report How?

Abuse, neglect, or
exploitation

Abuse, neglect, or financial
exploitation, within past
12 months

Endangered adult

Abuse

Abuse, neglect, exploitation,
or in need of protective
services

Abuse, neglect, or exploitation

Adverse effect on physical or
mental health or welfare by
abuse, neglect, or exploitation

Abuse, neglect, or exploitation,
accompanied by incapacitation

Abuse, neglect, self-neglect,
or exploitation

Suffering from or death
caused by abuse

Abuse, neglect, or exploitation

Commission on Aging

Department on Aging

Adult protective services
or law enforcement or
statewide telephone number

Department of
Human Services

Department of Social and

Rehabilitation Services

Cabinet for Families
and Children

Adult protection agency
or law enforcement agency

Department of
Human Services

Department of
Social Services

Executive Office of
Elder Affairs

Department of
Social Services

Not specified

Not specified

Not specified

Not specified

Not specified

Oral or written

Not specified

Oral and written

Oral or written

Oral and written

Oral

continued on next page



222

Elder Abuse and Neglect

APPENDIX C

‘Who Must Report?

Standard for
Reporting?

Minnesota
Minn. Stat.

§§ 626.556, .557 (1999)

Mississippi
Miss. Code Ann.
§ 43-47-7 (2000)

Missouri
Mo. Rev. Stat.
§ 660.255 (1999)

Montana
Mont. Code Ann.
§ 52-3-811 (1999)

Nebraska
Neb. Rev. Stat.
§ 28-372 (2000)

Nevada
Nev. Rev. Stat.
§ 200.5093 (2000)

New Hampshire

N.H. Rev. Stat. Ann.

§ 161-F:46 (1999)

New Mexico
Stat. Ann.

§ 27-7-30 (Michie 2000)

North Carolina
N.C. Gen. Stat.
§ 108A-102 (1999)

Ohio

Ohio Rev. Code Ann.
§ 5101.61 (Anderson 1999)

Oklahoma
Okla. Stat. tit. 43A,
§ 10-104 (1999)

Reason
to believe

Reasonable
cause to believe

Reasonable
cause to suspect

Knowledge or
reasonable
cause to suspect

Reasonable
cause to believe
or observation

Knowledge or
reasonable
cause to believe

Reason

to believe

Reasonable
cause to believe

Reasonable
cause to believe

Reasonable
cause to believe

Reasonable
cause to believe
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Report What?

Report to Whom?

Report How?

Maltreatment or physical
injury not reasonably explained

Abuse, neglect, or exploitation

Likelihood of suffering serious
physical harm and in need of
protective services

Abuse, sexual abuse, neglect,

or exploitation

Abuse or conditions reasonably
resulting in abuse

Abuse, neglect, exploitation,
or isolation

Physical abuse, neglect,
exploitation, or living in
hazardous conditions

Abuse, neglect, or exploitation

Need of protective services

Abuse, neglect, or exploitation

Abuse, neglect, or exploitation

Designated common
entry point

Department of
Human Services or
welfare department

Department of
Social Services

Department of Public Health
and Human Services or
county attorney

Law enforcement or
Department of Health and
Human Services

Aging Services Division of
Department of Human
Resources or law enforcement

Commissioner of Health and
Human Services

Children, Youth, and
Families Department

Director of Department of
Social Services

Department of Job and
Family Services

Department of Human
Services, district attorney,
or law enforcement

Oral

Written and/or
oral

Oral or written

Not specified

Oral and written
(if requested)

Not specified

Oral and written
(if requested)

Oral or written

Oral or written

Oral and written

(if requested)

Not specified

continued on next page
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‘Who Must Report?

Standard for

Reporting?

Oregon

Or. Rev. Stat.

§§ 124.050, .060-.065
(1999)

Rhode Island
R.I. Gen. Laws
§ 42-66-8 (2000)

South Carolina
S.C. Code Ann. § 43-35-25
(Law. Co-op. 1999)

Tennessee
Tenn. Code Ann.
§ 71-6-103 (1999)

Texas

Tex. [Hum. Res.] Code Ann.

§ 48.051 (West 2000)

Utah
Utah Code Ann.
§ 62A-3-302 (1999)

Vermont
Vt. Stat. Ann. tit. 33,
§§ 6903-6904 (2000)

Virginia
Va. Code Ann.
§ 63.1-55.3 (Michie 1999)

Washington
Wash. Rev. Code
§§ 74.34.020, .035 (2000)

West Virginia

W. Va. Code

§ 9-6-9 (2000)

Wyoming

Wyo. Stat. Ann.

§ 35-20-103 (Michie 2000)

Reasonable
cause to believe

Reasonable
cause to believe

Reason
to believe

Reasonable
cause to suspect

Cause
to believe

Reason
to believe

Knowledge,
receipt of
information, or
reason to suspect

Reason to suspect

Reasonable
cause to believe

Reasonable
cause to believe

Knowledge or
reasonable
cause to believe

NOTE: Because the term “allied health professional” is defined variably among different states,
this chart cannot accurately summarize the duties of all persons who might be included in this

broad category.
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Report What?

Report to Whom?

Report How?

Abuse

Abuse, neglect, exploitation,
or abandonment

Occurrence or likelihood of
abuse, neglect, or exploitation

Abuse, neglect, or exploitation

Abuse, neglect, or exploitation

Abuse, emotional or
psychological abuse, neglect,
or exploitation

Abuse, neglect, or exploitation

Abuse, neglect, or exploitation

Abandonment, abuse, financial
exploitation, sexual or physical
assault, or neglect

Neglect, abuse, or
emergency situation

Abuse, neglect, exploitation,
or abandonment

Senior and Disabled Services
Division or law enforcement

Director of Department of
Elderly Affairs

Adult protective
services program

Department of
Human Services

Department of Protective
and Regulatory Services

Law enforcement or
adult protective services

Commissioner of the
Department of Aging and
Disabilities or law enforcement

Department of Public Welfare

Law enforcement and
Department of Social and
Health Services

Protective services agency

Law enforcement or
Department of Family Services

Oral

Not specified

Oral or written

Oral or written

Oral or written

Not specified

Written

Oral or written

Oral or written

Not specified

Not specified
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Intimate Partner Violence

Who Must Report?

Mental Social ~ Standard for
Dentist Doctor Health Nurse  Worker Reporting?

California Y Y N Y N Knows or

Cal. [Penal] Code reasonably

§ 11160 (Deering 2000) suspects
Colorado N Y N N N Believes or
Colo. Rev. Stat. has reason

§ 12-36-135 (1999) to believe
Kentucky Y Y Y Y Y Reasonable

Ky. Rev. Stat. Ann. cause to suspect

§ 209.030 (Michie 1998)

Rhode Island N Y N Y N Reasonable cause
R.I. Gen. Laws to believe or
§ 12-29-9 (2000) victim statement

NOTE: Because the term “allied health professional” is defined variably among different
states, this chart cannot accurately summarize the duties of all persons who might be included
in this broad category.
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Report What? Report to Whom? Report How?

Wound or other physical injury Law enforcement agency Oral and written
inflicted by firearm or wound

or other physical injury resulting

from assaultive or abusive

conduct

Injury caused by discharge of Law enforcement Not specified
firearm or by sharp or pointed

instrument or injury resulting

from criminal act, including

domestic violence

Abuse, neglect, or exploitation Cabinet for Families Oral or written
of adult and Children
Domestic violence Court’s domestic violence Written

training and monitoring unit
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Summary of Evaluation Studies on
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270 APPENDIX F

Knowledge, Attitudes, and Beliefs Outcome

Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Medical students  Type: Didactic One group Knowledge Self-report
(Ernst et Length: 3 hrs. re IPV (14 items)
al., 1998, 2000) Clinical aids:

None
Medical students  Type: Mixed  None Two groups Perceived comfort, Self-report
(Haase Length: 9 hrs. (one preparedness, (five
et al., 1999) over 6 weeks comparison questioning habits, items,

Clinical aids: group) and knowledge of o =0.70)

None resources re [PV



APPENDIX F 271
Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 1 24 Eligible = 148 . Within-
Pre = 144 (6 items) group com-
Post = 141 (98%) parisons were
FU =104 (72%) Ipy > Ipre* not based on
(5 items) matched groups
(e.g., those with
Iy < Ipos[* complete data
(2 items) and on all measure-
Iy = Ipost ment waves)
(8 items) due to the
Institutional
Review Board’s
requirement
that participants
be anonymous.
Thus, the com-
parisons should
be interpreted
with caution.
No 24 Eligible = Eligible = Loost™> Cpox™ Although the

Not reported Not reported
Post =29 Post = 86

training was a
formal elective
course, groups
were created by
self-report on
the posttest
rather than
known course
enrollment.
The analysis
controlled for
gender.
Analyses of
individual
items indicated
that group dif-
ferences were in
knowledge and
reported ques-
tioning habits
rather than
comfort and
preparedness.

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected

Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Medical students  Type: Mixed One group Knowledge Self-report
(Jonassen Length: 2-3.5 re IPV (10 items)
et al., 1999) days
Clinical aids: Attitudes Self-report
Materials on re [PV (26 items)
local resources;
screening Clinical skills Self-report
algorithm and experience (10 items)
Medical students  Type: Mixed  One lecture Two groups Knowledge, Self-report
(Short et al., 2000) Length: 4-week (one attitudes, and (37 items,
module comparison behavioral o = 0.80,
Clinical aids: group) intentions test-retest
None about [PV =0.87)
Appropriateness of Self-report
intervening (3-item
subscale,
o =051,
test-retest
=0.64)
Physician Self-report
responsibility (8-item
for IPV subscale,
o=0.69,
test-retest
=0.82)
Victim autonomy  Self-report
for decisions (3-item
subscale,
o =0.54,

test-retest
=0.69)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- 6 Eligible = 205 Ipost > Ipre* Test reliability
ately after Pre, Post, and Ipy > Ipre* was reported as
training FU = 144 (70%) adequate.
Ipost > Ipx'e>,<
Iy > Ipre* Results pertain
to comparisons
Ipost > Ipre* for two separate
Iy > Ipre* cohorts.
Yes 1 Eligible = 149 Eligible =97 Ipost > Ipre* Ipm > Cpm*
Pre =124 Pre =88
Post = 87 Post = 66
(70%) (75%)
Ipost < Ipre Iposl < Cposl
Iposl > Ipre Iposl > Cposl
Ipost > Ipre Iposl > Cposl

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Self-efficacy for ~ Self-report
detecting IPV (6-item
subscale,
o=0.72,
test-retest
=0.72)
Behavioral Self-report
intentions to (6-item
screen subscale,
o = 0.66,
test-retest
=0.83)
Residents in all Type: Mixed  Didactic Two groups Knowledge of Self-report
specialties Length: 20 min. educational (randomized) IPV (5-item
(Coonrod et al., Clinical aids:  session on subscale)
2000) Articles and unrelated topic

pocket
information
cards

Length: 20 min.
Clinical aids:
Articles and
pocket
information
cards on topic
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Within- Relative
Base- test Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Ipost > Ipx'e>,< Iposl > Cpcxsl>,<
Ipost > Ipx'e>,< Iposl > Cpcxsl>,<
Yes 9-10 Eligible =24 Eligible = 22 I .>C . *Analysis

Pre =24 Pre =22
Post =12 Post=11
(50%) (50%)

post post
controlled for

pretest score.

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Residents in Type: Didactic One group Beliefs re I[PV Self-report
internal medicine  Length: 105 (including self- (31 items)
(Knight et al., min. efficacy of victims)
2000) Clinical aids:
Local resource
list; laminated
card of
screening
questions and
resource contacts
Residents in Type: Mixed One group Knowledge Self-report
internal medicine  Length: 4 hrs. re IPV (10 items)
(Kripke et al., Clinical aids:
1998) None Attitudes re IPV  Self-report
(25 items)
Perceptions re Self-report

skills (10 items)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- Eligible = 45 Ipost = Ipre Measures
ately after Pre =45 used were those
training Post =45 (100%) developed by
Varvaro et al.
(1997), who
reported
internal
consistencies
ranging from
0.62 to 0.90,
depending on
the subscale of
interest.
Results were
affected by
residents =
complaints
about the
lengthiness of
the survey and
their careless
responding.
Yes Immedi- ©6 Eligible = 55 Los> Ipre* The differences
ately after Pre =55 rU> Ipre* would have
training Post =55 (100%) been statisti-
FU =55 (100%) Loos > L™ cally signifi-
Ipy > Ipre* cant if a one-
tailed test had
Loy > Ipre* been used.
IFU = Ipre

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
ED staff and Type: Didactic One group Knowledge of Self-report
emergency Length: 90 min. written protocol, (4 items)
medical Clinical aids: reporting
technicians Copy of care requirements, and
(Allert et al., guidelines; list documentation
1997) of local

resources
ED nurses Type: Didactic One group Beliefs re IPV Self-report
(Bokunewicz &  Length: 60 min. (questions
Copel, 1992) Clinical aids: ona

None scenario,

o=0.79)

ED staff, Type: Mixed ~ Usual or Two groups Knowledge and Self-report
including Length: 2 days available (group attitudes about (23 items,
physicians, Clinical aids:  training randomized) 1PV a=0.73)
nurses, and Technical
social workers assistance if
(Campbell et al.,  requested

in press)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- 3 Eligible = 329 Ipost > Ipre* Total
ately after Pre =266 (6 items) number of
training Post =266 (100%) Igy > Ipre* items in the
FU =213 (80%) (6 items) instrument was

not specified.
The follow-up
was done by
telephone to a
random sample,
but the
response rate
was not
reported. It is
unclear whether
the statistical
tests took into

account
repeated
measures.
Yes Immedi- Eligible = 42 Lost > Ipre*
ately after Pre=18
training Post = 18 (100%)
Yes 18-24 3 EDs 3 EDs IPOS( > Ipre* Iposl > An overall
Eligible = Eligible = Cpos‘* response rate
Not reported  Not reported for the posttest
Pre = Not Pre = Not was 75%, but
reported reported no information
Post=330  Post=319 was provided
regarding
differential
response rates
for the two
groups.

The analyses
controlled for
gender, state,
and pretest
standing.
continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Trauma center Type: Didactic One group Knowledge Self-report
staff, including Length: Unclear re [PV (18 items)
residents in Clinical aids:
surgery and None
emergency
medicine, medical
students, and
surgeons (Davis
et al., 2000)
ED staff, Type: Didactic One group Knowledge of Self-report
including Length: 1 hr. PV (43 items)
physicians, Clinical aids:
interns, and nurses Poster
(Roberts et al., (protocol);

1997b) pocket cards
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest

Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative

Base- test ups Group Group

line (months) (months) Intervention Comparison Change Difference Comment

Yes Immedi- Eligible = Ipost > Ipre*
ately after Not reported
training Pre =92

Post =92 (100%)

Yes Immedi- Physicians Ipost > Ipre* There were
ately after Eligible = 72 significant
training Pre =31 changes for the

Post =20 (65%) combined

Nurses group of

Eligible =91 physicians and

Pre = 69 nurses, but

Post =48 (70%) nurses increased
more than
physicians.
Overall,
physicians
incrased
significantly
but only in
terms of knowl-
edge of legal
aspects of IPV.

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

Expected
Nature of Training Provided Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
ED staff Attitudes toward  Self-report
(continued) PV (10 items)
ED, critical care, Type: Usual and Two groups Knowledge, Self-report
and perinatal Length: available (one attitudes, and (51 items)
hospital staff Clinical aids: comparison behavioral
(Short et al., Protocol group) intentions about
in press) PV

Understanding of ~ Self-report
abusive
relationships

Beliefs about staff
preparation and
ability for
addressing [PV
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Within- Relative
Base- test Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Ipost > Ipre After training,
35% of
physicians

Eligible = 417 Eligible = 265

Pre =200 Pre =127
Post = Post =

believed that
there was little
a doctor or
nurse could do
to stop IPV,
50% believed
that victims did
not want to
discuss IPV
with a health
professional,
and 45% did
not know that
emotional
abuse is
generally
viewed as
worse than
physical abuse
by victims.

Tpyn > Ipre Ipy, > Although exact
Crun™ results were not
provided, the
authors
reported that
psychometric

Tpyn > Ipre Iy, < Cpyy, analyses found
the scales were
internally
consistent.

Iy > Ipre Iy, > A total of 211

Crin™ individuals had

complete data
for the outcome

continued on next page



284

Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison

Population Intervention Group Study Major

(study citation) Group (if applicable)  Design Outcomes Measure
ED, critical care, Victim autonomy  Self-report

and perinatal
hospital staff
(continued)

for decisions

Staff responsibility ~Self-report
to address
domestic violence

Self-efficacy for ~ Self-report
detecting IPV and

interacting with

victims

Self-efficacy for ~ Self-report

referral and services

Own behaviors re
screening and
documentation

Self-report
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Within- Relative
Base- test Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Tpyn > Ipre Ipy, > analyses,
Crun* yielding an
overall
Tpyn > Ipre Iy, > Cpyy, response rate
for the posttest
of 65%. The
extent to which
Tpyn > Ipre* Iy, > Cpy, differential
attrition
occurred
between groups
was not
Tpyn > Ipre* Iy, > Cpyy, reported.
Analyses
controlled for
Tpyn > Ipre* Ipy, > age, gender,
Crun* position,
department,

exposure to
training, and
pretest score.

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

Expected
Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
ED house staff Group 1 Usual and Two groups Beliefs about [PV Self-report
(Varvaro et al., Type: Didactic available (one (12 items,
1997) Length: 1 hr. comparison o =0.89)
Clinical aids: group)
None
Group 2
Type: Didactic Attitudes re IPV Self-report
Length: 1 hr. (self-efficacy in (31 items,
Clinical aids: IPV victims) as ranged
pocket IPV from 0.62
training manual to 0.90 for

subscales)
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Sample Size and
Attrition from
Measurement

Results

I = Intervention Group

C = Comparison Group

Pre = Baseline or Pretest

Post = Posttest FU = Follow-up

(months) (months)

Intervention ~Comparison

Group 1 Eligible =
Eligible = Not reported

Not reported Pre=11

Pre =13 Post =11
Post=13 (100%)
(100%)

Group 2 IPOS‘ > Ipres
Eligible = (5 of 12 items)
Not reported

Pre =13

Post = 13

(100%)

Within- Relative

Group Group

Change Difference Comment

I I I C_ . The lecture-

post = pre post = post
only and the
lecture plus
manual groups
differed on
specific items
regarding
perceived self-
efficacy at the
posttest, but the
differences did
not consistently
favor one
group. No
comparisons
were made
between these
two groups and
the control
group. The
ability to
detect within-
group changes
and relative
group differ-
ences was
handicapped by
the small
sample sizes.

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected

Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Community Type: Mixed One group Knowledge of IPV  Self-report
health center Length: 3-6 hrs. (13 items,
staff, including Clinical aids: o =0091)
physicians, mid-  IPV screening
level practitioners, pocket card;
social workers, IPV assessment
and psychologists  form; stamp to Attitudes (comfort Self-report
(Harwell et al., indicate with IPV) (4 items,
1998) screening and o =0.82)
suspected or
confirmed
abuse; patient
card of
resources and
safety tips;
additional
tailored follow-
up training to
some CHCs
Nurse-midwives  Type: Unclear One group Knowledge re IPV  Self-report
(Paluzzi et al., Length: 8 hrs. (00 =0.80)
2000) Clinical aids:
None Attitudes re IPV  Self-report
(oe=0.61)
Level of comfort  Self-report
in working with (00 =0.59)
victims
Perceived cultural ~ Self-report
competence (00 =0.96)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- 3 Eligible = 108 Ipost > Ipre* Analyses were
ately after Pre =108 Ipy > Ipre* restricted to the
training Post =108 Ly <Ly direct care
(100%) providers who
FU =23 of received the
66 eligible (35%) training.
Ipost > Ipre Table 2 is not
U > Ipre clear as to
Ipy < Ipos[ whether results
at all waves
were only for
23 in the
follow-up.
Yes 6 12 Eligible = Lo > Ipre*
Not reported Ipy > Ipost
Pre = 165
Post = 80 (48%) Loos > L™
FU =23 (14%) Fu > Lot
IpOSI > Ipre*
IFU > Ipost
Ipost > Ipx'e>,<
IFU > Ipost

continued on next page
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Knowledge, Attitudes, and Beliefs Outcome

APPENDIX F

Nature of Training Provided

Expected

Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Primary care Type: Mixed  Usual and Two groups Self-efficacy re Self-report
team members Length: two available (group detecting IPV (7-item
(Thompson et al., half-day training randomized) subscale,
2000) sessions over  (e.g., manual) o=0.73)
12 months
Clinical aids:
Posters;
provider cue
cards; routine System support Self-report
exam forms; (4-item
feedback subscale,
o=0.73)
Blaming the victim Self-report
(7-item
subscale,
o =0.80)
Fear of offending  Self-report
(7-item
subscale,
o =0.80)
Safety concerns Self-report
(8-item
subscale,

oa=0.91)
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Sample Size and
Attrition from
Measurement

Results

I = Intervention Group

C = Comparison Group

Pre = Baseline or Pretest

Post = Posttest FU = Follow-up

(months) (months)

Intervention ~Comparison

Within- Relative
Group Group
Change Difference Comment

Two clinics  Three clinics

Eligible = Eligible =
Not reported Not reported
Pre =91 Pre = 88
Post = Not Post = Not
reported reported

FU = Not FU = Not
reported reported

Lo > L™ Thoq > Gy Total number

Iy > 1, Igy>Cry® of eligible
participants in
all clinics was
208 of which
179 (86%)
responded to
the pretest. At

Loost > Lo I.>C. . the posttest and

post post

S Ipre ru>Cpy  follow-up, there
were 190
eligible

Ipost > Ipre Ipm > Cpm providers of

Iry=1, Igy > Cgy  which 79%
responded, and
the correspond-

Lo > L™ Lo > Cpoy ing figures for

Iy > Ipre* Iy > Cy™® the follow-up
were 171 and

82%. The
Los> Ipre* Lo > Cposl extent to which
Ipy > Ipre* Iy > Cy™® the two groups

differed with

regard to

attrition was
not reported.
Outcome
analyses were
adjusted for
pretest and
clustering.
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APPENDIX F

Outcomes Related to Clinical Intervention Practices

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Residents in Type: Mixed ~ Usual and Two groups, % covering Standardized
internal medicine  Length: Two  available randomized psychosocial issues patient visit
and family 50-min. in patient interview
practice (Saunders sessions or
etal., 1993) one 2-hr. session Extent to which Standardized
Clinical aids: history was taken  patient visit
None during patient
Number of interview
participants: 17
Extent of planning ~ Standardized
conducted during  patient visit
patient interview
ED staff, Type: Mixed ~ Usual or Two groups % of identified Chart review
including Length: 2 days available (group IPV cases with
physicians, nurses, Clinical aids:  training randomized) more appropriate
and social workers Technical interventions
(Campbell et al.,  assistance if
in press) requested Patient satisfaction Self-report
with care received  of patients
Commitment by Researcher
EDs to detecting ~ ratings
and treating
IPV victims
ED staff Type: Didactic Cohort % of IPV cases Chart review
(Fanslow et al., Length: 1 or 4 hrs. where interventions
1998, 1999) Clinical aids: were used (e.g.,

Protocols;
forms; body
map; checklist;
contact cards
Number of
participants:

33 nurses and
11 medical staff

referrals)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
No 6 Post=15 Post =20 Iposl = Cposl
Unclear
Unclear
Yes 12 18 3 hospitals: 3 hospitals: Iposl = Cposl
Pre = 600 Pre = 600
Post = 600 Post = 600
FU =600 FU =600
Iposl > Cposf’<

Yes 12 Pre =21 Pre =26
Post =34 Post =13

I > * 1 >C *

post pre post post
* *
Ippt> 1% Tt > Cpt

* 3
IpoSl > Ipre Iposl > Cposl There was a
ru=Cpy difference in the
number of
interventions at

the baseline.

continued on next page
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APPENDIX F

Outcomes Related to Clinical Intervention Practices

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Community Type: Mixed Cohort % of all cases with Chart
health center Length: 3-6 hrs. a completed safety review
staff, including Clinical aids: assessment
physicians, mid-  IPV screening
level practitioners, pocket card; % of all cases Chart
social workers, TPV assessment where a body map review
and psychologists ~ form; stamp to was completed
(Harwell et al., indicate
1998) screening and % of all cases with Chart
suspected or referral to review
confirmed CHC staff
abuse; patient
card of % of all cases with Chart
resources and referrals to review
safety tips; outside agencies
additional
tailored follow-
up training to
some CHCs
Number of
participants: 108
Public health Type: Mixed Cohort % of identified Chart
nurses (Shepard ~ Length: 4 hrs. IPV cases who review
etal., 1999) Clinical aids: were provided

Protocol and
follow-ups
Number of
participants:
Unclear

information

% of identified Chart
IPV cases who
were directly
referred to
services

review
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 6 Pre =251 Loose > L™
Post =255
Iposl = Ipre
Iposl > Ipre
Iposl > Ipre*
Yes 12 24 Pre =31 Iposl > Ipre* Analyses
Post =23 g controlled for
FU =18 age of patients.
Iposl > Ipre
FU > Ipre

continued on next page
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APPENDIX F

Outcomes Related to Clinical Intervention Practices

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
ED, critical care,  Type: Usual and Two groups % of cases with Chart
and perinatal Length: available (one documentation of  review
hospital staff Clinical aids: comparison relevant social
(Short et al., Protocol group) history
in press)
% of cases with Chart
documentation review
% of documented ~ Chart
referrals for review
IPV cases
Primary care Type: Mixed ~ Usual and Two groups % of identified Chart
team members Length: 2 half- available (group IPV cases whose  review
(Thompson et al., day sessions  training randomized) quality of care was
2000) over 12 months (e.g., manual) judged good or
Clinical aids: excellent
Posters;
provider cue
cards; routine
exam forms;
feedback
Number of
participants:
Unclear
Prenatal health Type: Didactic No protocolin ~ Two groups % of identified Chart review
clinic staff, Length: 90 min. one clinic (one IPV cases who
including Clinical aids: comparison received referrals
physicians, nurses, Protocol; group) to outside agencies
nutritionists, follow-up
counselors, and Number of
clerical staff participants:
(Wist & Unclear

McFarlane, 1999)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
15 18 Post, FU1, Post, FU1, I3 > A total of 2,531
21 FU2,FU3 = FU2,FU3 = Cp3* charts were
24 Not reported  Not reported reviewed, but
the numbers
were not
I3 > Cyy3reported for
each data
collection wave.
I3 > Gy 3*
Yes 9-10 2 clinics 3 clinics Iposl = Ipre Iposl = Cposl
Pre =27 Pre =32 Cposl = Cpre
Post = 37 Post = 35
Yes 3 12 Pre=3 Pre =0 Igy > Ipre*
Post =9 Post =0
FU=17 FU=0
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APPENDIX F

Screening, Identification, and Detection of Intimate Partner

Violence
Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Medical students Type: Mixed Earlier cohort  Three groups Screening skills  Standardized
(Jonassen et al., Length: 2-3.5 of third-year (one patient
1999) days medical comparison

Clinical aids: students who  group)

Materials on  did not

local participate in

resources; the clerkship

screening

algorithm
Medical students Type: Mixed One lecture Two groups % correctly Vignettes
(Short et al., Length: 4-week (one identifying IPV
2000) module comparison in patient

Clinical aids: group)

None % correctly Standardized

identifying IPV  patient

Residents in
family practice
(Bolin & Elliott,
1996)

Residents in
internal medicine
(Knight et al.,
2000)

Type: Didactic Type: Didactic
Length: 2 hrs. Length: 2 hrs.
Clinical aids:  Clinical aids:
List of List of contacts
contacts;

button

Type: Didactic
Length: 105
mins.

Clinical aids:
Local resource
list; laminated
card of
screening
questions and
resource
contacts
Number of
participants: 45

Two groups,
randomized

1 group

in patient

No. of days that  Self-report

resident had of
conversations residents
with patients (daily
about IPV diary)

% of patients Patient exit
reporting that interview
resident had asked (one item)

about IPV
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
9 Eligible = 205 Eligible = 93 Loos > Cpre*Test reliability
Post =205 Post=93 was reported
(100%) (100%) as adequate.
Results pertain
to two separate
cohorts who
received the
training.
Yes 1 Eligible = 149 Eligible (97) LIRS Ipre* Lot = pr The
Pre =124 Pre =88 standardized
Post = 88 Post = 66 patient was
(71%) (75%) designed as
No 1 Iposl = Cposltest of
interview
techniques.
No 1 Eligible = Eligible = Loost > Cpost*
Not reported Not reported
Post =6 Post=5
Yes 4 days Pre = 122 Los > Ipre* Analyses were
Post=116 adjusted for

patient age,
income, and
education,
along with
physician race.

continued on next page
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APPENDIX F

Screening, Identification, and Detection of Intimate Partner

Violence
Expected
Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Residents in Type: Mixed One group % of cases seen  Chart
internal medicine Length: 4 hrs. where patient was review
(Kripke et al., Clinical aids: asked about IPV
1998) None
Number of % of cases where Chart
participants: 55 patient was review
identified as
IPV victim
Residents in Type: Mixed Usual and Two groups % identifying IPV Standardized
family practice ~ Length: available (one patient visit
(Mandel & Two sessions comparison
Marcotte, 1983)  over 4 months group)

Clinical aids:
Checklist on
appropriate
practices
Number of
participants: 16
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 6 Pre = 693 Ipw > Ipre
Post =277
IpOS[ < Ipre
4 Eligible = Eligible = Lot = Cpost Due to the
Not reported Not reported small sample
Post = 10 Post=6 sizes, no

statistical tests
were
performed.

continued on next page
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Screening, Identification, and Detection of Intimate Partner
Violence

Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Residents in Type: Mixed Usual and Two groups, Time needed to Standardized
internal medicine Length: Two available randomized detect IPV patient visit
and family 50-min. in interview
practice sessions or one
(Saunders et al., 2-hr. session
1993) Clinical aids:

None

Number of

participants: 17
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
No 6 Eligible = Eligible = Lot = Cpost Randomization
Not reported Not reported was done by
Post =15 Post =20 team in one
site, and those
who did not

attend training
were placed
randomly in
rotation sites.
The outcome
was in the
expected direc-
tion but was
not significant
after physician
gender, prior
professional
exposure, and
number of IPV
victims known
were
controlled

for.

continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected
Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure

ED staff,
including
physicians,
nurses, and
social workers
(Campbell et al.,
in press)

ED psychiatric
staff, including
residents,
medical students,
and other staff
(Currier &
Briere, 2000)

Type: Mixed Usual or Two groups

Length: 2 days available (groups
Clinical aids: training randomized)
Technical

assistance if

requested

Two groups,
randomized

Type: Didactic Protocol only
Length: 1 hr. (8 staff)
Clinical aids:

Protocol

Number of

participants: 10

% of women who Self-report
asked about IPV  of

patients
% of self-
identified IPV Chart
victims review

documented as
such on medical
record

% of patients seen Chart
by staff where review
history of adult

spouse abuse was
identified in chart
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 9-12 18-24  Pre = Not Pre = Not Ipy > Ipre* Loos < pr Analyses
reported reported Iy > Cpy  controlled for
Post =330 FU2 =319 baseline
Loose > pr differences.
Iy > Cpy  Although not
statistically
significant due
to low
statistical
power, the
ratio of self-
reported IPV
cases by
patients to
those
documented in
the medical
record
increased in
the experimental
hospitals but
decreased in
the comparison
hospitals.
No  Unclear Post = Post = Loost > Cpost*

84 patients 78 patients

continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
ED staff Type: Didactic Cohort % of all cases Chart
(Fanslow et al.,  Length: 1 or identified as IPV  review
1998, 1999) 4 hrs. victims

Clinical aids:

Protocols; % of possible Chart

forms; body IPV cases that review

map; checklist; were confirmed

contact cards

Number of % of possible Chart

participants: IPV cases with review

33 nurses and documentation

11 medical

staff
ED staff Type: Unclear Cohort % of all cases Chart
(McLeer et al., Length: identified as IPV  review
1989) Unclear

Clinical aids:

Protocol

Number of

participants:

Not clear
ED physicians Type: Didactic Cohort % of all cases Chart

(Olson et al.,
1996)

Length: 1 hr.
Clinical aids:
Stamped query
on patient form
Number of
participants:
Unclear

identified as IPV  review
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 1-3 12-15  Pre=2276 Pre=1768 L T pr The analyses
Post =2287 Post = 1720 Ipy=Cgy did not
FU=1598 FU=1312 incorporate
additional
Pre =57 Pre =54 Ipost > Ipre* Ipm > variables (e.g.,
Post =53 Post =45 posl* patient
FU=17 FU =30 Ipy=Cgy characteristics).
Pre =57 Pre =54 Ipost > Ipre* Iposl > Cposl*Routine
Post =53 Post =45 ru=Cpy screening not
FU =17 FU =17 adopted by ED
staff.
Yes 12 96 Pre =359 Ipost > Ipre* At follow-up,
Post =412 Tey > Tpre the protocol
FU2 =470 Ipy < IPOS‘* was no longer
in use nor any
other formal
assessment
procedure.
1mo. 1 Pre = 1,272 Ipost > Ipre* A significant
prior Stamp-only = Ly > Lo increase in
1,444 identification
Stamp & rates occurred
training = 1,356 after

introduction of
the stamp, but
there was no
change when
education was
added.

continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
ED staff, Type: Unclear Cohort % of self-reported Chart
including (workshops IPV victims who review
physicians, and case were noted as
residents, interns, presentations) such on chart
and nurses Length: within 24 hours
(Roberts et al., Unclear after presentation
1997a) Clinical aids:

None

Number of

participants:

Unclear
ED, critical Type: Usual and Two groups % of cases with  Chart
care, and Length: available (one documentation of review
perinatal Clinical aids: comparison definite IPV
hospital staff Protocol group)
(Short et al., % of cases with  Chart
in press) documentation of review

suspected IPV

ED nurses Type: Didactic Cohort % of all cases Chart
(Tilden & Length: 4 hrs. identified as IPV  review

Shepherd, 1987)

Clinical aids:
Protocol and
forms

Number of
participants: 22
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 12 Pre = 141 Ipos[ = Cpost Low attendance
Post =183 at training and
lack of social
work referral
services at
times when
victims showed
in the
emergency
room may
have contributed
to the lack of
differences.
15 18 Post = Post = Ipys > A total of
21 FU1 = FU1 = Crus™® 2,531 charts
24 FU2 = FU2 = were reviewed,
FU3 = FU3 = but the
Ipys > numbers were
Crus not reported
for each data
collection wave.
Yes 4 Pre =447 Ipost > Ipre
Post = 445

continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected
Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Maternity care Type: Didactic Cohort % of pregnant Self-report
coordinators in ~ Length: adolescents of
county health Unclear reporting IPV at  adolescent
departments Clinical aids: first visit patients
(Covington Protocol
et al., 1997a) Number of % of pregnant Self-report
participants: adolescents of
reporting IPV at  adolescent
any visit patients
Maternity care Type: Didactic Cohort % of pregnant Self-report
coordinators in  Length: adult clients of
county health Unclear reporting IPV at  pregnant
departments Clinical aids: first visit patients
(Covington Protocol
et al., 1997b) Number of % of pregnant Self-report
partcipants: adult clients of
Unclear reporting IPV at  pregnant
any visit patients
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Sample Size and
Attrition from

Timing Measurement

Results

I = Intervention Group

C = Comparison Group

Pre = Baseline or Pretest

Post = Posttest FU = Follow-up

Post-  Follow-
Base- test ups

line (months) (months) Intervention Comparison

Within- Relative
Group Group
Change Difference Comment

Yes 12 Pre = 129

Post =117

Pre =1,056
Post =384

I >1

post pre

Analyses
controlled for
differences in
race/ethnicity
between the
two patient
cohorts.
Although the
rate of
identification
at the first
visit doubled
between

post pre

baseline and
the posttest,
this was not a
statistically
reliable
difference due
to the small
sample size.

Analyses
controlled for
differences in
race/ethnicity
and age
between the
two patient
cohorts. The
baseline review

post pre

post pre

of charts
covered a 36-
month time
span, and no
differences
were found in
identification
rates among the
three years.
continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected

Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Community Type: Mixed Cohort % of cases Chart
health center Length: 3-6 hrs. screened for review
staff, including Clinical aids: 1PV
physicians, IPV screening
mid-level pocket card; % of cases Chart
practitioners, IPV assessment where review
social workers, form; stamp to IPV was
and psychologists indicate suspected
(Harwell et al., screening and
1998) suspected or % of cases Chart

confirmed where review

abuse; patient IPV was

card of confirmed

resources and

safety tips;

additional

tailored follow-

up training to

some CHCs

Number of

participants:

108
Public health Type: Mixed Cohort % of cases Chart
nurses (Shepard  Length: 4 hrs. identified review
et al., 1999) Clinical aids: as IPV

Protocol
Follow-ups
Number of
participants: 12
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post- Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes 6 Pre =251 Ipost > Ipre* There was no
Post =255 significant
change in
positive
Ipost > Ipre* identification
of IPV victims
in the chart.
IPOS( > Ipre
Yes 12 24 Pre = 546 Ipost > Ipre Differences in
Post =442 Iy > Ipre identification
FU =372 rates were not
significant
when age was
controlled
(although
they were
marginally
significant).

continued on next page
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Screening, Identification, and Detection of Intimate Partner

Violence
Expected
Nature of Training Provided Outcomes and Measure
Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Primary care Type: Mixed Usual and Two groups % asking Provider
team members Length: 2 available (group about IPV self-report
(Thompson half-day training randomized) (one item)
et al., 2000) sessions over (e.g., manual)
12 months % of patients Chart
Clinical aids: who were asked  review
Posters; about IPV
provider cue
cards; routine % of patients Chart
exam forms; who were review
feedback victims of [PV
Prenatal health ~ Type: Didactic No protocol in Two groups % of patients Chart
clinic staff, Length: one clinic (one identified as review
including 90 min. comparison 1PV
physicians, Clinical aids: group)
nurses, Protocol;
nutritionists, follow-up

counselors, and
clerical staff
(Wist &

McFarlane, 1999)
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Results
I = Intervention Group

Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest

Timing Measurement Post = Posttest FU = Follow-up

Post-  Follow- Within- Relative

Base- test ups Group Group

line (months) (months) Intervention Comparison Change Difference Comment

Yes 9 2 c.li.nics 3 c'li'nics Lo > Ipre* Loost > Differences .in
Eligible =? Eligible =? Cpml* recorded asking
Pre = Pre = Iy > Cpy  occurred among
Post=91 Post = 88 Los > Ipre* Loost > those who had

Yes Pre =1,590 Pre =2,205 posl* physical
Post = 1,372 Post =2,020 exams and
Same Same screening

questionnaire.

Yes Ipost > Ipre Ipost > Cpost

Yes 3 15 Pre = 360 Pre = 180 Lposwrny > Ipu> Cpy* The percent of
Post=110  Post=55 Loost > charts at the
FU2=250 FU2=125 posl* intervention

site that

contained an
abuse screen
declined from
95% at the 3-
month posttest
to 85% at the
15-month
follow-up.
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APPENDIX G

Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable)  Design Outcomes Measure
Medical Type: Mixed  Other Two-group, Knowledge of Self-report
students, Length: 9-15  rotation nonequivalent  child sexual abuse (30 items)
residents, hrs. in a comparison group
fellows, and clinical rotation
attending Clinical aids:
physicians in None
pediatrics
(Palusci &
McHugh, 1995)
Residents in Type: Mixed  None Two-group, Knowledge, Self-report
pediatrics Length: Six comparison attitudes, and (31 items)
(Dubowitz & 90-min. group skills of child abuse
Black, 1991) sessions

Clinical aids: Perceived Self-report

None competency to (1 item)

manage child
abuse cases

Residents in Type: Mixed One group Knowledge of Self-report
pediatrics Length: 8 hrs. child sexual abuse (33 items)
(Sugarman Clinical aids:
etal., 1997) None

Number of

participants: 22
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- Enrolled =15 Pre =15 L.> Im* L™ Cposl* The study also
ately after Pre=15 Post=12 included a
training Post=15 (80%) reference group
(100%) who received
no training and
was adminis-
tered the pretest.
It consisted of
127 students,
residents, and
physicians who
attended report
and continuity
clinic confer-
ences. All
groups did not
significantly
differ at the
pretest.
Yes 1 3-4 Eligible =31 Eligible = 19 Ip%‘l > Ipre Ipusl > Cpusl* The pretest
Pre =31 Pre=19 w>Chy  scores of the
Post =31 Post=19 two groups did
(100%) (100%) not signifi-
post > posl* cantly differ.
FU > FU
Yes Immedi- Eligible = Ip%‘l > Ipm*
ately after Not reported
training Pre = 22
Post =22
(100%)

continued on next page
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Nature of Training Provided

Expected
Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Physicians, Type: Mixed One group Knowledge of Self-report
nurses, and Length: 1 day child abuse
caseworkers Clinical aids:
(Hibbard Anatomically
etal., 1987) correct dolls;
handbook of
potential
interventions
Physicians, Type: Mixed One group Number of sexual  Self-report
nurse- Length: 1 day abuse indicators
practitioners, Clinical aids: recalled
family practice None
and public
health nurses,
social workers,
and secondary
health educators
(Sullivan &
Clancy, 1990)
Number of Self-report
physical indicators
of child abuse
recalled
Number of Self-report
psychological

indicators of child
abuse recalled

Number of Self-report
behavioral

indicators of child

abuse recalled

Number of specific Self-report
actions to take in
interviews
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest

Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative

Base- test ups Group Group

line (months) (months) Intervention Comparison Change Difference Comment

Yes 0.5 6 Eligible = 51 Medical Increased use

Pre = 38 (75%) staff: of anatomically

Post = 35 (69%) Ipoﬂl > Im* dolls was noted

FU =21 (41%) Ly > 1% at the 6-month
Social follow-up, but
workers: no data were
Ip%‘l > Ipm* reported.
I,>L.*

Yes Immedi- 3,6  Eligible =350 Ip%‘l > Ipm* Groups were
ately after Posttest only: > Im* randomized to
training Assigned = 85 L, < IlmSl one of the four

Post =82 (97%) testing
Pre- and conditions.
posttest: Because the
Assigned = 96 design
Post = 65 (68%) (anonymity of
Pre- and FU: subjects) did not
Assigned = 88 permit pairing
Post = 65 (74%) pretest, posttest,
Pre- and FU2: Ip%‘l > Ipm* and follow-up
Assigned = 81 scores, the
Post =41 (81%) results on
within-group
change should
Ll> Im* be interpreted
with caution.
Results
indicated no
pretest effect
Ip%‘l > Ipre on the immedi-
ate posttest.
Significant
differences on
all but sexual
Ip%‘l > Ipm* abuse indicators
are for all
posttests and
follow-up
combined.

continued on next page
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Nature of Training Provided

Expected

Outcomes and Measure

Target Comparison
Population Intervention Group Study Major
(study citation) Group (if applicable) ~ Design Outcomes Measure
Child protective ~ Type: Mixed One group Ability to Vignette
service workers,  Length: 6 hrs. complete initial (ratings)
including social Clinical aids: case planning
workers (Cheung  None
etal, 1991) Ability to Vignette
formulate goals (ratings)
Ability to set Vignette
objectives for (ratings)
family
Ability to develop  Vignette
a contract with (ratings)
family
Child protective ~ Type: Mixed One group Perceived
service workers,  Length: 3 mo. information and
including social training experience to:
workers (Leung program
& Cheung, 1998)  Clinical aids: Identify abuse Self-report
None (1 item)
Identify risk Self-report
(1 item)
Recognize Self-report
indicators (1 item)
Attitudes (e.g., Self-report
value of family (9-item
preservation and subscale)

cultural
differences)
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Results
I = Intervention Group
Sample Size and C = Comparison Group
Attrition from Pre = Baseline or Pretest
Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
Yes Immedi- Eligible = 18 Ipml > Ipre
ately after Pre =18
training Post =18
I 1>1 *
post pre
I 1>
post pre
I 1>1 *
post pre
Yes Immedi- Eligible = 413 The question-
ately after Pre = 188 naire on
training Post = 188 perceived
(100%) knowledge and
Ll> Im* experience
included 16
items, all of
L l> Im* which showed
statistically
significant
L l> Im* improvement.
Sample sizes
for the
performance
Yes Immedi- Eligible = 23 Ipwl > Ipm* evaluation

ately after
training

Pre =20
Post =20
(100%)

varied, given
that most of the
workers were
not yet eligible
for their second-

continued on next page



324

Child Abuse and Neglect

APPENDIX G

Nature of Training Provided

Expected

Outcomes and Measure

Target Comparison

Population Intervention Group Study Major

(study citation) Group (if applicable) ~ Design Outcomes Measure
Type: Mixed  Not specified Two-group, Performance on Supervisor
Length: 3 mo. but some comparison job, including use  evaluation forms
training training as group of interviewing
program random sample techniques,
Clinical aids:  of current determining
None caseworkers presence of child

abuse or neglect,
implementation of
case management
plans, and
sufficient case
documentation
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Sample Size and
Attrition from

Results

I = Intervention Group
C = Comparison Group
Pre = Baseline or Pretest

Timing Measurement Post = Posttest FU = Follow-up
Post-  Follow- Within- Relative
Base- test ups Group Group
line (months) (months) Intervention Comparison Change Difference Comment
No 69 12, Eligible =413 Eligible =? I,> Ipm* Iposl = Cposl year evaluation.
24 Post = 66 Post =39 L, > L
FU = 140 FU =50
FU2=18 FU2 =46







Appendix H

Core Competencies for Family Violence

COMPETENCIES NECESSARY FOR NURSES TO PROVIDE
HIGH-QUALITY CARE TO VICTIMS OF DOMESTIC VIOLENCE

Competencies related to acknowledging the scope of the problem:

1. Recognize prevalence of domestic violence in all its forms.

Recognize risk factors for both victimization and perpetration of
domestic violence.

3. Recognize the significant physical and mental health effects of both ongoing
and prior domestic violence.

4. Recognize the effects of violence across the lifespan, including the long-
term effects for children who are either victims or witnesses of domestic
violence.

5. Recognize one’s own attitudes about domestic violence, including possibil-
ity of own friends’ or family members’ victimization and the need to ad-
dress ongoing issues arising from such experiences.

Competencies related to identification and documentation of abuse and its
health effects:

1. Know developmentally appropriate questions to be used in screening in
various settings (for example, McFarlane and Parker’s (1994) “Abuse As-
sessment Screen”).
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2. If physical violence, assess particularly for forced sex, mental health status,
old undiagnosed head injuries, risk of suicide and/or homicide (for example,
Campbell’s (1986) “Danger Assessment”).

3. Assess for possibility of child abuse in the home and the effects of violence
on children.

4. Assess for possibility of elder abuse in the home.

5. Document extent of current and prior injuries using body map and photo-
graphs if possible.

Competencies related to interventions to reduce vulnerability and increase
safety, especially of women, children, and elders:

1.  Know local, state, and national domestic violence referral resources, includ-
ing abuse shelters and safe houses.

2. Communicate nonjudgmentally and compassionately with the victim.

Conduct safety planning with the victim.

4. Refer to social worker, shelter, and legal counsel as appropriate.

[98]

Competencies related to ethical, legal, and cultural issues of reporting and
treatment:

1. Know state and national legal mandates regarding domestic violence, in-
cluding mandatory reporting responsibilities.

2. Know appropriate methods for collection and documentation of data so that
both the patient and the provider are protected.

3. Know the ethical principles that apply to patient confidentiality for victims.

4. Recognize that ethical dilemmas often arise from culture differences.

5. Recognize that cultural factors are important in influencing the occurrence
and patterns of and responses to domestic violence in individuals, families,
and communities.

6. Provide culturally competent assessment and intervention while maintain-
ing human rights.

Competencies related to prevention activities:

1. Increase public awareness of domestic violence.
Promote activities to address prevention with populations at risk (e.g., child
witnesses, pregnant women, and dependent-frail elderly).

3. Promote activities to assist with behavioral changes in battering and battered
individuals.

4. Recognize the need to establish programs to support victims, their fam-
ily members, and the abuser.
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Source: American Association of Colleges of Nursing, “Appendix A: Compe-
tencies Necessary for Nurses to Provide High Quality Care to Victims of
Domestic Violence,” In “Position Statement: Violence as a Public Health Prob-
lem,” http://www.aacn.nche.edu/Publications/positions/violence.htm [28 August
2000], Reprinted with permission.
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Biographical Sketches of
Committee Members and Staff

JOHN D. STOBO (Chair) is president of the University of Texas Medical
Branch at Galveston. From 1976 to 1985, he served as head of the Section of
Rheumatology and Clinical Immunology at the University of California, San
Francisco, where he was an investigator of the Howard Hughes Medical Institute.
In 1985, he was appointed the William Osler professor of medicine, director of
the Department of Medicine, and physician-in-chief of the Johns Hopkins Uni-
versity Hospital. In 1994, he became the chairman and chief executive officer of
Johns Hopkins Health Care, L.L.C., an organization created to address challenges
in managed care on behalf of Johns Hopkins Medicine. He has served as presi-
dent of the American Association of Professors of Medicine, president of the
American College of Rheumatology, and chairman of the American Board of
Internal Medicine. He is a member of the Institute of Medicine and chaired its
Board on Health Sciences Policy. Stobo has an AB from Dartmouth College and
an MD from S.U.N.Y. at Buffalo.

MARLA E. SALMON (Vice Chair) is dean and chief executive officer of the
Nell Hodgson Woodruff School of Nursing at Emory University. Formerly an
associate dean and director of graduate studies at the University of Pennsylvania
School of Nursing, she also served as director of the Division of Nursing for the
U.S. Department of Health and Human Services. Throughout her career, her
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health nursing. She has received numerous awards, including the Presidential
Meritorious Executive Award and the U.S. Public Health Special Service Award.
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She is a member of the Institute of Medicine and has been both nationally and
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health care delivery systems. She has a BS and a BSN from the University of
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chief executive officer of the Montefiore Medical Center in New York and was
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undergraduate alumnus of the University of California, Berkeley, attended medi-
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