1998 IHS DOMESTIC VIOLENCE POLICIES AND PROCEDURES SURVEY 

SUMMARY REPORT

Dear Colleagues!

The IHS Domestic Violence Survey was mailed October 1998, to all IHS sites listed in the 1996 IHS Interim Directory. All hospitals and clinics were surveyed regarding activities related to domestic violence (DV): screening; policies and procedures (P+P); committees; staff training; and state and tribal mandatory reporting requirements. The survey examined the effect of administrative and legal requirements on screening for DV in Indian Health Service hospitals and clinics. For those of you who participated in the survey – THANK YOU!  This report summarizes the results of the survey and is mailed to all sites listed in the 1998 IHS Directory (not available to this SU until January 1999). A more detailed summary is available from the author (dclark@albmail.albuquerque.ihs.gov or 505-248-4040).

All 223 clinics and hospitals listed in the Directory were targeted. One hundred-forty-two responses comprise the data for analysis. Responses were entered into Epi-Info Version 6 analyzed.  

RESULTS

– 76% clinics, 24% hospitals

– 83.8% reservation/rural, 16.2% urban

– 66.2% IHS-administered, 33.8% tribally-administered

– 28.9% have DV committees

– 60.7% did not know or could not say how many victims of DV were seen in a typical month

– 62% screen for DV

– A facility was more likely to screen if it had P+P for DV

– 64% have P+P for DV

– JCAHO was cited most often as the most important factor influencing the development of DV P+P

– Less than half the sites with P+P report any evaluation of the use of the P+P

– Hospitals were more likely to have P+P than clinics

– IHS-administered sites were more likely to have P+P than tribally-administered sites

– 40.8% of facilities in a total of 18 states report mandates for physicians to report DV. 

– 23.2% of facilities report 31 different tribes mandate reporting of DV

– Knowledge regarding state and tribal laws is uneven among facilities from one state or reservation. Some facilities report knowledge of these requirements, while others in the same state or reservation are unaware of these laws.

– No state or tribe required mandatory reporting for statistical or surveillance purposes. All mandatory reporting was to legal or social service agencies

– At least one topic of DV training in the past year was mandatory for physicians in 22.5% of facilities, and mandatory for nurses in 28.2% facilities

– This survey has no way to verify whether or not the P+P are implemented.

– Questions about the fine points of screening, intervention and staff education simply had too few responses for meaningful analysis.

RECOMMENDATIONS

More than 70% of IHS sites have DV P+P! This satisfies GPRA requirements that >70% of sites would have DV P+P by the end of FY99. What other “vertically integrated” healthcare plan can boast such a large proportion of sites with domestic violence  policies and procedures? We should be proud of this accomplishment. It’s a good starting place from which to begin to address DV in the clinical setting.

· Build evaluation into the P+P from the start.  This is true for any policies we develop and many facilities have already started doing this. For instance, some review the charting of any identified DV victim, while others review identified cases to assure that appropriate referrals were recommended. At ASU, we audit charts every few months to see how often we are administering the screening questionnaire to patients.

· Sites without DV P+P should develop them. Formal P+P increases the chances of screening for DV.

· Clinics should team up with hospitals. Smaller facilities may lack the time, knowledge or just plain clerical support to develop P+P. Hospitals can provide these resources to clinics so that appropriate policies can be implemented in the field.

· IHS providers, project officers, and those working with tribes should continue to educate tribal leadership, including health boards, regarding the importance of DV. This will become increasingly important as self-governance accelerates, and more tribes administer health programs.

· DV screening and treatment must proceed in tandem with staff education. Many studies have documented medical and nursing provider discomfort and lack of knowledge with this issue. Very practical guides are available for healthcare teams wishing to institutionalize the healthcare response to DV, such as Warshaw and Ganley’s Improving the Health Care Response to DV: A resource manual for health care providers (www.fvpf.org). 
· Statistical reporting of DV will enhance the public health function of surveillance, and these efforts should be supported with good data collection. 

· Clarify your facility’s state and tribal reporting requirements. Ask for legal assistance when necessary. DV advocacy groups can be helpful getting answers to these questions, too.

· Mandatory reporting of DV is very controversial. Examine the issues involved. These issues are nicely reviewed in “Laws mandating reporting of DV: Do they promote patient well-being?” (JAMA, June 14, 1995:273;1781-1787) by Hyman and Schillinger.

Domestic violence affects all aspects of a woman’s health. It is a condition suitable for mass screening in the healthcare setting. Screening for domestic violence is promoted by the presence of relevant policies and procedures. 

For all of you – keep up the good work in this important area. I am happy to give whatever advice I can by phone or email. Look for another Survey in 2000 or 2001! (I promise it will be shorter!)

Respectfully,

Donald Clark, MD MPH
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