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Background: Research shows that domestic violence against women in the United States is common, and
the prevalence of domestic violence is high among Native American women. Victims of domestic violence
can benefit from appropriate office intervention and referral. This study examined the effect of adminis-
trative and legal requirements on screening for domestic violence in Indian Health Service (IHS) hospi-
tals and clinics.

Methods: A questionnaire was mailed using the total design method to all IHS hospitals and clinics
regarding activities related to domestic violence: screening; policies and procedures; presence of com-
mittees; staff training; and state and tribal mandatory reporting requirements.

Results: The response rate was 65%. Eighty-eight (62%) of 142 facilities screen for domestic vio-
lence. A facility was more likely to screen if it had policies and procedures for domestic violence. Nine-
ty-one (64%) of sites had policies and procedures for domestic violence. Less than one half these sites
evaluated the use of these policies and procedures. Hospitals were more likely to have policies and pro-
cedures than clinics, as were sites administered by the IHS, rather than those administered by tribal
contract. Fifty-eight (40.8%) facilities indicated 18 states have mandatory domestic violence reporting
requirements. Thirty-three (23.2%) facilities indicated 31 different tribes mandate reporting of domes-
tic violence. Forty-two (29.6%) facilities reported mandatory staff training in at least one topic related
to domestic violence in the past year.

Conclusions: Domestic violence policies and procedures promote screening for this important
health care problem. (J Am Board Fam Pract 2001;14:252–8.)

Research indicates that 30% of women in the
United States experience domestic violence at some
time in their lives.1 Recognized as victims or not,
many are seen by health care providers. Twenty-
four percent of all women coming to the emer-
gency department and 30% of those with injuries
could be victims of domestic violence.2 A review of
studies of domestic violence in pregnancy shows
that 3.9% to 8.3% of pregnant women sustained
physical abuse during the pregnancy.3

Native American women are at least as likely as
other women in the United States to experience
domestic violence. Table 1 summarizes published
direct measures of domestic violence prevalence in
Native American women.4–7 These studies use the

Conflict Tactics Scale8 or its revision9 to classify
respondents as victims of domestic violence, but
they differ in subject recruitment and interview
methods. With one exception, these studies have
findings that generally correspond with prevalence
estimates in the general population. In addition, a
review of female homicides in New Mexico found a
disproportionately higher rate among Native
American women, and domestic violence was the
cause in almost one half of Native American
cases.10 Although the studies in Native American
women are limited by small sample size, the weight
of evidence suggests that the prevalence of domes-
tic violence among all women is high, including
Native American women.

Many health care organizations recognize the
importance of screening for intimate partner and
family violence. The Joint Commission for the Ac-
creditation of Healthcare Organizations (JCAHO)
has required policies and procedures for domestic
violence screening in hospitals and clinics since
1992.11 Several professional organizations advocate
the recognition of domestic violence in the clinical
setting by health care providers.12–15 The Govern-
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ment Performance and Results Act (GPRA) re-
quired policies and procedures for domestic vio-
lence screening in 70% of Indian Health Service
(IHS) hospitals, emergency departments, and ur-
gent care facilities by the end of fiscal year 1999.16

Victims of domestic violence benefit from ap-
propriate office intervention and referral. At-risk
prenatal patients found through screening can
adopt violence-avoidance techniques after a 10-
minute office safety planning intervention.17 Par-
ticipation in community-based domestic violence
advocacy programs clearly decreases the risk of
violence. Women randomly assigned to a commu-
nity-based advocacy intervention experienced one
half the risk of violence of women who did not
receive these services.18 The decline during 2 de-
cades in the rate at which women murder their
intimate male partners in self-defense is partly due
to the increased availability of domestic violence
services, such as hotlines and shelters.19

Administrative interventions increase compli-
ance with domestic violence protocols. Screening
for domestic violence improves after staff education
and formal quality assurance feedback.20

A recent national survey of health maintenance
organizations showed that 28% had policies, pro-
tocols, guidelines, or materials on screening for
domestic violence.21 The National Committee for
Quality Assurance does not track any indicators
related to domestic violence despite the recom-
mendations of professional organizations and
growing evidence of positive outcomes after clinical
intervention.

The purpose of this research is to examine cur-
rent domestic violence policies and procedures of
hospitals and clinics administered by both the In-
dian Health Service (IHS) and tribal health pro-

grams. Both types of facilities are referred to here
as IHS unless otherwise stated. The IHS can be
described as a vertically integrated health care de-
livery system with an annual appropriation of ap-
proximately $2.2 billion serving about 1.5 million
of the nation’s 2 million Native Americans and
Alaska Natives, mainly on reservations and in rural
communities in 34 states. The IHS clinical staff
consists of approximately 840 physicians, 380 den-
tists, 100 physician assistants, and 2,580 nurses. All
hospitals and 95% of the clinics are accredited by
the JCAHO.22

Methods
A questionnaire was mailed using the total design
method23 to the 223 clinics and hospitals listed in
the 1996 Interim IHS Directory. The cover letter
instructed each facility’s chief executive officer to
direct the questionnaire for completion to the per-
son in that facility with the greatest knowledge
about domestic violence. Health Centers and
Health Stations were classified as clinics. Medical
Centers and Hospitals were classified as hospitals.
Two inpatient treatment centers for behaviorally
troubled youth were grouped with hospitals. One
dental clinic was classified as a clinic.

The survey instrument included questions in 6
areas: general information about the facility; spe-
cific questions about screening for domestic vio-
lence, policies and procedures, domestic violence
committees, staff training, and mandatory report-
ing.

Responses were entered into Epi-Info Version 6,
and analyzed.24 P values are considered significant
at .05 or less. Odds ratios (ORs) are reported with
95% confidence intervals by the Mantel-Haenszel

Table 1. Prevalence of Domestic Violence in Native American Women in Published Literature.

Study, Year Design
Percent in
Past Year

Percent in
Lifetime

Percent in
Current

Relationship

Bachman, 19924 Subset of national telephone family violence
resurvey

15.5 Not reported Not reported

Lapham et al, 19935 Computerized health survey at initiation of
prenatal care in urban IHS hospital

16.0 Not reported Not reported

Fairchild et al, 19986 Adult women in rural IHS medical and
women’s health outpatient clinics

14.4 41.9 Not reported

Hamby & Skupien, 19987 Volunteer men and women in-depth interview,
rural SW reservation

47.9 Not reported 75

IHS — Indian Health Service.
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method, unless otherwise stated as exact (for small
cell size).

Five IHS areas comprising 65 sites had a 100%
response rate. These 65 responses were analyzed
and the results compared with that of the national
sample. This subset is referred to as the full report-
ing areas.

We called the medical directors of 63 nonre-
sponding sites (nonrespondents subset) to validate
the national sample in yet another way. Thirty-
eight (63%) nonrespondents answered the four
questions regarding domestic violence screening,
policies and procedures, facility administration, and
type of facility. These responses were analyzed sep-
arately and compared with the results of the na-
tional sample.

In a third validation, we combined the results of
the 4 nonrespondent questions with the national
sample by the method described by Fowler.25 The
results are reported as adjusted rates for these vari-
ables.

Results
The response rate was 65%. The total responses
numbered 146, of which four were omitted from
analysis, because no patients were seen in those
facilities. A total of 142 (64%) responses made up
the data for analysis.

Of the respondents’ position in the facility, 19
(13.4%) were administrators, 35 (24.6%) were phy-
sicians, 19 (13.4%) were nurses, 18 (12.7%) were
mental health professionals, 35 (24.6%) were social
workers, and 7 (4.9%) were community represen-
tatives. Personnel in some other position filled out
six questionnaires. Three respondents did not state
their position.

Frequency measures of key variables are pre-
sented in Table 2.

Of the responding facilities, 91 (66.2%) were
administered by the IHS and 47 (33.1%) were ad-
ministered by tribes. One respondent did not an-
swer this question.

Nearly two thirds (88, or 62.0%) of responding
facilities reported some form of screening for do-
mestic violence. Of the 88, 6 (6.8%) reported only
verbal screening, while 40 (45.5%) used a written
screening instrument. Thirty-eight (43.2%) used a
combination of the two approaches. Three facilities
used some other method of screening. One respon-
dent did not know how women were screened.

Ninety-one (64.1%) responding facilities have
policies and procedures for domestic violence,
whereas 49 (34.5%) do not. The respondent did
not know in two facilities.

Requirements of the JCAHO were ranked most
important in influencing a facility’s development of
policies and procedures for domestic violence by 19
facilities (23.8%). JCAHO requirements for do-
mestic violence went into effect 1 January 1992.
Thirteen (16.9%) facilities formalized policies and
procedures between 1980 and 1992. The remainder
(63, or 81.8%) developed these polices since 1 Jan-
uary 1992.

Respondents were asked to estimate the number
of women seen in a typical month for an injury
caused by domestic violence. Eighty-five (60.7%)
either checked “don’t know” or did not answer this
question. Of the remainder, 9 (6.4%) stated the
facility saw no women for domestic violence inju-
ries during a typical month.

Table 2. Summary of Responses to Key Variables.

Key Variable Number Percent*

Urban 23 16.2
Rural 119 83.8

Hospitals 34 23.9
Clinics 108 76.1

Indian Health Service administration 94 66.2
Tribal administration 47 33.1

Domestic violence screening 88 62.0
No domestic violence screening 42 29.6

Policies and procedures 91 64.1
No policies and procedures 49 34.5

Evaluation† 41 46.2
No evaluation† 37 40.2

Domestic violence committee 41 28.9
No domestic violence committee 99 69.7

State mandatory reporting 58 40.8
No state mandatory reporting 39 27.5

Tribal mandatory reporting 33 23.2
No tribal mandatory reporting 44 28.9

*Percentages might not add up to 100 due to questions not
answered and those marked “don’t know.”
†Of 91 policies and procedures.
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Fifty-eight (40.8%) respondents in 18 states per-
ceived that physicians are mandated to report do-
mestic violence to police or social service agencies,
whereas 39 (27.5%) reported no such requirement,
and 41 (28.9%) respondents did not know. Twenty-
three (39.7%) did not answer this question.

Thirty-three (23.2%) respondents reported that
31 different tribes mandate reporting of domestic
violence, whereas 41 (28.9%) reported no such re-
quirement, and 32 (22.5%) did not know. Thirty
(21.1%) facilities were not on a reservation. Six
respondents (4.2%) did not answer this question.

Responses indicate great concern and inconsis-
tent knowledge about mandatory reporting re-
quirements (not shown). For example, some facili-
ties in Oklahoma believe that the state mandates
reporting of domestic violence, while others do
not. The same is true of facilities on the Navajo
reservation and of other states and tribes.

No facility acknowledged mandatory reporting
of domestic violence to state or tribal officials for
the purpose of public health surveillance.

One hundred (70.4%) respondents reported no
mandatory training for any topic related to domes-
tic violence in the past year for any staff, whereas 42
(29.6%) reported mandatory training in at least one
topic. At least one topic of domestic violence train-
ing in the past year was mandatory for physicians in
32 (22.5%) facilities and for nurses in 40 (28.2%)
facilities. Thirty-seven (26.1%) facilities had man-
datory training in at least one domestic violence
topic for other staff members as well.

Bivariate Analysis
Bivariate analysis of the influence of key variables
on each other is summarized in Tables 3 and 4.

Screening was much more likely to occur in a
facility with policies and procedures for domestic
violence. These results were unaffected by stratifi-
cation for type of facility (hospital or clinic), even
though hospitals were significantly more likely to
be administered by the IHS (not shown). The pres-
ence of a domestic violence committee tended to be
associated with an increased probability of screen-

Table 3. Bivariate Analysis of Selected Key Variables (National Sample): P, Odds Ratio (95% Confidence Interval).

Key Variable
Committee

(n 5 41/142)

Policies and
Procedures

(n 5 91/142)
Evaluation

(n 5 42/91)
Screening

(n 5 88/142)

Urban site 5 23 0.27, 0.60
(0.18–2.00)*

0.41, 0.81
(0.29–2.26)

0.53, 0.86
(0.21–3.47)

0.56, 0.95
(0.29–3.14)

Clinic 5 108 0.06, 0.49
(0.20–1.20)

0.00, 0.13
(0.03–0.48)†

0.37, 0.76
(0.26–2.19)

0.59, 1.00
(0.38–2.57)

Tribal administration 5 47 0.21, 0.66
(0.27–1.60)

0.00, 0.19
(0.08–0.43)†

0.29, 1.69
(0.45–7.12)*

0.47, 0.90
(0.39–2.11)

Committee - yes — 0.02, 2.36
(1.03–5.50)†

0.00, 13.02
(1.83–558.68)*

0.04, 2.36
(0.90–6.37)

Policy and procedures - yes — — — 0.02, 2.39
(1.03–5.57)†

Evaluation - yes — — — 0.17, 1.91
(0.58–6.34)

*Exact 95% confidence interval.
†Significant at P 5 .05.

Table 4. Bivariate Analysis of the Effect of State and Tribal Mandatory Reporting on Selected Key Variables
(National Sample, n 5 142): P, Odds Ratio (95% Confidence Interval).

Key Variable
Committee

(n 5 41/142)

Policies and
Procedures

(n 5 91/142)
Evaluation

(n 5 42/91)
Screening

(n 5 88/142)

State, yes, 58 0.01, 0.28
(0.10–0.77)*

0.32, 1.35
(0.52–3.50)

0.36, 1.41
(0.42–4.81)

0.44, 0.83
(0.29–2.32)

Tribe, yes, 23 0.13, 0.49
(0.15–1.57)

0.20, 1.70
(0.57–5.09)

0.04, 3.79
(0.86–17.65)*

0.12, 2.14
(0.65–7.18)

*Significant at P 5 .05.
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ing. Clinics were no more likely to screen for do-
mestic violence than hospitals, nor did facility ad-
ministration, facility location, or evaluation
measures affect the probability of screening. Per-
ceptions of state or tribal mandatory reporting re-
quirements had no effect on screening.

A facility was more likely to have policies and
procedures for domestic violence if the facility was
a hospital rather than a clinic, if the facility had a
domestic violence committee, and if that facility
was administered by the IHS rather than by a tribe.

Predictors of domestic violence screening were
further examined using multiple logistic regression.
The effect of policies and procedures on screening
persisted and remained statistically significant (P 5
.04, OR 5 2.6) in a model that included indicator
variables for policies and procedures, facility ad-
ministration, and type of facility.

Full Reporting Areas Comparison
Significant differences between the full reporting
areas and the national IHS samples were found in
two key variables only. The national IHS sample
was significantly less likely to be under IHS admin-
istration and less likely to screen for domestic vio-
lence. (Table 5).

The full reporting areas comparison confirms
that hospitals are more likely to have policies and
procedures for domestic violence than clinics, that
IHS-administered facilities are more likely to have
policies and procedures than tribally administered
ones, and that screening is more likely to occur in
facilities with policies and procedures for domestic
violence.

Nonrespondents Comparison
Of the nonrespondents, 22 (34.9%) were reserva-
tion or rural facilities, and 41 (65.1%) were urban.
The national sample was much more likely to have
reservation facilities. Nine (14.2%) nonrespon-
dents represented hospitals, whereas 54 (85.7%)
represented clinics. This difference was not statis-
tically different from the national sample.

The IHS administered 15 (39.5%) of 38 sites,
and the tribes administered 20 (52.6%); 3 (7.9%)
did not answer this question. Nonrespondent facil-
ities were significantly more likely to be tribally
administered than the national sample. Thirty
(78.9%) nonrespondent facilities reported screen-
ing, and 21 (55.3%) had policies and procedures for
domestic violence. These rates are not significantly
different from the national sample. Neither the
nonrespondent administration or facility location
had a significant effect on whether the facility
screened for or had policies and procedures for
domestic violence.

Combination of respondent and nonrespondent
data in this survey yields an adjusted response rate
of 98.1%, with adjusted screening and policy and
procedures rates of 65.9% and 60.2%, respectively.
The adjusted percentage of facilities administered
by the IHS is 55.4%, and the adjusted percentage
of hospitals is 21.8%.

Discussion
Several points indicate that we can generalize these
results to the entire IHS. The full reporting areas
comparison shows that the national sample is rep-
resentative in most respects. Nonrespondents were

Table 5. Full Reporting Areas Sample, Bivariate Analysis of Selected Key Variables, n 5 65: P, Odds Ratio (95%
Confidence Interval).

Key Variable
Screening
n 5 43/65

Committee
n 5 27/65

Policies and Procedures
n 5 49/65

Evaluation
n 5 24/49

Clinic - 47 0.38, 0.66
(0.13–2.69)*

0.00, 0.17
(0.04–0.65)†

All hospitals had policy
and procedures;
therefore, no odds
ratio

0.35, 0.65
(0.16–2.56)*

Tribal administration - 11 0.19, 0.43
(0.11–1.81)*

0.26, 0.26
(0.03–1.46)

0.00, 0.06
(0.01–0.33)†

0.55, 1.82
(0.09–112.55)*

State - yes, 24 0.51, 0.77
(0.31–4.14)*

0.02, 0.19
(0.04–0.91)†

0.54, 0.77
(0.10–4.82)*

—

Tribe - yes, 16 0.07, 4.33
(0.70–48.85)*

0.59, 0.93
(0.21–4.19)

0.55, 1.27
(0.20–9.68)*

—

*Exact 95% confidence interval.
†Significant at P 5 .05.
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as likely as the national sample to screen or have
policies and procedures for domestic violence. The
combination of nonrespondent data with the na-
tional sample shows rates for screening and policies
and procedures very similar to the national sample.
The lack of an effect on screening or policies and
procedures for domestic violence in the nonrespon-
dent group could be a result of this small sample
size.

Selection bias undoubtedly occurred in this sur-
vey. The IHS 1996 interim directory was the most
up-to-date listing of the IHS and tribal hospitals
and clinics at the time this survey was conceived
and executed. The composition of the IHS is
changing, and new sites are not listed in the direc-
tory.

A respondent’s position in the hospital or clinic
might result in misclassification of responses to the
more straightforward questions about the presence
or absence of screening or evaluation. For example,
the person most knowledgeable about domestic vi-
olence in the facility might be a mental health or
social worker who has little knowledge of the spe-
cifics of screening in the medical or prenatal clinics.
Alternatively, the respondent might have com-
pleted the questionnaire with a perspective limited
to his or her own department. For example, screen-
ing all women who come to the Emergency De-
partment with injuries is not universal screening of
all women who come to the facility for care.

The survey can only address the existence of
screening for domestic violence and the existence
of supporting policies and procedures. This survey
has no way to verify implementation of policies and
procedures; rather, it attempts to ascertain this in-
formation with questions about evaluation. It is
disturbing, but not surprising, that many respon-
dents misunderstood these questions about the
evaluation of the implementation of policies to
mean the annual review and update required of all
hospital and clinic policies and procedures. Al-
though this question might be poorly worded, such
misunderstandings more likely reflect a general
lack of understanding of the importance of evalua-
tion procedures.

The following are important implications of this
survey: IHS hospitals should link with clinics to
develop community-appropriate screening and pol-
icies, IHS project officers of tribally administered
hospitals and clinics need to encourage tribes to
address domestic violence in the health care setting,

and IHS legal counsel needs to clarify state and
tribal mandatory reporting requirements.

Conclusions
Domestic violence affects all aspects of a woman’s
health. It is a condition suitable for screening in the
health care setting. Screening for domestic violence
in IHS hospitals and clinics is promoted by the
presence of relevant policies and procedures. This
national survey of IHS facilities shows that 88
(62%) screen for domestic violence, and that
screening is more likely to occur in facilities with
policies and procedures for handling domestic vio-
lence. Ninety-one facilities (66%) have policies and
procedures for domestic violence.
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