Governor’s Domestic Violence Prevention and Response Task Force

Wednesday, May 20, 2015

1:00 p.m.-3:00 p.m.

Governor’s Conference Room – Capitol Room 254

Call In: 1-888-204 5984; Code 547086

	Members:
	
	

	Erinn Kelley-Siel, Chair
	Susan Lindauer
	Niki Terzieff

	Harpreet Bahia
	Senator Laurie Monnes Anderson
	Margaret VanVliet

	Michelle Bradasch
	Meg Panichelli
	Representative Gail Whitsett

	Erin Greenawald
	Lillian Shirley
	Traci Williams

	Sybil Hebb
	Gina Skinner
	

	Dani Ledezma
	Paloma Sparks
	

	
	
	

	Staff:
	Invited Guests:
	

	Julie McFarlane
	Warren Light
	

	Stephanie Hoskins
	Samantha Naliboff
	

	Angela Donley
	
	


	Agenda Item
	Document
	Time
	Owner
	Discussion

Decision

	Welcome / Introductions

Review of March Meeting
	
[image: image1.emf]Gov's DV Task Force  March 2015 Minutes.doc


	20
	Erinn Kelley-Siel
	Discussion

	Dynamics of Domestic Violence

Guest Speaker:  Samantha Naliboff
	
	60
	Erin Greenawald


	Discussion

	Legislative Update
	
	15
	All
	Discussion

	Subcommittee Updates
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	15
	Margaret Van Vliet

Susan Lindauer
	Discussion

	Public Testimony
	
	5
	
	Discussion

	Next Steps
	
	5
	All
	Discussion

	Parking Lot

	Public Health Issues:  Prevention, Connecting the Dots Framework, Safe and Nurturing Initiative
	

	

	Standing Agenda Items

	Topic
	Owner
	Discussion/Decision
	Frequency

	Legislative Updates
	All
	Discussion
	Every Meeting

	Subcommittee Updates
	Margaret Van Vliet

Susan Lindauer
	Discussion
	Every Meeting

	

	Future Agenda Items

	Topic
	Owner
	Discussion/Decision
	Frequency

	
	
	
	

	

	Outstanding Action Items

	Items for Follow Up Action
	Due
	Assigned

	
	
	

	
	
	

	

	Completed Action Items

	(
	Survey of Members

	(
	Creation of Subcommittees


	Resources
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		Governor’s Task Force on Domestic Violence Prevention


Subcommittee on Housing Issues for Victims/Survivors

		April 23, 2015


1:30 p.m. – 3:30 p.m.


500 Summer Street NE


Salem, Oregon



		Chair:  Margaret S. Van Vliet

		



		Staff Person:  Stephanie Hoskins



		



		Members:

		



		      Dani Ledezma, Governor’s Office

		(  Sybil Hebb, Oregon Law Center

		(  Erin Greenawald, DOJ



		(  Traci Williams, Community Member

		(   Niki Terzieff, OCADSV

		



		

		

		



		

		

		





Meeting Notes

Legislative Update:


· Housing budget:  $100 million for housing subsidies to address homelessness.

· SB 525:  Prohibits possession of firearm or ammunition by person who is subject to restraining order issued by court under Family Abuse Prevention Act or who has been convicted of certain misdemeanor crimes involving domestic violence.  Currently in the Senate Committee on Rules.


· SB 941:  Requires private person to complete transfer of firearm by appearing with transferee before gun dealer to request criminal background check or shipping or delivering firearm to gun dealer in certain circumstances.  Third reading scheduled for May 4, 2015.


· HB 3476:  Establishes privilege in civil, criminal, administrative and school proceedings for certain communications between persons seeking services related to domestic violence, sexual assault or stalking and victim services programs and advocates.  Currently in Senate Committee on Judiciary.

· SB 759:  Requires public universities, community colleges and Oregon-based private universities and colleges to adopt written protocol for victims of sexual assault.  Public hearing scheduled for May 4, 2015.


· Human Services Budget:  Proposal is to increase the cap of Temporary Assistance to Domestic Violence Survivors (TADVS) from $1,200 to $2,000 and to expand eligibility to include victims of sexual assault.


· Op-Ed  in the Oregonian by Senator Monnes Anderson.


Member Updates:  


· Erin Greenawald, Department of Justice:  Recently applied for a VAWA grant to fund two (2) annual prosecutor trainings.  Would include training from Wider Opportunities for Women (WOW).

Draft Work Plan
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Upcoming Meeting Dates:


		June 18
1:30 p.m. – 3:00 p.m.

		500 Summer Street NE, Salem (Room 137A)



		August 27
1:30 p.m. – 3:00 p.m.

		500 Summer Street NE, Salem (Room 252)



		October 22
9:00 a.m. – 10:30 p.m.

		500 Summer Street NE, Salem (Room 260)



		December 17
1:30 p.m. – 3:30 p.m.

		500 Summer Street NE, Salem (Room 137A)





Additional Information and Resources:
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PROJECT SAFE HOME EVALUATION SUMMARY AND PROGRAM UPDATE 
Building bridges to safe, affordable housing through education, support and action. 



 



Project Safe Home (PSH), a three-year pilot program begun in August 2008,  focused on increasing 
housing options for domestic violence victims and their families while utilizing existing affordable 
housing more efficiently. PSH partnered with domestic violence shelters, property managers, and 
the Human Resources Administration (HRA) to facilitate a steady stream of appropriate applicants 
for apartments funded with low-income housing tax credits (LIHTC). PSH also increased housing 
readiness among domestic violence survivors in shelter by offering interactive workshops that 
provided information about the housing search and application process in New York City. Over 3 
years, PSH placed 122 families in permanent housing. 
 



Housing and Domestic Violence Survivors: The Problem 
Most women leave the City’s domestic violence shelter system without safe, stable housing -- still homeless and 
at risk of abuse.1 At the same time, many low-income housing tax credit units set aside for homeless residents 
remain vacant while property managers seek to fill the units with tenants matching the income requirements.  
PSH sought to address this problem by pre-screening and matching potential applicants with high-quality, 
affordable vacant units in LIHTC projects. 
  
Households desperately in need of housing continue to live in unstable situations—  
doubled up or homeless—while affordable units remain empty. 
 



PSH’s Program Model 
PSH Step 1: Housing Readiness Workshop Series 
PSH conducted housing readiness workshops for HRA shelter residents. PSH workshops included information about what 
landlords consider and look for in the application process, based on New Destiny’s experience as a property manager. 
Workshop topics included: available housing subsidies, the preparation of a strong housing application, the housing interview 
process, budgeting for rent and credit/credit repair for housing. 
  



PSH Step 2: Individual Counseling 
Clients completing the housing readiness series were eligible for individual counseling and screening appointments with PSH 
staff. The client’s credit record, housing court records and criminal background were reviewed. Housing barriers, such as 
utility bills, rent arrears, housing court litigation, and violent criminal background, were identified. PSH staff explained how 
barriers could affect the resident’s housing eligibility and created an individualized action plan to address and reduce barriers. 
 



PSH Step 3: Screening and Matching Clients to Apartment   
PSH screened for clients who were eligible and appropriate for the housing available through PSH’s network of landlords.  PSH 
kept an inventory of available apartments set aside by participating landlords and matched clients based on safety, location, 
family size and successful completion of individual action plan. Placement in housing was never guaranteed even after a 
match was found. But, by developing working relationships with landlords, PSH was able to increase the likelihood of 
successful matches over the course of the pilot. Over 78% of applications submitted through Project Safe Home were 
approved by landlords. 
 
 



PSH Step 4: Housing Application 
PSH streamlined the housing application process by mastering its complexity and acting as an effective intermediary. The 
program worked with eligible residents to complete and strengthen their housing applications and to ensure that the 
packages delivered to landlords included required documentation as well as the credit report and criminal background check. 
PSH also worked with clients to compose letters of explanation around housing barriers.  PSH collected and reviewed all the 
key documents and coordinated the sequencing of the paper work among the shelter, the landlord, and HRA. 
 



PSH Step 5: Post Placement Surveys for Moved in clients  
Project Safe Home followed up with clients for one year after placement in permanent housing through phone and mail 
surveys to assess tenants’ housing stability and safety. PSH staff liaised with landlord partners when issues arose to enhance 
clients housing stability. No PSH clients were evicted during the pilot period.  



                                                           
1 Data collected by New Destiny Housing through its Housing Link “Statistics for Advocacy” Project 
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Successes: Strong Partnerships 
PSH opened up a previously untapped resource – LIHTC apartments – to DV shelter 
residents. The PSH placements were achieved through building relationships with 
key partners (landlords, shelters, and HRA) that helped move housing-ready tenants 
into high-quality affordable apartments. By all accounts, PSH increased the capacity 
of all three groups to carry out their respective roles in the housing application 
process and achieve their organizational goals. All three partners repeatedly stated 



that PSH’s housing expertise, careful paper work management, and multiple coordinating activities systematized a 
previously disorganized interaction among landlords, shelter providers and HRA officials. 



 



 PSH partnered with landlords to help shelter 
applicants navigate the application process to fill 
available apartments with quality tenants. 



 



 
 PSH partnered with HRA shelters to 



 identify and pre-screen shelter residents.  
 



 
 



 PSH partnered with HRA to help facilitate 
the application process through City and 
State agencies.  



 



Program Outcomes 
Project Safe Home met or exceeded most of its program goals during the 3-year period.  
 



Measurable Event Cumulative Goals Cumulative Outcomes Cumulative Percentage 



# LIHTC Landlords Participating 5 6 120% 



# Shelters Participating 18 19 105% 



# Workshop series conducted 60 96 160% 



Total # individual Workshops 
conducted 



200 389 194% 



# Clients Participating 725 1001 138% 



# Clients Completing 525 557 106% 



#Clients with Applications Submitted 280 233 83% 



#Clients with Applications Approved 245 184 75% 



# Client Move-ins * 141 133 94% 
* On March 14, 2011 NYC ended Advantage/NY.  There were no longer any major rental subsidies available.  The lack of a rental 
subsidy made it increasingly difficult to place shelter residents in permanent housing.  PSH has continued to educate and screen shelter 
residents. In addition, PSH had moved a limited number of residents into apartments using existing relationships.  



 



  



If it wasn’t for PSH, the individual clients 
would have a very difficult time 
navigating through, they would get lost 
in the maze. -Property Owner 
 



PSH really enhanced the service that we were providing. 
We are happy to have them play the liaison role that 
linked the shelter’s clients to landlords with apartments 
and city agencies with rental subsidies. – Shelter Provider 
 



I give them [PSH] a lot of credit. They coordinated 
steps, ironed out conflicts, and generally facilitated the 
complicated application process that could be very 
intimidating for some of our clients. – HRA Official  
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Barriers and Recommendations 
 
The program encountered two major barriers to housing DV shelter residents and their families: (1) the 
scarcity of reliable and appropriate housing subsidies and (2) the short length of stay in emergency 
shelters.  
 



Barrier: Housing Subsidy.  Stable, safe housing is a primary requirement of women and children made 
homeless by domestic violence.  Without housing, survivors are at risk of continued homelessness and domestic 
violence. Most homeless domestic violence survivors will require rental subsidies to afford housing in high-cost 
New York City. Any housing subsidy program developed for this population must address their particular situation 
and needs. 
 



Recommendations  
 Provide qualified homeless domestic violence survivors with regular access to New York City homeless 



housing resources, such as HPD Section 8 vouchers and homeless set aside units 



 Streamline the application process for NYCHA Section 8 vouchers and NYCHA public housing resources so that 
it is better aligned with the short length of stay in emergency shelter 



 



Barrier: Short Length of Shelter Stay.  In HRA’s domestic violence emergency system, the maximum length of 
stay is 135 days which is too short to heal from the trauma of the abuse or to qualify, find and apply for housing. 
The system is used by the vast majority of homeless domestic violence victims. The short length of stay was one of 
the most difficult barriers Project Safe Home encountered in trying to place shelter residents in permanent 
housing.   
 



Recommendations 
 Change the NYS regulations to extend the length of stay in emergency shelters to at least 180 days 



 Develop more transitional shelters specifically for domestic violence survivors 



 Institute a “seamless transition” from domestic violence shelters into the DHS general homeless system 
instead of requiring emergency shelter residents to re-qualify as “homeless” at PATH, the gateway to the DHS 
system 



 Give higher priority to domestic violence survivors for federal and City resources 



 Streamline the application process for these resources so that it is better aligned with the short length of stay 
in emergency shelter 



 



 



 
The Project Safe Home pilot resulted in a well-regarded program that successfully placed 122 homeless families 
from domestic violence shelters in safe, rent-stabilized, high-quality housing.  During the pilot, PSH established 
itself as an effective intermediary between shelter providers, LIHTC landlords and HRA.  It also successfully 
opened up a quality housing resources to DV survivors in the HRA shelter system. PSH staff members were able to 
adapt the program in response to changes in the larger environment, feedback from partners, and increased 
understanding of the housing application process.  
 
Although the pilot officially ended in August 2011, Project Safe Home continues to train, pre-screen, and place 
DV survivors in the HRA shelter system in LIHTC, high-quality affordable housing and build new innovative 
partnerships.  
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PROJECT SAFE HOME WAS GENEROUSLY SUPPORTED BY:



 



 
 



 
 



 
 



 



 
 



 



 



 



 
 



 



 
 



 



 



HELP HARBOR USA 



SERENITY HOUSE 



ATHENA HOUSE 



LILY HOUSE 



HELP HAVEN 



AEGIS 



SECOND START 



PARRISH 



FREEDOM 



FAMILY PROJECT 



DOVE HOUSE 



SANCTUARY FOR FAMILIES- EMERGENCY 



DWA-FANM 



NEW HOPE 



VIP 



CENTER FOR CHANGE 



URBAN WOMEN'S SAFE HAVEN 



URBAN WOMEN'S NEW BEGINNINGS 



ROSE 



URBAN WOMEN'S RETREAT 



  



PROJECT SAFE HOME ACKNOWLEDGES THE VALUABLE SUPPORT PROVIDED BY THE  
HUMAN RESOURCES ADMINISTRATION’S OFFICE OF DOMESTIC VIOLENCE INTERVENTION AND EMERGENCY 



SERVICES AND ENTERPRISE COMMUNITY PARTNERS 



OUR SHELTER PARTNERS IN ORDER OF THEIR PARTICIPATION 





http://www.bing.com/images/search?q=oak+foundation&view=detail&id=DF7F03BD54E10E8E0A1F9E85309D936404752734&first=0&FORM=IDFRIR


http://www.google.com/imgres?q=Merrill+Lynch&hl=en&biw=1024&bih=571&gbv=2&tbm=isch&tbnid=pYOA_Z2Ei8cyPM:&imgrefurl=http://www.logostage.com/logo/merrill_lynch/&docid=KwcTfVN6KPJC8M&w=3600&h=1200&ei=SpVvTtjwI87pgQfvvuSMBQ&zoom=1
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HOUSING RIGHTS FOR DOMESTIC 
VIOLENCE, SEXUAL ASSAULT  
AND STALKING SURVIVORS 



 



 
 



Your landlord may not discriminate against you because you are a 
victim of dating or domestic violence, sexual assault or stalking.  
 
You can also:  
 



 End your lease early to move quickly;  



 Change your locks for safety; and/or  



 Ask your landlord to divide your lease in order to evict the 
abuser from your apartment.  



 
 



National Domestic Violence Hotline 
1-800-799-7233 



 
National Sexual Assault Hotline 



1-800-656-HOPE 
 



Portland Women’s Crisis Line 
for statewide help, and referral to a local crisis program 



1-888-235-5333 



 
 



Prepared by Legal Aid Services of Oregon and the Oregon Law Center (1/13). For copies of 
this flyer or more information about the law, contact your local legal aid office or go to our 
website at www.oregonlawhelp.org. This pamphlet is for general education use only. It is 
not a substitute for the advice of an attorney. If you have specific legal questions, you 
should contact an attorney.  



 
 











DISCRIMINATION AGAINST    
VICTIMS PROHIBITED 



A landlord may not treat you differently  
because you (or your child) have been a 
victim of dating or domestic violence, 



sexual assault or stalking. 
 
Landlord may not evict you, threaten to evict 
you, fail to renew your rental agreement, 
increase rent, decrease services or refuse to 
enter into a rental agreement with you:  



 Because you or your child have been a victim;  



 Because of a violation of the rental 
agreement caused by an incident of dating or 
domestic violence, sexual assault or stalking 
committed against you;  



 Because of criminal activity or police response 
related to dating or domestic violence, sexual 
assault or stalking against you; or  



 Because of a bad landlord reference due to 
dating or domestic violence, sexual assault or 
stalking.  



 
Landlord may not have different rules or 
standards for you because you are a victim.  
 
If any of these things have happened to you, you 
may have rights under state and federal laws. 
You may want to contact an attorney to discuss 
your rights.  
 
A landlord may evict you if the landlord has given 
you a written warning about the actions of the 
abuser who does not live with you and:  



 You permit the abuser to remain on the 
premises and the abuser is an actual and 
imminent  threat to the safety of others on 
the premises; or 



 You consent to abuser living with you without 
landlord’s permission. 
 
 
 
 
 



CHANGING YOUR LOCKS FOR        
YOUR SAFETY 



If you (or your child) have been the victim 
of dating or domestic violence, sexual 



assault or stalking, you have the right to 
have your locks changed. 



 
Your landlord must promptly change your locks 
or allow you to change your locks if you:  



 Notify your landlord that you (or a child living 
with you) are a victim of dating or domestic 
violence, sexual assault or stalking and that 
you want your locks changed (written notice 
is best).      * See Sample Form 1 below.  



 You do not need to provide proof of the 
abuse.  
 



If your landlord refuses or takes too long:  



 You can change the locks on your own.  



 You must provide a copy of the new key to 
the landlord.  



 



Who pays?  



 You are responsible for the cost of changing 
your locks.  



 The landlord should not require you to pay 
before changing the locks. 
 



If the abuser is on the rental agreement and you 
want to change the locks to keep the abuser out:  



 You must have a court order that requires the 
abuser to move out (such as a restraining 
order).  



 The landlord should not allow the abuser into 
the unit without your permission unless court 
ordered.  



 The abuser’s lease is terminated once the 
court order is final.  



 You and the abuser are both responsible for 
rent until the date the abuser’s lease is 
terminated.  











BREAKING YOUR LEASE EARLY                     



If you (or a child living with you) have 
been the victim of dating or domestic 



violence, sexual assault or stalking 
within the last 90 days*, or if you have 



a current protection order, you can 
end your lease or rental agreement 



with 14-days written notice. 



How to break your lease early for safety:  



 Make a request to your landlord in writing.    
* See Sample Form 2 below.  



 Provide verification of the abuse by giving 
your landlord one of the following:  
1. a copy of a court protective order 



(Restraining or Stalking Order or other 
court order);  



2. a copy of a police report showing that 
you or a child living with you has been 
the victim of dating or domestic 
violence, sexual assault or stalking;  



3. a copy of a conviction for an act of 
dating or domestic violence, sexual 
assault or stalking; or 



4. a statement from a law enforcement 
officer or other qualified third party 
[attorney, licensed health professional 
or victim advocate] stating you have 
reported an act of dating or domestic 
violence, sexual assault or stalking.  
* See Sample Form 3 below.  



 
You can also end the tenancy of immediate 
family members that live with you so they 
can move too. Immediate family members 
include:  



 an adult who is related by blood, 
adoption, marriage or domestic 
partnership; 



 your boyfriend or girlfriend; 



 the other parent of your child; and 



 grandchild or foster child. 
 



 
You cannot be charged any money for 
breaking your lease early.  



 You are responsible for rent only up to the 
termination date.  



 



If there are other people on the lease besides 
you and immediate family members: 



 You will not be responsible for rent or    
       damage that occurs after the termination   
       date.  



 Remaining tenants will continue to be   
       responsible for rent.  



 The security deposit will not be refunded   
       until the remaining tenants move out. 



 
*Any time the abuser is in jail or lives more than 
100 miles away from you, it does not count against 
the 90 day time limit.  



 



LANDLORDS MAY EVICT  
THE ABUSER          



Landlord may divide the lease to    
evict the abuser for a criminal act of 



related to dating or domestic violence, 
sexual assault or stalking. 



 



 If a tenant, who lives with you, commits a 
criminal act of physical violence related to 
dating or domestic violence, sexual assault 
or stalking against you, the landlord may 
terminate the abuser’s lease without 
terminating yours.  



 Landlord must give 24 hours written 
notice of termination to the abuser and 
file an eviction if the abuser does not 
move out. 



 Landlord may not require the remaining 
tenants to pay additional money as a 
result.  



 The abuser and all other tenants are 
responsible for rent and damages prior to 
abuser’s eviction.  











Sample Form 1: Request to Change Locks  
 



Dear (landlord’s name):                                                              (Date)  
 



Pursuant to the Oregon Residential and Landlord Tenant Act ORS 90.459, I request that you 
promptly change the locks to my unit. I am a victim of dating or domestic violence, sexual 
assault or stalking.  
 



(If you are the only tenant on the lease you do not need to provide verification of the 
violence.) (If the abuser is on the lease) Enclosed please find a copy of the restraining order 
that orders the abuser out of the dwelling unit (“Ouster”).  You may not give a new key to 
the abuser.  
 



Please change my locks by (date).  If the locks are not changed by this date, I will change 
the locks myself and provide you with a key. 
 



Thank you. 
(Your Name) 
 
 
 



Sample Form 2: 14 Day Notice to Landlord to Terminate Lease  
 



Dear (landlord’s name):                                                                                                    (Date)  
 



I am a tenant at (your address). I (or a minor child who lives with me) am a victim of dating 
or domestic violence, sexual assault or stalking within the past 90 days, not counting any 
time the abuser was in jail or was living more than 100 miles away, or I am currently 
protected by a restraining order. Pursuant to the Oregon Residential and Landlord Tenant 
Act ORS 90.453, this is my 14-day notice to end my rental agreement on ______ (enter a date 
14 days from today and add three days if mailing the notice to the landlord).  
 



Enclosed is (choose one) [ ] a copy of my protective order, [] a copy of a police report 
showing that I (or a minor child who lives with me) was the victim of an act of dating or 
domestic violence, sexual assault or stalking, or [ ] a copy of a conviction for an act of dating 
or domestic violence, sexual assault or stalking of [ ] a statement from a law enforcement 
officer or other qualified third party. 
 



The following qualified household members will be ending their rental agreement along with 
me: ________(list names of qualified household members moving with you).  
 



Thank you. 
(Your name) 
 



 











Sample Form 3. Qualified Third Party Verification 
 
_______________________________     _________________________________________  
Name of Qualified Third Party                   Name of Tenant  
 
Part I: STATEMENT BY TENANT:  
I, ________________________ , (Name of Tenant) do hereby state as follows:  
 
1) I (or a minor member of my household) have been a victim of domestic violence, sexual assault, or 
stalking.  
 
2)  The most recent incident(s) that I rely on in support of this statement occurred on the following date:  
______________________________________________________________________________  
  
3)  The time since the most recent incident took place is less than 90 days if periods when the perpetrator 
was incarcerated or was living more than 100 miles from my home are not counted. The perpetrator was 
incarcerated from ____________ to____________. The perpetrator lived more than 100 miles from my home 
from ___________ to___________. 
 
4)  I hereby declare that the above statement is true to the best of my knowledge and belief, and that I 
understand it is made for use as evidence in court and is subject to penalty for perjury.  
 
______________________________    ________________________________________  
Signature of Tenant            Date 
     
Part II: STATEMENT BY QUALIFIED THIRD PARTY  
I, _________________________ , (name of qualified third party), do hereby verify as follows:  
 
1)  I am a law enforcement officer, attorney, licensed health professional or victim’s advocate.  
 
2) My name, business address, and business telephone are as follows:                                                                             
______________________________________________________________________________  
 
3) I verify that the person whose signature is listed above has informed me that the person (or minor 
member of the person’s household) is a victim of domestic violence, sexual assault, or stalking, based on the 
incidents listed above.  
 
4)  I reasonably believe the statements of the person above. I understand that this document may be used as 
a basis for gaining release from a rental agreement with the person’s landlord.  
 
5)  I hereby declare that the above statement is true to the best of my knowledge and belief, and that I 
understand it is made for use as evidence in court and is subject to penalty for perjury.  
 
___________________________          
Signature of Qualified Third Party        Date 










_1492254944.pdf




 http://jiv.sagepub.com/
Violence



Journal of Interpersonal



 http://jiv.sagepub.com/content/27/4/623
The online version of this article can be found at:



 
DOI: 10.1177/0886260511423241



 2012 27: 623 originally published online 10 October 2011J Interpers Violence
Clough, Jamie Barnes, Ginger C. Hanson and Tina L. Bloom



Chiquita Rollins, Nancy E. Glass, Nancy A. Perrin, Kris A. Billhardt, Amber
SHARE Study



as Level of Danger in an Abusive Relationship : Findings From the 
Housing Instability Is as Strong a Predictor of Poor Health Outcomes



 
 



Published by:



 http://www.sagepublications.com



On behalf of:
 



 American Professional Society on the Abuse of Children



 can be found at:Journal of Interpersonal ViolenceAdditional services and information for 
 
 
 
 



 
 http://jiv.sagepub.com/cgi/alertsEmail Alerts: 



 



 http://jiv.sagepub.com/subscriptionsSubscriptions:  



 http://www.sagepub.com/journalsReprints.navReprints: 
 



 http://www.sagepub.com/journalsPermissions.navPermissions: 
 



 http://jiv.sagepub.com/content/27/4/623.refs.htmlCitations: 
 



 What is This?
 



- Oct 10, 2011 OnlineFirst Version of Record
 



- Feb 23, 2012Version of Record >> 



 at JOHNS HOPKINS UNIV on March 9, 2012jiv.sagepub.comDownloaded from 





http://jiv.sagepub.com/


http://jiv.sagepub.com/content/27/4/623


http://www.sagepublications.com


http://www.apsac.org


http://jiv.sagepub.com/cgi/alerts


http://jiv.sagepub.com/subscriptions


http://www.sagepub.com/journalsReprints.nav


http://www.sagepub.com/journalsPermissions.nav


http://jiv.sagepub.com/content/27/4/623.refs.html


http://jiv.sagepub.com/content/27/4/623.full.pdf


http://jiv.sagepub.com/content/early/2011/09/21/0886260511423241.full.pdf


http://online.sagepub.com/site/sphelp/vorhelp.xhtml


http://jiv.sagepub.com/








Journal of Interpersonal Violence
27(4) 623–643



© The Author(s) 2012
Reprints and permission:



sagepub.com/journalsPermissions.nav
DOI: 10.1177/0886260511423241



http://jiv.sagepub.com



423241 JIV27410.1177/0886260511423241R
ollins et al.Journal of Interpersonal Violence
© The Author(s) 2012



Reprints and permission: http://www.
sagepub.com/journalsPermissions.nav



1Multnomah Department of County Human Services, Portland, OR, USA
2Johns Hopkins University School of Nursing, Baltimore, MD, USA
3Kaiser Center for Health Research, Portland, OR, USA
4Volunteers of America–Oregon, Home Free, Portland, OR, USA
5University of Missouri, Columbia, MO, USA



Corresponding Author:
Tina L. Bloom, University of Missouri, S326 Sinclair School of Nursing, Columbia,  
MO 65211, USA 
Email: bloomt@missouri.edu



Housing Instability Is as  
Strong a Predictor of  
Poor Health Outcomes  
as Level of Danger in an  
Abusive Relationship:  Findings  
From the SHARE Study



Chiquita Rollins, PhD,1 Nancy E. Glass, PhD, 
MPH, RN,2 Nancy A. Perrin, PhD,3 Kris A. 
Billhardt, MEd, EdS,4 Amber Clough, MSW,1 
Jamie Barnes, MA,1 Ginger C. Hanson, MS,3 and  
Tina L. Bloom, PhD, MPH, RN5



Abstract



Advocates, clinicians, policy makers, and survivors frequently cite intimate 
partner violence (IPV) as an immediate cause of or precursor to housing 
problems. Research has indicated an association between homelessness and 
IPV, yet few studies examine IPV and housing instability. Housing instability 
differs from homelessness, in that someone experiencing housing instability 
may currently have a place to live but faces difficulties with maintaining the 
residence. We present baseline findings from a longitudinal cohort study of 
278 female IPV survivors with housing as a primary concern. Our analysis 
indicates the greater the number of housing instability risk factors (e.g., eviction 
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notice, problems with landlord, moving multiple times), the more likely the 
abused woman reported symptoms consistent with PTSD (p < .001), de-
pression (p < .001), reduced quality of life (p < .001), increased work/school 
absence (OR = 1.28, p < .004), and increased hospital/emergency department 
use (OR = 1.22, p < .001). These outcomes persist even when controlling 
for the level of danger in the abusive relationship and for survivors’ drug 
and alcohol use. Importantly, both housing instability and danger level had 
stronger associations with negative health outcomes than other factors such 
as age, alcohol, and drug use; both make unique contributions to negative 
health outcomes and could contribute in different ways. Housing instabil-
ity is an important and understudied social determinant of health for IPV 
survivors. These findings begin to address the literature gap on the relation-
ship between housing instability, IPV, and survivors’ health, employment, and 
utilization of medical care services.



Keywords



domestic violence, mental health and violence, assessment



Introduction and Background



Intimate partner violence (IPV) is a significant public health and human 
rights issue. Annually, IPV results in an estimated 1,200 deaths and 2 million 
injuries among women in the United States (Centers for Disease Control and 
Prevention, 2008). More than 23% of U.S. women report a lifetime history 
of IPV and 40% to 50% of female homicides are attributable to IPV 
(Campbell, Webster, & Glass, 2009; Campbell et al., 2003; Mercy & 
Saltzman, 1989). IPV is more than physical violence—it is a pattern of abu-
sive and coercive behaviors including physical violence, sexual violence, 
threat of physical or sexual violence, psychological abuse, and stalking by a 
spouse, ex-spouse, or current or former intimate partner (Saltzman, Fanslow, 
McMahon, & Shelley, 1999). The health sequelae of IPV are not limited to 
injuries but also to less obvious or chronic health problems (e.g., chronic 
pain, depression, posttraumatic stress disorder [PTSD] that often interfere 
with or limit daily functioning, employment, and quality of life (Bassuk, 
Dawson, & Huntington, 2006; Coker, Weston, Creson, Justice, & Blakeney, 
2005; Eby, 2004; Glass, Perrin, Campbell, & Soeken, 2007; Gorde, Helfrich, 
& Finlayson, 2004; Stewart et al., 1989; Weaver & Clum, 1995).



A woman remains in an abusive relationship for complex reasons, ranging 
from fear of reprisal to financial barriers that prevent her from supporting 
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herself and her children (Dutton & Goodman, 2005). A lack of income to 
sustain safe housing has been consistently reported as one important barrier 
to women leaving an abusive relationship (Anderson & Sauders, 2003; 
Hardesty & Campbell, 2004; Sheridan, 2001). The perceived and actual 
availability of safe, affordable housing and programs in the community to 
assist survivors of IPV in accessing housing is also linked to women’s deci-
sion and ability to safely leave an abusive relationship (Hirst, 2003).



Clinicians, advocates, policy makers, and survivors themselves frequently 
cite IPV as an immediate cause of or precursor to housing problems (Rollins, 
Saris, & Johnston-Robledo, 2001; Tischler, Karim, Rustall, & Vostanis, 
2004). Researchers have found that the need for housing and economic 
resources were the most pressing concerns among abused women who had 
recently left abusers (Anderson & Sauders, 2003; Goodman, Smyth, Borges, 
& Singer, 2009). Furthermore, among U.S. cities surveyed in 2005, 50% 
identified IPV as a primary cause of homelessness in their city (U.S. 
Conference of Mayors-Sodexho, 2005).



Research on the association between homelessness and IPV indicates that 
survivors and their children are at increased risk for negative health and 
social outcomes including revictimization, poor physical and mental health, 
job loss, decline in school performance, and possible fracturing of the family 
unit (Bassuk et al., 1996; Bures, 2003; Culhane, Webb, Grim, & Culhane, 
2003; Gagne & Ferrer, 2006; Rodriguez, 2006; Schanzer, Dominguez, 
Shrout, & Caton, 2007).



Prior research associates homelessness with IPV and poor health and 
social outcomes. Yet there have been few studies examining IPV and its 
effect on housing instability (Baker, Cook, & Norris, 2003; Burman & 
Chantler, 2005). Housing instability is different from homelessness. Someone 
experiencing housing instability may currently have a place to live but faces 
multiple ongoing difficulties, both personal and economic, associated with 
maintaining the residence. Indicators of housing instability include difficulty 
paying rent, mortgage, or utility bills and being denied affordable housing 
because of past credit problems, eviction threats or notices, moving fre-
quently, living in overcrowded conditions, or “doubling-up” in a residence 
with family or friends (Kushel, Gupta, Gee, & Haas, 2006; Pavao, Alvarez, 
Baumrind, Induni, & Kimerling, 2007).



Housing instability is typically defined in the literature as a binary  
variable that is scored positive if someone has had a period of homelessness, 
paid more than 50% of income on housing costs, or had difficulty finding 
safe, adequate, and affordable housing (Kushel et al., 2006; Ma, Gee, & 
Kushel, 2008; Reid, Vittinghoff, & Kushel, 2008). A binary measure does not 
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capture the complexity of the phenomenon of housing instability among 
abused women, which is often linked to the abusive behavior of the partner. 
For example, the abuser’s behaviors (e.g., destroying property at the home, 
threatening the neighbors or landlord with violence if they intervened on her 
behalf) may have resulted in eviction, therefore making it difficult for her to 
find a landlord willing to rent to her again (Martin & Stern, 2005).



The federal definition of homeless is (a) an individual who lacks a fixed, 
regular, and adequate nighttime residents or (b) an individual who has a pri-
mary nighttime residence that is (i) a supervised, publicly or privately oper-
ated shelter designed to provide temporary living accommodations; (ii) an 
institution that provides temporary residence for individuals intended to be 
institutionalized; or (iii) a public or private place not designed for, or ordinar-
ily used as, a regular sleeping accommodation for human being (U.S. 
Department of Housing and Urban Development, n.d.). Women, especially 
women with children, are hesitant to live on the streets or in shelters because 
of safety concerns for themselves and their children and the fear of Child 
Welfare involvement if their children are homeless. There is a well-docu-
mented lack of capacity in shelters for women or victims of IPV (National 
Network to End Domestic Violence, 2010). Thus, abused women, especially 
women with children, are more likely to “double-up” or to live in highly 
unstable situations.



Research is needed to describe the relationship between housing instabil-
ity, IPV, and poor health and social outcomes. To begin to address the gap in 
research, this article presents baseline findings from our quasi-experimental 
longitudinal study called the SHARE study. The purpose of the SHARE 
study is to evaluate the effectiveness of a permanent housing program on the 
health and well-being of abused women and their children. We hypothesized 
that housing instability is an independent predictor of health outcomes. 
Specifically, among a sample of female IPV survivors with housing instabil-
ity, we examined symptoms consistent with PTSD and depression as well as 
their level of danger, absence from work and/or school, self-reported quality 
of life and general health, and utilization of hospital and emergency medical 
care.



Method
Setting and Participants



SHARE was conducted in partnership with four community-based domestic 
violence and housing programs serving the Portland Metropolitan Area of 
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Oregon. Participants recruited from our four partner agencies were English- 
or Spanish-speaking adult women aged 18 to 64 who self-reported all of the 
following: (a) physical and/or sexual violence by an intimate or ex-intimate 
partner in the previous 6 months; (b) newly enrolled in services through one 
our partner agencies; (c) had housing stabilization as a primary need; and (d) 
planned to stay in the surrounding metro area for the duration of the study.



Procedures
Direct service staff at partner agencies referred potentially eligible partici-
pants to the research team through a signed release of information authoriz-
ing staff to provide contact information to research assistants. Participants 
could also self-refer by responding to flyers with the study contact informa-
tion posted in the agency or distributed by agency staff. A trained research 
assistant assessed eligibility, described the purpose of the study, answered 
any questions, and performed informed consent prior to beginning the study 
interview. The research assistant then conducted a face-to-face interview at 
a location and time deemed safe and convenient by the participant. The 
human subjects review committees at Johns Hopkins University, Oregon 
Health & Science University, Kaiser Center for Health Research, and the 
Center for Disease Control and Prevention approved the study.



Interview Instruments
Demographics. Age was measured in years. Insurance was measured using 



a single item, “Did you have any type of health insurance for yourself in the 
last 6 months?” Responses were coded 0 (no insurance) or 1 (yes, private 
insurance or Medicaid).



General health. We assessed general health for the past month using a sin-
gle item from the SF-8, “In general, would you say your health is: 1 (poor), 2 
(fair) 3 (good), 4 (very good), 5 (excellent)?” The reliability and validity of 
this item have been well established (Ware, Kosinski, Dewey, & Gandek, 
2001).



Danger assessment (DA). The DA was designed to assess abused women’s 
risk of lethal violence (or serious injury) by their intimate partner or ex- 
intimate partner. The scale consists of 20 risk-factor items that are scored as 
0 (no) or 1 (yes). Scores are computed using a weighted sum of items and 
have a possible range from 0 to 38, with a higher score indicating a greater 
risk of lethal violence (e.g., 0-7 = variable danger; 8-13 = increased danger; 
14-17 = severe danger; and 18-above = extreme danger). Validation of the 



 at JOHNS HOPKINS UNIV on March 9, 2012jiv.sagepub.comDownloaded from 





http://jiv.sagepub.com/








628		  Journal of Interpersonal Violence 27(4)



weighted scoring of the 20-item DA is published elsewhere (Campbell et al., 
2009). Cronbach’s alpha for the unweighted items in this sample was .72.



Housing instability. Based on a review of published literature on homeless-
ness and housing instability, we developed the Housing Instability Index 
(Martin & Stern, 2005; Melbin, Sullivan, & Cain, 2003; Menard, 2001; Pavao 
et al., 2007). The index is a count of 10 possible risk factors for housing insta-
bility in the past 6 months. Eight items elicit a dichotomous, yes/no response 
and two items were recoded to be dichotomous. The question, “In the past 6 
months, how many times have you moved?” was counted as a risk factor if 
participants reported moving more than twice in the past 6 months. The ques-
tion, “How likely is it that you will be able to pay for your housing this 
month?” was recoded so that 0 represented a response of “very likely” or 
“somewhat likely” and 1 represented a response of “unlikely” or “very 
unlikely.” One item, “Do you expect that you will be able to stay in your cur-
rent housing for the next 6 months?” was reverse-coded so that a response of 
“no” was counted as a risk factor. Cronbach’s alpha for the 10-item measure 
was .70, and the average item–total correlation was .37. Analysis of variance 
found the measure differentiates between those who can pay their own rent 
and those living in domestic violence shelters and motels (p < .001).



PTSD. Past-month PTSD symptoms was measured using the PTSD Check-
list–Civilian version (PCL-C). The scale contains 17-items rated on a 5-point 
scale ranging from 1 (not at all) to 5 (extremely). The total score is computed 
by summing the items and scores. The internal consistency for this sample 
was .91. A score of 30 or higher indicates high likelihood of PTSD for women 
in the general population (Walker, Newman, Dobie, Ciechanowski, & Katon, 
2002).



Depression. Past-week depression symptoms were measured using the 
Center for Epidemiologic Studies Depression Scale (CES-D). The CES-D is 
a widely used 20-item scale rating each item on a scale of 0 (rarely) to 4 
(most or all of the time). The items represent the major components of depres-
sion (depressed mood and feelings of worthlessness or hopelessness). Scores 
range from 0 to 60 with higher scores indicating greater depressive symp-
toms, and a score of 16 or greater is suggestive of clinically significant 
depression. The internal consistency for this sample was .91.



Quality of life. The nine-item scale was used to assess women’s perceived 
quality of life over the past 6 months using a 7-point scale ranging from 1 
(terrible) to 7 (extremely pleased). A total score is computed by taking the 
mean of the items. Cronbach’s alpha for this sample was .88.
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Alcohol and drug abuse. Past-6-month alcohol and drug abuse were mea-
sured using the CAGE scale. The scale asks four yes/no questions, each for 
alcohol use behavior and drug use behavior, with each yes response scored as 
1. Based on sensitivity (.78 to .81) and specificity (.76 to .92) analyses a cut-
off score of 2 or more is considered the best indicator of substance abuse 
(Leonardson et al., 2005; Soderstrom et al., 1997). Using a cutoff score of 2 
or more, we coded alcohol and drug abuse as 0 (no) or 1 (yes).



Work/school absence. Past-6-month absence was measured using two 
items: “Did you have to take time off from work for which you were getting 
paid?” and “Did you have to take time off from school?” If a participant 
answered yes to one or both of these items, they were coded as 1 (yes). If not, 
they were coded as 0 (no). We also asked how many of these missed days 
were related to IPV. From these items, we computed one or more IPV-related 
days off from work or school that was also coded 1 (yes, one or more IPV-
related days off) or 0 (none).



Hospital and emergency medical utilization. Past-6-month hospital/emer-
gency medical use and reason for use was measured using three items: 
“Received ambulance and/or paramedic care”; “Went to the emergency room 
or some other urgent care facility”; and “Spent the night in a hospital.” If a 
participant indicated that they had received one or more of these services in 
the past 6 months, they were coded as 1 (yes); otherwise, they were coded as 
0 (no). We also asked how many of these incidents were related to IPV. From 
these items, we computed IPV-related hospital/emergency medical use, 
which was also coded 1 (yes, at least one incident was IPV-related) or 0 (no 
IPV-related incidences).



Data Analyses
The analyses examined the relationship of housing instability with victimiza-
tion, PTSD, depression, substance use, quality of life, absence from work or 
school in general and due to IPV, and utilization of hospital/emergency 
medical care in general and use related to IPV. Multiple linear regressions 
with all variables entered into the model simultaneously were conducted to 
estimate the unique contribution of housing instability as reflected by the 
standardized regression coefficient in predicting PTSD, depression, and 
quality of life controlling for age, alcohol abuse, illegal drug use, and the 
level of danger in the abusive relationship. The distribution of the dependent 
variables were examined for normality prior to conducting the multiple lin-
ear regressions. Similarly, logistic regression was used to estimate the unique 
contribution of housing instability in predicting absence from work/school, 
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use of either hospital/emergency medical care in general and IPV-related use 
of hospital/emergency medical care. When examining the health care utiliza-
tion variables, we also controlled for perceived general health and health 
insurance.



Results
Participant Characteristics
Participants were English- or Spanish-speaking women living in dangerous 
and often unstable situations due to IPV (N = 278). Table 1 provides the 
descriptive statistics for the sample. Slightly more than half self-reported 
their race as White (53.69%) followed by African American (26.62%) and 
other race (20.86%). Twenty-five percent of participants self-identified as 
Latina, and the majority then chose to complete the interviews in Spanish. 
Twenty-six percent indicated that they were married. Only 4.04% reported 
currently living with an abusive partner. About one quarter reported less than 
a high school diploma, another 25% had a GED or high school diploma, and 
approximately another 25% had some college. Twenty-nine percent of par-
ticipants were employed at the time of the interview. The majority of women 
(67.61%) made US$1,000 or less per month, and the majority had some type 
of health insurance (79.5%), primarily Medicaid. At the time of recruitment, 
31.74% were receiving some type of rent assistance, 22.63% lived in their 
own house or apartment where they paid all of the rent, 14.96% were living 
in the domestic violence shelter, and 10.95% were living in a hotel. The 
remainder of participants was living in various situations such as transitional 
housing, their car or the street, or with family or friends. A small percentage 
(26.62%) reported one or more of the following types of homelessness in the 
6 months prior to the survey; 16.55% had lived in a motel/hotel they paid for 
themselves, 2.88% had stayed at a homeless shelter, and 13.67% had lived 
on the street, in their car, or camped out.



On average, women perceived their health as being fair to good health  
(M = 2.64, range = 1-5, with score of 5 indicating excellent health). Their 
mean score on the DA was 21.57, indicating extreme danger in the abusive 
relationship. Participants experienced symptoms consistent with PTSD  
(M = 55.65, score of 30 or greater indicates symptoms of PTSD) and  
depression (M = 31.87, score of 16 or greater indicates symptoms of  
depression). The CAGE classified less than 16% of the participants as alco-
hol or illegal drug abusers.
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Table 1. Characteristics of the Sample



Variables Total N Percentage



Racea 278  
  White 53.69
  African American 26.62
  American Indian/Alaska Native 7.55
  Asian 1.08
  Native Hawaiian/Other Pacific Islander 1.08
  Other race 20.86
Hispanic/Latina 277 25.00
Currently married 278 26.00
  Living with partner 278 5.40
  Living with abusive partner 223 4.04
Education 277  
  Less than high school diploma 25.99
  GED/high school diploma 23.10
  Some college 27.80
  Vocational graduate/associate’s degree 16.61
  Bachelor’s degree or higher 6.50
Currently employed 278 29.00
Income 278  
  US$0-US$99/month 9.71
  US$100-US$500/month 19.07
  US$501-US$1,000/month 38.83
  US$1,001-US$1,500/month 21.22
  US$1,501-US$2,000/month 8.27
  US$2,001-US$4,000/month 2.88
Has health insurance 278 79.50
Positive for alcohol abuse on CAGE 277 15.88
Positive for illegal drug abuse on CAGE 275 13.45
Used hospital/emergency medical service in 



the past 6 months
277 53.79



Had IPV-related hospital/emergency medical 
use in the past 6 months



277 27.80



Absent 1 or more days from work or school 
in the past 6 months



193 71.50



Absent 1 or more days from work or school 
due to IPV



191 65.45



  M (SD)



Number of housing instability risk factors 278 4.83 (2.24)
General health 278 2.64 (1.07)



(continued)
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In the previous 6 months, 54% of participants had accessed hospital  
or emergency medical services, with half reporting that the hospital or  
emergency medical services was needed due to IPV. More than 65% had been 
absent at least 1 day of work or school because of IPV. Out of a possible 10 
risk factors for housing instability, on average, women reported 4.83 risk fac-
tors, with a higher number of risk factors indicating greater risk for instabil-
ity. The percentage of women experiencing each housing instability risk 
factor is presented in Table 2.



Housing Instability, Level of Danger, and Health Outcomes
The relationship between housing instability and PTSD, depression, and 
quality of life controlling for the covariates (age, alcohol and drug use, level 
of danger in relationship) is presented in Table 3. All three variables were 
normally distributed (skewness = –.391 for PTSD, –.216 for depression and 
–.142 for quality of life). Greater housing instability was related to more 
severe PTSD, worse depression, and poorer quality of life. The level of dan-
ger as measured by the DA was also significantly associated with symptoms 
consistent with PTSD and higher levels of depression. Older age and screen-
ing positive for alcohol abuse were associated with more severe PTSD, 
higher depression, and lower quality of life (see Table 3).



Housing Instability, Level of Danger, Absence From Work/
School and Health Utilization
Housing instability and absence from work/school and hospital/emergency 
medical care utilization was examined controlling for covariates (see Table 4).  
With each additional risk factor for housing instability, the odds of being 
absent from work or school for any reason increased by 28% and absence 
from work or school due to IPV increased by 32%. Likewise, with each 



Variables Total N Percentage



Danger assessment 278 21.57 (7.27)
PLC: PTSD 278 55.65 (14.85)
CES-D: Depression 277 31.87 (13.52)
Quality of life 278 4.10 (1.20)



a. Participants could select more than one race category.



Table 1. (continued)



M (SD)
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Table 2.  Percentage of Participants Reporting Risk Factors for Housing Instability



Items % Yes



  1.	�In the past 6 months, have you had to live 
somewhere that you did not want to live



278 79.86



  2.	�In the past 6 months, have you had difficulty (or 
were unable to) pay for your housing



276 79.35



  3.	�Have you had trouble getting housing in the past 
6 months



278 65.93



  4.	� Do you expect that you will be able to stay in your 
current housing for the next 6 months (reversed)



265 56.98



  5.	�In the past 6 months, have you had to borrow 
money or ask friends/family or others for money 
to pay your rent/mortgage payment



276 51.09



  6.	�In the past 6 months, how many times have you 
moved (more than twice)



278 42.09



  7.	�Have you had trouble with a landlord in the past 
6 months



278 36.46



  8.	�In the past 6 months, has your landlord threatened 
to evict you



275 28.10



  9.	�In the past 6 months, have you been served an 
eviction notice



276 18.18



10.	�How likely is it that you will be able to pay for 
your housing (e.g., rent/mortgage) this month 
(unlikely-very unlikely)



212 16.04



Table 3.  Multiple Regressions Examining the Relationship Between Housing 
Instability and PTSD, Depression, and Quality of Life Controlling for Covariates



PLC: PTSD  
(N = 275)



CES-D: Depression 
(N = 274)



Quality of Life  
(N = 275)



  R2 = .23, p < .001 R2 = .12, p < .001 R2 = .08, p < .001



  β p β p β p



Age .18 .001 .12 .040 −.14 .018
Alcohol abuse .19 <.001 .14 .016 −.15 .013
Illegal drug abuse .06 .237 .02 .703 −.10 .086
Level of danger .29 <.001 .15 .009 −.05 .367
Housing instability .22 <.001 .22 <.001 −.15 .015



Note: All variables were entered simultaneously. Alcohol abuse and illegal drug abuse were 
coded 0 (no) or 1 (yes). The Danger Assessment scores ranged from 0 to 38 with higher 
scored indicating greater lethality. Housing instability was a count of the number of risk factors 
ranging from 0 to 10. The PLC ranged from 0 to 85 with higher scores indicating greater PTSD. 
The CES-D ranged from 0 to 60 with higher scores indicating greater depression. Quality of life 
ranged from 1 (terrible) to 7 (extremely pleased).
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additional housing instability risk factor, the odds of use of hospital/emer-
gency medical care for any reason increased by 22%. Housing instability was 
not a significant predictor of the use of hospital/emergency medical care 
related to IPV.



For each additional risk factor on the DA (proxy for severity of IPV), the 
odds of being absent from work or school for any reason increased by 6% and 
the odds of being absent from work or school due IPV increased by 6%. 
Similarly, the odds of hospital/emergency medical use and IPV-related hospi-
tal/emergency medical use increased by 6% and 5%, respectively, for each 
additional risk factor identified by participants on the DA. An increase in DA 
score from the “increased” danger (score of 11) to “severe” danger (score of 
14) was associated with a 24% increase in missed days from school/work and 
hospital/emergency medical use. Each additional year of age was associated 
with a 4% increase in the odds of IPV-related hospital/emergency medical 
use. For each additional unit of improvement in general health, the odds of 
hospital/emergency medical use and IPV-related hospital/emergency medical 
use decreased by 36% and 27%, respectively.



Table 4.  Logistic Regressions Examining the Relationship Between Housing 
Instability and Medical Use and Days Off Controlling for Covariates



Days Off  
From Work/



School  
(N = 191)



IPV-Related 
Days Off From 
Work/School 



(N = 189)



Hospital/
Emergency 
Medical Use 
(N = 274)



IPV-Related 
Hospital/



Emergency 
Medical Use 
(N = 274)



  OR p OR p OR p OR p



General health 0.64 .001 0.73 .028
Insurance 1.88 .063 1.00 .492
Age 1.01 .693 1.01 .656 1.00 .852 1.04 .021
Alcohol abuse 1.23 .696 1.31 .583 0.81 .564 1.49 .289
Illegal drug abuse 1.41 .556 0.82 .695 2.01 .107 1.36 .453
Level of danger 1.06 .011 1.06 .020 1.06 .002 1.05 .014
Housing instability 1.28 .004 1.32 .001 1.22 .001 1.11 .097



Note: All variables were entered simultaneously. Insurance, alcohol abuse, illegal drug abuse, 
hospital/emergency medical use, IPV-related hospital/emergency medical use, 1 or more days 
off from work or school, and one or more IPV-related days off from work or school were 
coded 0 (no) or 1 (yes). General health was coded 1 (poor), 2 (fair) 3 (good), 4 (very good), and 5 
(excellent). The Danger Assessment ranged from 0 to 38 with higher scored indicating greater 
lethality. Housing instability was a count of the number of risk factors ranging from 0 to 10.
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Discussion



The findings highlight the complex interrelated challenges many abused 
women face as they seek safety from an abusive partner. Women reported 
living with extreme violence (mean DA score = 21.57) in their intimate rela-
tionships in the past 6 months. Symptoms of PTSD were common, with a 
mean score of 55.65 PCL-C, and scores higher than returning war veterans 
who have reported mean scores of 50 (Walker et al., 2002). They report high 
levels of depression, with mean score of 31.87 on the C-ESD, where a score 
of 16 or greater is indicative of clinical depression (American Psychiatric 
Association, 2000).



Only 26% report homelessness in the 6 months prior to accessing services 
from which they were recruited for this study. However, almost all partici-
pants reported several risk factors for housing instability (M = 4.83, range = 
0-10). In particular, 80% reported having to live somewhere that they did not 
want to live in the past 6 months, 80% reported having difficulty (or were 
unable) to pay for housing in the past 6 months, and 42% reported having to 
move more than two times in the past 6 months. Our findings indicate that the 
greater the number of risk factors for housing instability, the more likely par-
ticipants reported symptoms consistent with PTSD, depression, reduced 
quality of life, and increased absence from work and/or school as well as 
hospital and emergency department use. These outcomes associated with 
housing instability persist even when controlling for the level of danger in the 
abusive relationship and for drug and alcohol use by the survivor.



Importantly, although age and alcohol abuse are significantly related to 
negative outcomes, housing instability and danger level had stronger associa-
tions with negative health outcomes. Both housing instability and danger 
level make unique contributions to negative health outcomes and could be 
contributing in different ways. For example, trying to secure housing may 
lead to absence from work/school separately from absence due to an injury or 
the need to obtain a restraining order.



Study Limitations
This is a cross-sectional analysis, and therefore we are not able to examine 
cause and effect. The population studied represents a particular and limited 
group of IPV survivors—those who sought services and who needed housing 
support services; thus the findings are not generalizable to all survivors of 
IPV. As noted above, general health for the past month was assessed using 
only a single item from the SF-8, “In general, would you say your health is: 
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1 (poor), 2 (fair) 3 (good), 4 (very good), 5 (excellent)?” However, previous 
research has documented the reliability and validity of this item (Ware et al., 
2001). The Housing Instability Index was developed for the study; therefore, 
additional research will require a validation and potential modification of the 
measure.



Implications for Practice
The findings suggest that IPV, housing instability, and health outcomes are 
clearly linked and that for some survivors of IPV the issues must be 
addressed simultaneously to improve safety and health outcomes. Clinical 
practitioners should include careful assessment for housing and appropriate 
linkage to support services, including housing programs and domestic vio-
lence agencies. Clinicians should also be trained to understand and recognize 
housing instability as important in the survivor’s risk for PTSD, depression, 
physical symptoms, and medical care utilization as the severity of IPV.



Health care, victim services, and housing programs need to be aware of 
and provide assistance to survivors in making use of existing federal and state 
employment laws that provide time off from work for victims of violence 
without fear of losing position and other safety accommodations and land-
lord–tenant laws that specifically address the issues of perpetrator-caused 
landlord problems, such as the need to break a lease to relocate for safety 
reasons.



Implications for Policy
To address the linkages between housing instability, IPV, and health, existing 
housing policies that address IPV survivors need to be adopted and fully 
implemented and enforced. This must include efforts to boost awareness of 
existing policies (e.g., those put forward in Violence Against Women and 
Department of Justice Reauthorization Act of 2005; GovTrack.us, n.d.) as 
well as consistent enforcement of and penalties for noncompliance of existing  
protections. Policy makers, clinicians, and advocates can press for an 
expanded definition of homelessness that better address the types of housing 
instability that abused women are more likely to face and include risk factors 
identified in the Housing Instability Index (see Table 2). This is important 
because women seeking services report high levels of housing instability  
but often do not meet the federal definition of homelessness. Broadening  
the definition to include risk factors for housing instability and prioritizing 
an increase in funding to support the continuum of community housing, 
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advocacy, and health services for IPV survivors, including domestic violence 
shelters, motel vouchers, transitional housing, and rent assistance toward 
permanent housing are critical to the safety and health of abused women.



Implications for Research
One possible reason for the lack of research and advocacy addressing hous-
ing instability as opposed to homelessness may be the lack of validated 
measures of housing instability. Therefore, the Housing Instability Index 
developed for this study is a 10-item measure that measures the multiple and 
complex housing issues faced by abused women. A validated measure of 
housing instability is critical to assessment and development of an integra-
tion safety plan for IPV survivors for use by clinicians, advocates, and hous-
ing program staff. Future analyses from the SHARE study will examine 
psychometric properties of the Housing Instability Index.



Conclusions
Housing instability is an important and understudied social determinant of 
health for survivors of IPV. The findings from this study begins to address 
the gap in much needed new information on the relationship between hous-
ing instability, IPV, and the effect on survivor’s health, safety, employment, 
and utilization of medical care services. The Housing Instability Index indi-
cates that the greater the number of risk factors for housing instability, the 
more likely the abused woman reported symptoms consistent with PTSD, 
depression, reduced quality of life, and increased absence from work and/or 
school as well as hospital and emergency department use. These outcomes 
associated with housing instability persist even when controlling for the level 
of danger in the abusive relationship and for drug and alcohol use.



The findings highlight the need for better understanding, communication, 
and cross-training among clinicians, housing and domestic violence advo-
cates, and programs as well as an increased priority on expanding policies 
and funding for a range of housing resources to meet the complex and inter-
related issues of housing instability, IPV, and health.
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Statistics 



Contributing and Exacerbating Factors 



Needs and Policy Recommendations 



Domestic Violence, Housing, and Homelessness 
 



Domestic violence is a leading cause of homelessness for women and their          
children.  Many victims face homelessness when they flee abusive homes.  Their experiences 
are confounded by economic instability, often perpetuated by abusers.  Policy makers must 
work to ensure that safe, affordable housing is available to victims and must reduce the 
barriers victims face in securing and maintaining housing. 
 



 Between 22 and 57% of all homeless women report that domestic violence was the immediate cause of their 
homelessness.i  Additionally, 38% of all victims of domestic violence become homeless at some point in their lives.ii  



A victim of domestic violence will often leave an abuser multiple times before finally escaping the violence, therefore, 
experiencing multiple periods of homelessness.iii 



 Over 90% of homeless women have experienced severe physical or sexual abuse at some point in their lives, and 63% 
have been victims of intimate partner violence as adults.iv 



 In a 2006 report by the U. S. Conference of Mayors, 44% of the cities surveyed identified domestic violence as the 
primary cause of homelessness.v 



 Over 80% of survivors entering shelters identified “finding housing I can afford” as a need, second only to “safety for 
myself” (85%).vi 



 Abusers commonly sabotage a victim’s economic stability, making victims more vulnerable to homelessness.  
Many victims and survivors of domestic violence have trouble finding rental properties because they may have poor 
credit, rental, and employment histories as a result of their abuse.vii 



 In 2005, Congress found almost 150 “documented eviction cases in the previous year where the tenant was evicted 
because of the domestic violence crimes committed against her,” and that nearly 100 persons were “denied housing 
because of their status as victims of domestic violence.”viii  Another study in 2008, found that 65% of the test applicants 
looking for housing on behalf of a domestic violence survivor, were either refused housing entirely, or were offered 
more unfavorable lease terms and conditions than a non-victim.ix 



 The average stay at an emergency homeless shelter is 60 days, while the average length of time it takes a homeless 
family to secure housing is 6-10 months.x   



 According to the National Low Income Housing Coalition, for every 100 extremely low income (ELI) renter 
households, only 30 rental units are readily available and affordable.xi 



 As long-term housing options become scarcer, victims are staying longer in emergency domestic violence shelters.  
As a result, shelters are frequently full and must turn families away.   



 In FY ‘10, emergency domestic violence shelters were unable to meet 172,000 requests for shelter due to lack of 
capacity.  The number of unmet requests for shelter has seen a steady increase since 2007 due to programs being at 
capacity.xii  



 A multi-state study funded by NIJ indicated that, if emergency domestic violence shelters did not exist, the consequences 
for victims would be dire, including: “homelessness, serious losses including children [or] continued abuse or death.” xiii 



 Avenues for economic stability (i.e. job protections, benefits,  fair pay, child care, tax credits, individual development 
accounts);   



 Confidentiality protections for survivors accessing housing/homelessness services and supports; 



 Funding for safe, affordable housing and shelters; and 



 Strong protections against discrimination in housing and policies that promote transfers to safe housing.    
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			Governor’s Task Force on Domestic Violence Prevention



Subcommittee on Housing Issues for Victims/Survivors


			








Draft Work Plan


			Goal 1


			Identify and support best practices for connecting domestic violence victims and survivors to available resources in their communities with a focus on housing.





			


			





			Strategies


			1. Survey state / nation for best practices for victims and survivors.





			


			a. Visit the Gateway Center (Multnomah County) and/or A Safe Place (Clackamas County).





			


			2. Incorporate domestic violence advocates and service providers into local and regional housing forums organized periodically by OHCS.





			


			3. Ensure that domestic violence advocates co-located at DHS offices and other public services agencies are connected to housing providers in their area; especially CAP agencies, housing authorities and CDC’s.





			


			a. Create survey to send out to domestic violence providers.





			


			4. Ensure that housing providers are knowledgeable about and connected to their local domestic violence service provider(s).





			


			a. Create survey to send out to housing service providers.





			


			





			Goal 2


			Educate public and service providers about housing concerns for domestic violence victims and survivors.





			Strategies


			1. Create a video similar to the one on Section 8 to inform advocates and survivors about housing rights and resources.





			


			2. Seek corporate sponsorship for public service announcements (PSA’s) to educate victims and survivors through new and alternate avenues.





			


			3. Ensure that publicly funded housing providers are aware of their responsibilities and resources with regard to domestic violence victims and survivors.





			


			4. Ensure that policy makers and others are aware that housing instability is a major barrier for all domestic violence survivors regardless of their economic status.





			


			5. Ensure that County District Attorneys have necessary tools to support victims in completing their safety plan checklist program.





			


			a. Create and distribute a form letter to DA’s offices that can be provided to landlords.





			


			





			Goal 3


			Identify gaps in services for domestic violence victims and survivors.





			Strategies


			1. Consider gaps in housing access, including both those who are low income as well as those who do not qualify for housing subsidies.



a. Survivors with pets.



b. Those without children



c. Others?





			


			2. Look at other gaps and barriers for victims and survivors.





			


			a. Invite select experts to discuss other gaps, barriers, needs that the Task Force should consider long-term or short-term





			


			





			Goal 4


			Identify other long-terms goals






			


			1. Brainstorm “big ideas” such as a high-rise, secure apartment complex for survivors.
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Governor’s DV Task Force


Results of Exercise at Defining and Identifying DV Prevention Work in Oregon


February 12, 2015


Using the Socio Ecological Model Participants Identified the work they were doing and organized it by Primary, Secondary or tertiary Prevention and where they felt it fit into the 5 Levels of the Socio-Ecological Model.


Summary: 

· The Primary Prevention work is happening more at the societal and Community levels


· Legislative work can address violence at any level of prevention, but tends to focus on secondary and tertiary solutions. For example laws that protect victims and punish perpetrators.

· Very little work at the individual level was mentioned, this may be appropriate as a state wide task force may be limited in addressing individual behavior.

· Most work appears to be done at the secondary and tertiary levels.


· Some strategies were listed at every level, which is appropriate because they are strategies that can be used to address different outcomes. Rather than list them repeatedly below they are; Education, policy change, and working with specific populations, culturally competent approaches, using evidence-based best practices, and agency collaboration.

1. Primary Prevention- Prevent initial perpetration or victimization, takes place before violence has occurred

Societal Level

· Teen Dating violence prevention

· Addressing social inequities – faith base communities


· psychology 

· Legislation

· Community Change 

· Changing social norms about relationships


· State wide prevention planning


· Policy changes


· Societal system


· Agency collaboration 


· Cultural change 

· Healthy Teen Relationship ACT 

Community Level

· Work w/schools for curriculum and presentation on Healthy relationships


· Work with communities (**** companies , child abuse) save Oasis


· Tribes need to know what happens in community


· Community outreach


Relationship Level

· RPE (rape Prevention Education Grant)

· Changing Social norms of young men and boys


· Giving kids and young adults skills for bystander intervention


· Promoting Healthy Teen Relationships – School based


Individual Level


· Parenting classes

2. Secondary Prevention – Immediate responses after violence to deal with short term consequences (risk reduction & intervention)

Societal Level

· Implementation of Federal DV First Arms Laws


· Programmatic / In****/ Relationship


· Prosecution of perpetrators


· Co-located DV Advocates, relationships & communities


· DHS was informed, Didn’t work, court intervention


· Creating economic opportunity

· Technical assistance, to advocates and programs


· Emergency housing ; share terms; rent assistance


· Green/individual , counseling of families experiencing violence with chronically ill kids at OHSU


· Safety of victims


· Access to permanent rental housing;  By non profits with social services


· support 


· State wide prevention planning


· Policy changes


Community Level

· Screening for DV in Home Visit


· Training Health Care Providers to screen and Refer


· Work with religious communities


· Risk reduction


· Clinic screening


· Raise awareness


· DV/Children Abuse Community resources with DV info


· Healthy Teen Relationship ACT 


Relationship Level


· Screening @ DR office and 


· No responses

· Safe & together Training focus partner of non-offending parents


· Clinical intervention for young couples at risk (counseling)


Individual Level - No responses

3. Tertiary Prevention – Long term responses after violence to deal with lasting consequences and offender treatment/intervention

Societal Level

· Program Support for leasing criteria that does not penalize a victim for past lease violations by an abuser


· Law Enforcement Collaboration w/Tribal to have rapid victim response SART

· Mental  Health Counseling services


· TADVS (Emergency Assistance For DV Victim’s)


· Responding to DV through Child Welfare (protecting Children & Protective adults


· Assess Therapy – Private, Classes- Broadway Angel, Portland Police]


· Finding housing/shuttle to emergency funds for victims


· Offender treatment 

· Promoting Fair access to housing for families with children

Community Level

· Task Force/ Group Membership

· State wide prevention planning


Relationship Level

· Work w/DV Council

Individual Level - No Responses

Social-Ecological Model
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AN EQUITY LENS FOR WORKFORCE


Introduction:

The Oregon Workforce Investment Board  (OWIB) and the Oregon Workforce System Partners share a vision of equity and excellence for each and every job seeker in Oregon. We understand that to meet the combined challenges of a globally competitive economy, changing demographics within our labor force, and increasingly scarce government resources, the workforce development system must continuously improve its performance for all Oregon job seekers.


This charge is especially important in relation to populations that have historically been over-represented among Oregon’s under- and un-employed: rural Oregonians, individuals representing communities of color, individuals experiencing disabilities, individuals for whom English is a second language, individuals with a history of criminal convictions, and veterans from the wars in Iraq and Afghanistan. 

Oregon cannot afford to allow these population groups to be left behind in our efforts to increase opportunity and prosperity.  Every Oregonian deserves an equal opportunity to better themselves through hard work and to leave their children better off than they were. 

As a Board and as Workforce System Partners, we believe that vision can be achieved only when Oregon’s workforce system is held accountable for equitable access and system outcomes for all job seekers. To that end, we are committed to using an equity lens to provide a common vocabulary and protocol for decisions about system innovation, implementation of the OWIB strategic plan, and resource allocation. 


Alignment with the Oregon Education Investment Board Equity Lens:

As workforce system partners, we are inextricably linked to the efforts that our Education Partners are making in relation to Oregon’s 40-40-20 goals. To that end, the Oregon Education Investment Board (OEIB) case for equity applies equally to the Oregon Workforce System. 


Workforce Equity Lens:

Creating a culture of equity requires monitoring, encouragement, resources, data and opportunity. It also requires intentional focus in the following areas:


Leadership


· Strategic planning


· Training


· Technical assistance


· Sufficient funding and resources


Partnerships


· Cross agency collaboration


· Community organizations and other jurisdictions


Community Engagement


· Partnership


· Early involvement


· Building relationships and community capacity


· Inclusiveness and equity


· Quality process design and implementation


· Transparency


· Accountability


Accountability


· Create performance metrics for programs that are specific to special populations


· Develop relevant program evaluation criteria specific to the service


· Incorporate the results into the budget process and capacity


· Integrate performance into performance evaluations


In bringing an equity lens to the Oregon workforce system transformation efforts, the following questions will be considered for decisions about system innovation, implementation of OWIB strategies and resource allocation:

1. Who are the groups affected by this proposed action? How will each group be affected?  Is any group negatively affected in a disproportionate way? 


2. Does the proposed action ignore or worsen existing disparities or produce other unintended consequences? 

3. How does the proposed action expand opportunity and access for groups who are over-represented among the under- and un-employed?

4. How does the proposed action promote inclusive collaboration and partnership engagement? How have stakeholders, who are also members of the communities affected by the proposed action, been included in the process of decision-making about the proposed action?

5. How will data about the proposed action, and its impact (positive or negative) on equitable access and outcomes, be monitored and evaluated?


1
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		CHARTER

		

		YEAR

		2014



		Sponsor


Chair


Vice-Chair

		The Office of the Governor


Erinn Kelley-Siel


Vacant



		Purpose

		To engage stakeholders, to identify priorities, and to create and facilitate the implementation of a long term strategic plan to eradicate domestic violence in our state.


OBJECTIVES:


· Facilitate the coordination of the statewide response to domestic violence including prevention activities;


· Identify and address existing gaps in services and system response, including disparate services for racial and ethnic minorities, Native American and tribal members, and gay and transgender populations;


· Improve the efficacy and efficiency of system response to domestic violence;


· Identify and implement best practices prevention strategies;


· Provide leadership and serve as a forum to engage key stakeholders in establishing goals, creating performance measures, supporting implementation and monitoring outcomes;


· Provide regular updates on the status of goals and outcomes to the Governor’s Office and the Legislature;


· Advise the Governor and the Legislature on policy, Legislative, and other changes necessary to implement prevention and response strategies; and


· Advocate for Legislative, policy and other changes necessary to accomplish the Task Force’s charge.



		Meeting Frequency and Design

		· No fewer than nine (9) meetings will be held in a calendar year.  Meetings will alternate between in person and online or video conferencing.  Subgroup and ad-hoc meetings will be scheduled as needed.


· The Chair shall appoint members as necessary to serve as liaisons to other groups with related missions.


· During the first year of operation, the Task Force shall address the following topics with the intent of making recommendations to the Governor and Legislature:


· Adequacy and availability of services to racial and ethnic minorities;


· Domestic violence in the workplace;


· Teen dating violence; and


· Availability and adequacy of services to minors (issues raised in SB 757, 2011 legislative session);


· A quorum for Task Force meetings shall consist of a majority of the appointed members.


· The Task Force shall also prioritize the findings and recommendations of the Oregon Domestic Violence Fatality Review Team in preparing recommendations to the Legislature.  The Task Force shall coordinate recommendations with the work of the Attorney General’s Sexual Assault Task Force and the Batterers Intervention Task Force.


· The council will have a structured agenda known to each member before each meeting with a clearly stated purpose for each agenda item. 


· Formal presentations will be included to inform the group as needed. 


· Action items will be reported and minutes will be taken at each meeting.



		Leadership, Accountability and Responsibilities of Members

		The Task Force shall consist of 19 members.  The Task Force shall include:






		

		

		Appointed By:



		

		1 member who is a non-profit victim services advocate from an urban community

		The Governor



		

		1 member who is a non-profit victim services advocate from a rural community

		The Governor



		

		1 member who is a non-profit children’s advocate

		The Governor



		

		3 members representing racial minorities

		The Governor



		

		2 members representing Oregon’s federally recognized tribes

		The Governor



		

		1 member representing gay and transgender advocates 

		The Governor



		

		1 member who represents the civil legal services community

		The Governor



		

		1 member representing District Attorneys in Oregon

		The Governor



		

		1 member of the public who is a survivor of domestic violence

		The Governor



		

		The Attorney General or designee

		The AG



		

		The Director of the Bureau of Labor and Industries or designee

		BOLI



		

		The Director of the Oregon Health Authority or designee

		



		

		The Director of Oregon Housing and Community Services

		



		

		The Director of the Department of Human Services

		



		

		1 member of the state senate

		Senate President



		

		1 member of the state house

		House Speaker



		Decision Making

		· The Task Force shall strive to operate by consensus; however, the Task Force may approve measures and make recommendations based on an affirmative vote of the members.



		Approved

		





5/13/2015
Page 1
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Draft Work Plan

		Goal 1

		Identify and support best practices for connecting domestic violence victims and survivors to available resources in their communities with a focus on housing.



		

		



		Strategies

		1. Survey state / nation for best practices for victims and survivors.



		

		a. Visit the Gateway Center (Multnomah County) and/or A Safe Place (Clackamas County).



		

		2. Incorporate domestic violence advocates and service providers into local and regional housing forums organized periodically by OHCS.



		

		3. Ensure that domestic violence advocates co-located at DHS offices and other public services agencies are connected to housing providers in their area; especially CAP agencies, housing authorities and CDC’s.



		

		a. Create survey to send out to domestic violence providers.



		

		4. Ensure that housing providers are knowledgeable about and connected to their local domestic violence service provider(s).



		

		a. Create survey to send out to housing service providers.



		

		



		Goal 2

		Educate public and service providers about housing concerns for domestic violence victims and survivors.



		Strategies

		1. Create a video similar to the one on Section 8 to inform advocates and survivors about housing rights and resources.



		

		2. Seek corporate sponsorship for public service announcements (PSA’s) to educate victims and survivors through new and alternate avenues.



		

		3. Ensure that publicly funded housing providers are aware of their responsibilities and resources with regard to domestic violence victims and survivors.



		

		4. Ensure that policy makers and others are aware that housing instability is a major barrier for all domestic violence survivors regardless of their economic status.



		

		5. Ensure that County District Attorneys have necessary tools to support victims in completing their safety plan checklist program.



		

		a. Create and distribute a form letter to DA’s offices that can be provided to landlords.



		

		



		Goal 3

		Identify gaps in services for domestic violence victims and survivors.



		Strategies

		1. Consider gaps in housing access, including both those who are low income as well as those who do not qualify for housing subsidies.


a. Survivors with pets.


b. Those without children


c. Others?



		

		2. Look at other gaps and barriers for victims and survivors.



		

		a. Invite select experts to discuss other gaps, barriers, needs that the Task Force should consider long-term or short-term



		

		



		Goal 4

		Identify other long-terms goals




		

		1. Brainstorm “big ideas” such as a high-rise, secure apartment complex for survivors.
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Wednesday, March 18, 2015


1:00 p.m. – 3:00 p.m.


Governor’s Conference Room – Capitol Room 254


Meeting Minutes

		Attendees



		(

		Dani Ledezma

		(

		Senator Laurie Monnes Anderson

		(

		Representative Gail Whitsett



		(

		Erinn Kelley-Siel

		(

		Erin Greenawald

		(

		Susan Lindauer



		(

		Sybil Hebb

		(

		Lilian Shirley

		

		Meg Panichelli



		(

		Traci Williams

		(

		Harpreet Bahia

		

		Gina Skinner



		

		Paloma Sparks

		

		Niki Terzieff

		(

		Margaret VanVliet



		(

		Michelle Bradasch

		

		

		

		



		

		Staff

		



		

		Julie McFarlane

		



		(

		Stephanie Hoskins

		



		(

		Angela Donley

		



		

		

		



		

		Public Participants 

		



		(

		Warren Light

		



		

		

		



		

		

		



		

		

		





Website:  http://www.oregon.gov/dhs/abuse/domestic/Pages/governors-dv-taskforce.aspx

		

		

		

		

		



		Welcome/Introductions





		Review of February  12th Minutes




[image: image1.emf]Minutes.February.20 15.doc




Accepted by the group as submitted.



		Review of 2015 DV Legislative Session Bills

Reviewed current legislation; attached is a list of current domestic violence and sexual assault bills with links to the full bills and history.




[image: image2.emf]2015 Legislation.xlsx






		Review of Prevention Exercise

Reviewed the Prevention Exercise which the group participated in at the February meeting.  Recap of the exercise is attached.  




[image: image3.emf]Prevention  Exercise.doc






		Task Force Project Plan




[image: image4.emf]DRAFT 2015-16  Workplan.doc




The group agreed that the attached draft work plan would inform the work of the Task Force for the next twelve (12) months.  There will be two (2) subcommittees:  Housing Issues Related to Domestic Violence Survivors  and a Best Practices Inventory.   Margaret VanVliet will chair the Housing Subcommittee (Stephanie Hoskins to staff) and Susan Lindauer and Angela Donley to co-chair the Best Practices Inventory Subcommittee (Julie McFarlane to staff).  Additionally, Traci Williams has agreed to lead an effort to incorporate survivors’ voices into the work of the Task Force.


The entire group will focus on the following:


1. Power & Control – Training at our May 2015 meeting, identify next steps at that time?

2. Case Review(s) – Identify cases & adopt review procedure in July, case review takes place at extended meeting in Fall/Winter 2015.

3. Survivor Forum & Engagement – Identify lead to organize & take point for the group as part of regular meetings, ongoing feedback loop for recommendations, and/or a dedicated session for 2015 DV Awareness Month.

The Task Force will ensure that it conducts all of its business through an equity lens.  There will be further discussion of the exact method in which is will be accomplished.






		



		Next Steps/Action Items

Send out poll to determine members which subcommittee they wish to participate on.








		Future Agenda Items



		May Meeting – training regarding the dynamics of power and control related to domestic violence (Stephanie Hoskins and Erin Greenawald).


July Meeting – Case Review.


Update from the Sexual Assault Task Force – Sexual Health Workgroup

Update from Oregon Coalition on Domestic and Sexual Violence (OCADV)





Minutes
March 18, 2015
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			2015 Domestic Violence and Sexual Assault Legislation


			HB			2370			Provides that for two or more domestic violence or abuse offenses between same victim and perpetrator, trial may take place in any county in which one offense was committed						Link to Bill





			HB			2378			Modifies provisions relating to admissibility of hearsay statements concerning certain acts of abuse, criminal mistreatment or theft						Link to Bill





			HB			2397			Requires four-year post-secondary institutions that enroll students who receive Oregon Opportunity Grant to adopt written protocol to ensure that students who report sexual assault receive necessary services and assistance.  						Link to Bill





			HB			2596			Provides that person who records another person's intimate areas commits crime of invasion of personal privacy						Link to Bill





			HB			2628			Disallows all filing fees, service fees and hearing fees in action for court's protective stalking order, even if stalking order is not only relief sought in action.  						 Link to Bill





			HB			2776			Authorizes peace officer to apply for and circuit court to enter ex parte emergency protective order when court finds probable cause that person was victim of domestic disturbance or abuse and protective order is necessary to prevent abuse.  						Link to Bill





			HB			2776			Authorizes peace officer to apply for and circuit court to enter ex parte emergency protective order when court finds probable cause that person was victim of domestic disturbance or abuse and protective order is necessary to prevent abuse.  						 Link to Bill





			HB			2844			Increases penalty for crime of strangulation when committed knowing the victim was pregnant.  						Link to Bill





			HB			2904			Expands circumstances under which court may order youth held or placed in detention. 						Link to Bill





			HB			3098			Requires law enforcement units to adopt written policies relating to domestic violence by police officers						Link to bill





			HB			3268			Directs Department of Human Services and Department of Revenue to conduct study and submit report to interim legislative committees, no later than July 1, 2016, regarding methods to incentivize nonprofit organizations to provide housing assistance to victims of sex trafficking and domestic violence.						Link to Bill


			HB			3466			Provides that release decision for defendant charged with sex crime or crime constituting domestic violence must include order prohibiting attempted contact with victim and third-party contact with victim while defendant is in custody						Link to Bill





			HB			3476			Establishes privilege in civil, criminal, administrative and school proceedings for certain communications between persons seeking services related to domestic violence, sexual assault or stalking and victim services programs and advocates.  						Link to Bill





			SB			3			Creates crime of endangering person protected by Family Abuse Prevention Act restraining order. 						Link to Bill





			SB			188			Creates crime of unlawful dissemination of intimate image. (“revenge porn”).						Link to Bill





			SB			392			Directs Department of Justice to conduct study on domestic violence criminal statutes and present report on findings to interim committees of Legislative Assembly related to judiciary on or before September 15, 2016.  						Link to Bill





			SB			492			Authorizes use of accrued sick leave or personal business leave by certain employees who are victims of domestic violence, harassment, sexual assault or stalking.  						 Link to Bill





			SB			525			Prohibits possession of firearm or ammunition by person who is subject to restraining order issued by court under Family Abuse Prevention Act or who has been convicted of certain misdemeanor crimes involving domestic violence.  						Link to Bill





			SB			526			Modifies definition of "physical injury" for purposes of criminal code.  						Link to Bill





			SB			530			Requires Department of Human Services to identify applicants for and recipients of assistance under temporary assistance for needy families program who are victims of sexual assault or at risk for being victims of sexual assault.    						Link to Bill





			SB			767			Appropriates moneys from General Fund to Department of Human Services for domestic violence prevention, awareness and support programs,						Link to Bill





			SB			767			Appropriates moneys from General Fund to Department of Human Services for domestic violence prevention, awareness and support programs.  						Link to Bill





			SB			789			Increases penalty for crime of strangulation.						Link to Bill





			SB			789			Increases penalty for crime of strangulation.						Link to Bill





			SB			790			Requires Department of Justice to encourage and support services, programs and curricula to educate and inform students in grades 7 through 12 about domestic violence						Link to Bill





			SB			790			Requires Department of Justice to encourage and support services, programs and curricula to educate and inform students in grades 7 through 12 about domestic violence. 						Link to Bill
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Governor’s DV Task Force



Results of Exercise at Defining and Identifying DV Prevention Work in Oregon



February 12, 2015



Using the Socio Ecological Model Participants Identified the work they were doing and organized it by Primary, Secondary or tertiary Prevention and where they felt it fit into the 5 Levels of the Socio-Ecological Model.



Summary: 


· The Primary Prevention work is happening more at the societal and Community levels



· Legislative work can address violence at any level of prevention, but tends to focus on secondary and tertiary solutions. For example laws that protect victims and punish perpetrators.


· Very little work at the individual level was mentioned, this may be appropriate as a state wide task force may be limited in addressing individual behavior.


· Most work appears to be done at the secondary and tertiary levels.



· Some strategies were listed at every level, which is appropriate because they are strategies that can be used to address different outcomes. Rather than list them repeatedly below they are; Education, policy change, and working with specific populations, culturally competent approaches, using evidence-based best practices, and agency collaboration.


1. Primary Prevention- Prevent initial perpetration or victimization, takes place before violence has occurred


Societal Level


· Teen Dating violence prevention


· Addressing social inequities – faith base communities



· psychology 


· Legislation


· Community Change 


· Changing social norms about relationships



· State wide prevention planning



· Policy changes



· Societal system



· Agency collaboration 



· Cultural change 


· Healthy Teen Relationship ACT 


Community Level


· Work w/schools for curriculum and presentation on Healthy relationships



· Work with communities (**** companies , child abuse) save Oasis



· Tribes need to know what happens in community



· Community outreach



Relationship Level


· RPE (rape Prevention Education Grant)


· Changing Social norms of young men and boys



· Giving kids and young adults skills for bystander intervention



· Promoting Healthy Teen Relationships – School based



Individual Level



· Parenting classes


2. Secondary Prevention – Immediate responses after violence to deal with short term consequences (risk reduction & intervention)


Societal Level


· Implementation of Federal DV First Arms Laws



· Programmatic / In****/ Relationship



· Prosecution of perpetrators



· Co-located DV Advocates, relationships & communities



· DHS was informed, Didn’t work, court intervention



· Creating economic opportunity


· Technical assistance, to advocates and programs



· Emergency housing ; share terms; rent assistance



· Green/individual , counseling of families experiencing violence with chronically ill kids at OHSU



· Safety of victims



· Access to permanent rental housing;  By non profits with social services



· support 



· State wide prevention planning



· Policy changes



Community Level


· Screening for DV in Home Visit



· Training Health Care Providers to screen and Refer



· Work with religious communities



· Risk reduction



· Clinic screening



· Raise awareness



· DV/Children Abuse Community resources with DV info



· Healthy Teen Relationship ACT 



Relationship Level



· Screening @ DR office and 



· No responses


· Safe & together Training focus partner of non-offending parents



· Clinical intervention for young couples at risk (counseling)



Individual Level - No responses


3. Tertiary Prevention – Long term responses after violence to deal with lasting consequences and offender treatment/intervention


Societal Level


· Program Support for leasing criteria that does not penalize a victim for past lease violations by an abuser



· Law Enforcement Collaboration w/Tribal to have rapid victim response SART


· Mental  Health Counseling services



· TADVS (Emergency Assistance For DV Victim’s)



· Responding to DV through Child Welfare (protecting Children & Protective adults



· Assess Therapy – Private, Classes- Broadway Angel, Portland Police]



· Finding housing/shuttle to emergency funds for victims



· Offender treatment 


· Promoting Fair access to housing for families with children


Community Level


· Task Force/ Group Membership


· State wide prevention planning



Relationship Level


· Work w/DV Council


Individual Level - No Responses


Social-Ecological Model
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DRAFT – PROPOSED WORK PLAN


Introduction:


At our 2/12/15 meeting, the TF prioritized five areas for potential prioritization/follow up:



1. DV Prevention Best Practices Inventory


2. Case Review & recommendations through a prevention lens



3. Housing & the impact of DV – analysis and recommendations



4. Power & Control – awareness, education 



5. Listening to Survivor Voices 



Recommendation for 2015-16 TF Work plan:


Consider tackling these issues differently; some as an entire group (the whole TF), others using a subcommittee model.



· ENTIRE GROUP FOCUS:



1. Power & Control – Training at our May 2015 meeting, identify next steps at that time?


2. Case Review(s) – Identify cases & adopt review procedure in July, case review takes place at extended meeting in Fall/Winter 2015.


3. Survivor Forum & Engagement – Identify lead to organize & take point for the group as part of regular meetings, ongoing feedback loop for recommendations, and/or a dedicated session for 2015 DV Awareness Month.


· SUBCOMMITTEES:


1. Best Practices Inventory



2. Housing



· These groups would meet every other month starting in April.


· We need volunteers to chair/direct the subgroups (Stephanie, Julie will staff); TF members select group they want to participate on.


· Recommendation target: April 2016, which allows for relevance to: state agency 2017-19 budgets, 2016 Interim Legislative Committees & 2017 Legislative agenda.
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Website:  http://www.oregon.gov/dhs/abuse/domestic/Pages/governors-dv-taskforce.aspx


			Review of January 14, 2015 Minutes



· Minutes from the January meeting were reviewed and accepted by the members in attendance.  Minutes are posted on the above-referenced website for member and public review.








			Review of 2015 DV Legislative Session Bills


· Members provided an update on domestic violence related bills currently in the legislative process:



· SB 525:  Prohibits possession of firearm or ammunition by person who is subject to restraining order issued by court under Family Abuse Prevention Act or who has been convicted of certain misdemeanor crimes involving domestic violence. Punishes unlawful possession of firearm by prohibited person by maximum of one year’s imprisonment, $6,250 fine, or both.


· SB 503:  Requires Department of Human Services to identify applicants for and recipients of assistance under temporary assistance for needy families program who are victims of sexual assault or at risk for being victims of sexual assault.  Increase the maximum payment to $2,000.


· SB 492:  Authorizes  use  of  accrued  sick  leave  or  personal  business  leave  by  certain  employees  who  are victims  of  domestic  violence,  harassment,  sexual  assault  or  stalking.


· SB 526:  Modifies definition of “physical injury” for purposes of criminal code.  Increases penalty for crime of strangulation when committed knowing victim was pregnant.  Punishes by maximum of five years’ imprisonment, $125,000 fine, or both.  Provides that for crimes in which element is that crime was witnessed by or committed in immediate presence of minor child, minor child is victim.


· HB 2844:  Increases penalty for crime of strangulation when committed knowing victim was pregnant.  Punishes by maximum of five years’ imprisonment, $125,000 fine, or both.  Expands types of previous convictions that elevate crime of assault in the fourth degree to Class C felony in certain circumstances to include other degrees of assault, strangulation and menacing. Provides that child who witnesses assault or strangulation is victim for purposes of determining separately punishable offenses. Provides that release decision for defendant charged with sex crime or crime constituting domestic violence must include order prohibiting attempted contact with victim and third-party contact with victim while defendant is in custody.  Modifies definition of “physical injury” for purposes of Oregon Criminal Code. Provides that for two or more domestic violence or abuse offenses between same victim and defendant, trial may take place in any county in which one offense was committed. Adds threatening to cause physical injury to animal to induce other person to engage in conduct as manner of committing crime of coercion.  Creates hearsay exception for certain audio recordings of certified interpreter translating witness statement in criminal matter. Provides that recording is admissible without calling interpreter as witness unless defendant files written objection. Authorizes peace officer to apply for and circuit court to enter ex parte emergency protective order when court finds probable cause to believe that person is in danger of domestic violence, abuse or abduction and protective order is necessary to prevent further domestic violence, abuse or abduction. Provides that emergency protective order expires five days after entry. Appropriates moneys from General Fund to for training, prosecuting crimes constituting domestic violence and implementing emergency protective orders.








			Task Force Structure and Role


Erinn Kelley-Siel reviewed the survey results regarding proposed Task Force priorities as well as suggestions from a planning group which met on February 10, 2015.    It was the consensus of the Task Force that members will strive to 1) keep current on relevant legislation and 2) share resources with other members.  



Julie McFarlane reviewed levels of prevention used in public health and facilitated an exercise that allowed members to identify areas of their practice/focus and where they fell into the following prevention levels:


· Primary prevention;



· Secondary prevention;



· Tertiary prevention.



Areas of concern identified:


· Gap in awareness of what domestic violence consists of;



· Inventory of Oregon’s domestic violence prevention efforts and the effectiveness of said efforts;



· Where does affordable housing for victims/survivors and their children fit into prevention efforts;


Areas of focus identified:



· Identifying and what are best practices around domestic violence prevention with a focus on the three levels of prevention;



· Focused conversation on housing as a prevention strategy for domestic violence;



· Reviewing of domestic violence cases (similar to fatality review), with a view of the lens of opportunities and areas of missed interventions.



· Providing a forum for survivors to tell their stories and experiences;



· Education around power and control.



The Task Force agreed that it would adopt an equity lens, ensuring equity is a part of every conversation.





			Resources:
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The California Evidence Based Clearinghouse for Child Welfare


Strengthening Oregon Families:  Advanced Knowledge to Prevent Child Abuse and Neglect


Women's Strength - Portland Police Bureau


Trauma Informed Oregon   





			Next Steps/Action Items


· Identify focus of the Task Force for the coming year;


· Review legislation at each meeting;



· Forward any documents or other information to Stephanie Hoskins (stephanie.k.hoskins@state.or.us) for dissemination to the Task Force.












			Future Agenda Items





			Update from the Sexual Assault Task Force – Sexual Health Workgroup


Update from Oregon Coalition on Domestic and Sexual Violence (OCADV)








Minutes
January 15, 2015
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The Social-Ecological Model:  
A Framework for Violence Prevention
The ultimate goal of the work of violence prevention is to stop violence before it begins.  CDC uses a four-level 
social-ecological model (SEM) to better understand and prevent violence.1  Violence is complicated and results from 
a combination of multiple influences on behavior.  It is about how individuals relate to those around them and to 
their broader environment.  The SEM allows us to address the factors that put people at risk for or protect them from 
experiencing or perpetrating violence (risk and protective factors) and the prevention strategies that can be used at 
each level to address these factors. 




A Closer Look at Each Level of the SEM
Individual




Identifies biological and personal history factors; such as age, education, income, 
substance use, or history of abuse, that increase the likelihood of becoming a victim 
or perpetrator of violence.  




Relationship
Examines close relationships that may increase the risk of experiencing violence as 
a victim or perpetrator. A person’s closest social circle-peers, partners and family 
members-influences their behavior and contributes to their range of experience. 




Community
Explores the settings, such as schools, workplaces, and neighborhoods, in which 
social relationships occur and seeks to identify the characteristics of these settings 
that are associated with becoming victims or perpetrators of violence. 




Societal
Looks at the broad societal factors, such as health, economic, educational and social 
policies, that help create a climate in which violence is encouraged or inhibited and 
help to maintain economic or social inequalities between groups in society.  




How does the SEM inform prevention practice?
Each level in the social ecological model can be thought of as a level of influence and also as a key point for 
prevention.  It offers a framework for program planners to determine how to focus prevention activities.  In order 
to prevent violence, it is important to implement programs and policies that can reduce risk factors and increase 
protective factors at each of the different levels in the model.




Are your prevention activities addressing multiple levels of the SEM?
Using the matrix on the back as a guide, map your prevention program activities onto the SEM.  Use this framework to 
answer the following questions: Where do you want to make the most impact?  Where are the gaps?  What activities 
can fill those gaps?




SEM Map of Program Activities
What is the issue you are working to prevent?




Level of SEM Activity or strategy 
currently being 
implemented?




What risk factors does 
this strategy reduce? 




What protective factors does this 
strategy increase?




Example Issue: Youth 
Violence
 
Example SEM Level: 
Community




A series of after-school youth 
programs are established in 
local middle schools through 
collaborations with local youth 
serving organizations.




Limited or no monitoring and 
supervision, as well as a lack of 
social connectedness are risk 
factors for youth violence. 




The availability of after school programs in 
the community offer a layer of supervision 
and monitoring, increase recreational 
opportunities for youth and increase their 
level of social connectedness.




Individual




Relationship




Community




Societal




Relationship IndividualCommunitySocietal















Level of SEM
Examples of Factors that 
Potentially Increase Risk  




(Risk Factors)
Examples of Strategies By Level of Influence2




Individual
Personal characteristics••




Biological factors••




Behavior••




Personal experience••




Age / gender••




Lower levels of education••




Belief supporting use of violence
Anger or hostility toward others••




Having few friends or being ••
isolated from others




Being unemployed••




Substance use••




History of engaging in violence••




School-based programs that help students develop social, ••
emotional and behavioral skills to build positive  relationships




In-home programs that teach parents skills for age-appropriate ••
infant and toddler care




An after-school program that provides tutoring to increase ••
academic performance




Group sessions that increase knowledge and understanding of ••
healthy dating relationships




Classroom based health curriculums that teach ways to cope with ••
loss and disappointment, and learn warning signs for depression




Relationship
Interaction between ••
two or more people




Fights, tension, or struggles ••
among family members




Marital instability, divorces or ••
separations




Poor communication between ••
parents




Poor supervision or monitoring of ••
children




Association with aggressive or ••
delinquent peers




Emotionally unsupportive family ••




Education and family support to promote positive child ••
development offered within child-parent centers




A mentoring program that pairs youth with caring adults••




A peer program that teaches youth how they can promote ••
positive norms for dating in their circle of friends




Relationship workshops where couples work with other couples ••
on respectful communication strategies




An art program that increases emotional support to children by ••
pairing elders from a senior center with children from a preschool 
program




Community
Settings or institutions ••
in which social 
relationships take  
place




Level of residents’ social ••
connectedness




Income level of neighborhood••




Rate of residents moving in and ••
out of a neighborhood




Lack of neighborhood ••
organization




Limited economic opportunities••




Lack of recreational opportunities••




Poor physical layout of a ••
neighborhood




Residents organize and make physical improvements to their ••
neighborhoods




A city develops safe recreational areas for residents••




Community associations work with the mayor’s office to develop ••
a series of after-school programs for youth




A school district creates, implements, monitors, and evaluates a ••
policy to prevent bullying behavior




A city establishes a business improvement district to increase ••
community employment opportunities and make other 
improvements in the community




A citywide policy that changes the planning procedures for the ••
layout of new communities 




Societal
Societal factors ••
that either create a 
level of acceptance 
or intolerance for 
violence.  Also  
included are factors 
that can  create and 
sustain gaps between 
different segments  
of society.




Social norm that it is acceptable ••
to use violence to resolve conflict 
and that consequences are 
minimal




Cultural norms••




Health policies••




Economic policies••




Educational policies••




Legislation to encourage employers to offer family-leave options ••
and flexible schedules to both men and women




A national media campaign including TV, radio, newspaper, and ••
Internet methods of communication to create awareness and 
change the way people think about violence




A state sponsors a media campaign designed to reduce the ••
stigma associated with self-directed violence being considered 
only a mental health problem




Statewide legislation that provides tax incentives to businesses ••
that partner with school districts to provide learning-based 
technology and other academic resources in disadvantaged 
communities 




Dahlberg LL, Krug EG. Violence-a global public health problem. In: Krug E, Dahlberg LL, Mercy JA, Zwi AB, Lozano R, eds. World Report on Violence and Health. Geneva, Switzerland: World 1.	
Health Organization; 2002:1-56.




The examples given for each level of the social-ecological model are meant to illustrate the concept of an individual-level strategy, relationship-level strategy, etc. and are not necessarily 2.	
evidence-based. Information about evidence-based strategies at each level can be found at registries for evidence-based practice such as The Community Guide to Prevention Services -  
http://www.thecommunityguide.org/about/methods.html or Blueprints for Violence Prevention - http://www.colorado.edu/cspv/blueprints/.  
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The Public Health Approach for
Understanding and Preventing Child
Maltreatment: A Brief Review of the
Literature and a Call to Action




Over the past 50 years, most major advances
in child maltreatment have focused on pro-
tecting severely maltreated children and




punishing perpetrators. This article argues that it is time to
rigorously apply a public health framework to improve our
understanding of, and accelerate efforts to, prevent child abuse
and neglect. The article describes the fundamentals of a pub-
lic health approach; discusses how this approach has been
applied to improve surveillance of serious maltreatment
injuries and fatalities, the understanding of risk and protec-
tive factors, and the long-term consequences of maltreatment;
and describes how a public health approach is an effective
means to prevention. 




Theresa Covington
Michigan Public Health
Institute
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It has been 51 years since Henry Kempe’s (1962) landmark paper
on the battered child syndrome. Major advances in social services,




criminal justice, medicine, and mental health followed Kempe’s find-
ings, although most policy initiatives have focused on child victims
coupled with a punitive approach to perpetrators. Even though
Kempe’s work was the first published study to use public health (PH)
surveillance data to define the scope of maltreatment,1 the advances
that followed did not include many initiatives that addressed child
abuse and neglect within a public health framework. Fortunately,
increasing attention is now being paid to value-added applications of
a public health approach. This paper describes the public health
approach and discusses relevant literature indicating that a PH
approach is essential to achieve a better understanding of child mal-
treatment deaths and serious injuries, and, most importantly, to
improve our ability to prevent these tragedies.




The Public Health Approach




Public health describes a complex system of science, services, pro-
grams, and policies that focus on the health and safety of entire pop-
ulations. Public health brings together knowledge from medicine,
epidemiology, sociology, psychology, criminology, education, and eco-
nomics (Krug & Dahlberg, 2002). It is rooted in a social-ecological
context that views “Health not as disconnected states (infancy, latency,
adolescence, child-bearing years, old age) but as an integrated con-
tinuum.  This perspective suggests that a complex interplay of bio-
logical, behavioral, psychological, social and environmental factors
contribute to health outcomes across the course of a person’s life”
(Pies, Parthasarathy, Kotelchuck, & Lu, 2009, page 4). A PH
approach is based on the understanding that interventions designed
to improve health are most effective when they reach broad segments
of society, require less individual effort, and address socioeconomic




1 His analysis identified only 749 U.S. children as battered in one year, including 33 child deaths—a number
now known to have been significantly undercounted.
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determinants of health, as shown in the following health impact pyra-
mid (Figure 1) (Frieden, 2010). 




A basic model of the public health approach includes four steps:
(1) defining and monitoring the problem; (2) identifying risk and
protective factors; (3) understanding the consequences of the prob-
lem; and (4) developing and testing prevention strategies and ensur-
ing their widespread adoption. The approach recognizes the
importance of a person’s life course and that early intervention and
prevention in childhood is important to the prevention of negative
consequences into adulthood. Public health prevention typically
includes three distinct but inter-related stages: primary, secondary,
and tertiary.2 For maltreatment, primary is preventing the occurrence
of abuse and neglect before it even happens and is usually applied to
the broad population of children. Strategies include community and




2 Other terms commonly used to describe these stages include universal, selective and indicated.




Figure 1
The Health Impact Pyramid















service provider education, fostering coalitions and networks, chang-
ing organizational practices, and influencing policy and legislation
(Cohen, 1995). Secondary prevention targets children already at risk
of or being maltreated and works to prevent further harm—e.g., home
visiting for high-risk parents and foster care for children. Tertiary
prevention is designed to mitigate the effects of serious maltreat-
ment—e.g., medical care for seriously injured children. 




Child Maltreatment as a Public Health Problem:
Making the Case




Although the contention that “child maltreatment is a public health
problem” has appeared repeatedly in publications during the past 50
years, it was not until late in the past century that the research liter-
ature began describing serious child maltreatment injuries and fatal-
ities as a public health problem—but only within the context of other
forms of violence. Mercy and colleagues published a number of papers
suggesting that a PH approach would emphasize prevention of
injuries resulting from violence rather than treating the health con-
sequences of these injuries, and they made specific references to child
abuse (Mercy, Krug, Dahlberg, & Zwi, 2003; Mercy & O’Carroll,
1988; Mercy, Rosenberg, Powell, Broome, & Roper, 1993). In 1996,
the World Health Commission declared violence to be a major pub-
lic health issue (Krug, Mercy, Dahlberg, & Zwi, 2002), and followed
this declaration with a report that analyzed the health and social
effects, risk and protective factors, and types of prevention efforts that
have been initiated for child abuse (Krug, Dahlberg, Mercy, Zwi, &
Lozano, 2002). The authors contended that child abuse is a public
health issue because “Public health is above all characterized by its
emphasis on prevention. Rather than simply accepting or reacting to
violence, its starting point is the strong conviction that violent behav-
ior and its consequences can be prevented” (p. 5). 




Although a good deal of effort in the 1990s was focused on
addressing violence as a public health problem, it was not until this
century that child maltreatment in and of itself was described within
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a public health framework. Garrison (2005) argued that a major shift
in law, practice, and funding is needed to redirect child welfare reform
efforts from treatment to prevention. A workshop convened by the
U.S. Surgeon General was a major federal acknowledgement that mal-
treatment should be a public health priority (U. S. Office of the
Surgeon General, 2005). The workshop brought together multiple dis-
ciplines to begin the “discovery of what is needed, what is or is not
working, and what are the opportunities for effective strategies for pre-
venting child maltreatment and promoting child well-being.” Sanders
(2005) presented the case that a public health approach would shift
interventions from the clinical management of individual families to
strategies that affect entire populations, and blend universal and tar-
geted interventions to benefit a larger population of families. In 2008,
the CDC developed its strategic direction for child maltreatment pre-
vention as “promoting safe, stable and nurturing relations” (U.S.
Centers for Disease Control and Prevention, 2008; Arias, 2009). The
CDC funded new research on causes of maltreatment and prevention
interventions such as Positive Parenting Programs (Triple P) and
Project SafeCare (U. S. Centers for Disease Control and Prevention,
2010). The CDC also funded an analysis of the role of state health
departments in preventing or responding to maltreatment. The major-
ity of health departments responded that their agencies should play a
role in understanding and preventing child maltreatment, but less than
half had staff dedicated to maltreatment (Richmond-Crum, 2011; U.S.
Centers for Disease Control and Prevention, 2012). 




A brief summary of relevant literature is included here to illus-
trate the application of a PH approach to understanding and
responding to serious injuries and deaths from child maltreatment. 




Define and Monitor the Problem
The scope of child maltreatment injuries and fatalities in the United
States is most commonly ascertained through a number of non-pub-
lic health methodologies. Current reporting systems typically only
counts maltreatment when it meets standards requiring penalties in
the civil and criminal justice systems. For example, the National
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Child Abuse and Neglect Data System (NCANDS) is a federal sys-
tem that annually publishes data on children known to or involved
with child protective services (U. S. Administration on Children,
Youth and Families, 2012). The U. S. Children’s Bureau also conducts
an intermittent estimation of the incidence of maltreatment through
the National Incidence Study on Child Abuse and Neglect. The
National Survey of Children’s Exposure to Violence (NatSCEV) is
another nationwide survey of children to ascertain their exposure to
many forms of maltreatment and victimization. NCANDS also
counts child maltreatment fatalities, but mostly only of children
already known to CPS at the time of death. The U. S. Government
Accountability Office reported that NCANDS is an underestimate
of fatalities, and that “…(C)hild welfare officials in 28 states thought
that the official number of child maltreatment fatalities in their state
was probably or possibly an undercount” (U.S. Government
Accountability Office, 2011, p. 9). State death records do no better
in counting maltreatment fatalities. Many studies have demonstrated
that maltreatment deaths are highly underreported by this method
(Crume, Diguiseppi, Byers, Sirotnak, & Garrett, 2002; Ewigman,
Kivlahan, & Land, 1993; Herman-Giddens, 1991; Herman-
Giddens, Brown, Verbiest, & Carlson, 1999). A public health sur-
veillance approach to counting maltreatment is more likely to utilize
a broad population approach and identify a larger cluster of children
at risk for and being maltreated than other methods. The CDC
funded efforts to improve the counting of serious maltreatment
injuries and deaths using public health surveillance. They first devel-
oped a common set of maltreatment definitions within a public
health framework (Leeb, Paulozzi, Melanson, Simon, & Arias,
2008). They then funded seven states to improve maltreatment sur-
veillance by using multiple reporting sources. The findings demon-
strated that by using multiple sources, applying a broader definition
of maltreatment (than CPS alone) and conducting multidisciplinary
case reviews of deaths, many more maltreatment-related fatalities
were identified than through traditional methods, and that the case
review multidisciplinary team process was the most effective means
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of identifying fatalities from both physical abuse and neglect
(Schnitzer, Covington, Wirtz, Verhok-Oftedahl, & Palusci, 2008;
Wirtz, 2011).3 The findings for serious injuries was less conclusive.




A number of relatively recent papers indicate that researchers are
also beginning to use PH surveillance methods to count serious mal-
treatment in specific populations. Two studies that used a PH
approach did improve and increase the estimate of serious but non-
fatal physical abuse of children by counting hospital visits using codes
that are suggestive of maltreatment (Schnitzer, Slusher, Kruse, &
Tarleton, 2011; Leventhal, Martin, & Gaither, 2012). One study esti-
mated the numbers of head injuries secondary to maltreatment
through surveys of pediatric and subspecialty practices (Bennet et al,
2011) and another through examination of emergency department
visits of children known to CPS but not in out-of-home placement
(Schneiderman, Hurlburt, Leslie, Horwitz, & Zhang, 2011). 




The importance of this broader approach to counting maltreat-
ment is that, even if these methods only slightly increase the num-
ber of confirmed and prosecuted cases, we can increase our
understanding of abuse and neglect and work towards more focused
early intervention and prevention efforts. Developing a truer count
of maltreatment can also lead to stronger public policy. For example,
using public health surveillance methods, Fang and colleagues (2012)
estimated the economic cost per child of maltreatment and then esti-
mated that the aggregated lifetime costs for all new 2006 U.S. mal-
treatment cases amounted to 585 billion dollars. 




Understand Risk and Protective Factors
A risk factor is something external to or intrinsic to a child that is
likely to increase the chances that maltreatment will occur; a protec-
tive factor is something that reduces vulnerability. Understanding risk
and protective factors is critically important because once they are
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3 All states in the U.S. now have state and/or local child death review teams, and most issue annual reports on
their fatalities that include a special focus on maltreatment. Additionally, the National Center for the Review
and Prevention of Child Deaths has a case reporting system in which 40 states submit comprehensive data
on maltreatment deaths.    















known, prevention efforts can be targeted to minimize the risks and
maximize the protective factors. There is a large body of work describ-
ing the multiple and often interrelated risk and protective factors for
serious maltreatment. It is well-documented that risk factors for seri-
ous injuries include poverty, substance use, low educational achieve-
ment, history of parents’ own victimization, parents’ poor mental
health, and economically distressed and overcrowded neighborhoods
(Coulton, Crampton, Irwin, Spilsbury, & Korbin, 2007). Other
research indicates that gender, race and disabilities influence risk for
maltreatment. Recent studies have taken a public health approach in
identifying populations at risk for maltreatment. Berger and colleagues
(2011) demonstrated a relationship between increased abusive head
trauma (AHT) and the economic recession. Another study of the
household composition of fatal child abuse victims found that chil-
dren living in households with unrelated adults had nearly six times
the risk of dying from maltreatment-related unintentional injuries
(Schnitzer & Ewigman, 2008). 




The sheer number of risk factors complicates the search for causes
of maltreatment. One systematic review reported that “The extent to
which each of these risk factors is causally related to the occurrence
of maltreatment is hard to establish” (Gilbert et al., 2009, page 72).
We also know that not all of these factors are easily modifiable.




Our knowledge, however, on risk and protective factors specific
to fatalities is less well known. It is widely accepted among experts
that children dying from maltreatment have similar risks as children
severely maltreated but that predicting which specific children will
be victims of fatal maltreatment is difficult, if not impossible. One
study did find that it is possible to discriminate between children at
risk for fatalities from physical abuse based on the severity of the non-
fatal physical abuse, but not possible to make predictions for neglect
fatalities (Graham, Stepura, Baumann, & Kern, 2010). 
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Understand the Long-Term Consequences of Serious
Maltreatment
In addition to the immediate physical and emotional harm children
suffer from maltreatment, including serious or permanent physical
injuries and sometimes death, many child victims who survive expe-
rience numerous and long lasting health and developmental conse-
quences (Shonkoff & Gardner, 2012; Gilbert et al., 2009).
Understanding these consequences helps to make the case that pre-
venting serious injuries and fatalities while children are young is crit-
ical to promoting their health and welfare into adulthood. Many of
these consequences are based on new learning about children’s brain
development (Shonkoff & Phillips, 2000; Anda et al, 2006). Two
studies have examined subsequent injury to maltreated children. A
longitudinal study found that low income children who had experi-
enced a first incident of maltreatment had almost twice the risk of
dying from accidents and recurring maltreatment than other low-
income children not maltreated ( Jonson-Reid, Chance, & Drake,
2007). A more recent study made a similar finding for children less
than five years old, and found that children with prior CPS reports
died from intentional injuries at a rate 5.9 times greater than chil-
dren with no CPS reports (Putnum-Hornstein, 2011). 




The Adverse Childhood Experience Study (ACES) singularly
spawned numerous studies pointing to poor long term medical and
public health outcomes related to early adversities (Felitti et al., 1998).
Other studies document specific negative outcomes, including men-
tal health problems (Fergusson, Boden, & Horwood, 2008); suicide
risks (Afifi, Boman, Fleisher, & Sareen, 2009); early sexual activity
(Ompad, Ikeda, & Shah, 2005; Black et al, 2009); substance abuse
(Oshri, Tubman, & Burnette, 2012); intimate partner violence
(Taylor, Guterman, & Lee, 2009); delinquency (Yampolskaya,
Armstrong, & McNeish, 2011); and chronic health problems lasting
throughout adulthood (Widom, Spatz, Czaja, Bentley, & Johnson,
2012; Zlotnick, Tarn, & Soman, 2012). 
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Implement Prevention Programs
An understanding of the consequences of maltreatment makes it
obvious that greater attention needs to be placed early and often on
preventing maltreatment. A public health approach to maltreatment
is vitally important because it includes primary prevention which can
more readily impact larger segments of potentially at-risk children
than secondary and tertiary prevention that protects and treats abused
children. Eichner (2004) argues that adopting a public health
approach will mean that the “state’s presence in the lives of families
is no longer a sign of failure but an active partner in securing a child’s
welfare” (p. 461). 




A PH model utilizes science to design, implement, and evaluate
population-based prevention strategies; and then works to replicate
and disseminate those strategies that are shown to actually work (evi-
dence based). A comparison of two government reports;, both of
which describe emerging and promising practices for maltreatment
prevention, illustrates that the field of maltreatment prevention is
increasingly focused on a public health approach. The 2002 report
presented a framework for prevention and described a number of pri-
mary, secondary and tertiary programs (Thomas, Leicht, Hughes,
Madigan, & Dowell, 2002). However, it offered little information
regarding the most effective interventions. In contrast, the 2012
report included four key areas of evidence in the framework, includ-
ing “Conceiving a broader definition of well-being, promoting pro-
tective factors as key strategies to enhance well-being, supporting
evidence-informed and evidence-based practices and strengthening
critical partnerships and networks ” (U.S. Administration for Children
and Families, 2012, p. 3).




A number of systematic reviews and reports have been published
in the past several years summarizing the scope of a PH approach to
child maltreatment (but not fatality) prevention. One review of sys-
tematic reviews focused on seven types of mostly primary prevention
approaches: home visiting, parent education, child sex abuse preven-
tion, abusive head trauma prevention, multiple-component inter-
ventions, media based interventions, and support and mutual aid
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groups (Mikton & Butchart, 2009). A paper published in 2009
reviewed research on primary prevention strategies that target chil-
dren ages 0-5, including early education programs, home visitation
programs, and secondary prevention programs targeted to selective
at risk populations (Daro, Barringer, & English). MacMillan and col-
leagues (2009) conducted systematic reviews of a number of these
programs. Numerous studies report on specific programs and/or pro-
gram components found to be effective in reducing maltreatment and,
in some cases, improving caregiver outcomes. Studies evaluating
home visitation programs are some of the most prominent, and have
been summarized by Azzi-Lessing (2011) and Olds and colleagues
(1995, 1997, and 2004). Triple P, a population-level primary preven-
tion parent and family support program, has also been widely stud-
ied and has been shown to reduce substantiated cases of
maltreatment, and out-of-home placements (secondary prevention)
(Prinz , Sanders, Shapiro, Whitaker, & Lutzker, 2009; Nowak &
Heinrichs, 2008). It remains uncertain whether strategies and pro-
grams that have been found to be effective in preventing child mal-
treatment will also be effective in preventing child maltreatment
related fatalities. Two of the prevention programs that have some of
the strongest experimental or quasi- experimental evidence of effects
on prevention of child maltreatment, Nurse Family Partnership and
Chicago Parent Child Centers, have been found to achieve signifi-
cant effects on rates of child maltreatment over 15 years—i.e., a sub-
stantial percentage of the effects on child maltreatment of these
programs have been delayed into the school age years, well past the
age when most maltreatment-related child deaths occur. Home vis-
itation programs have not demonstrated an effect on child maltreat-
ment fatalities to date. There is a possibility that new prevention
programs and strategies will be required to impact child maltreat-
ment death rates for children 0-3, the age group in which 80% of
maltreatment fatalities occur. There are currently efforts underway to
evaluate programs that help parents understand the dangers of force-
ful shaking and manage inconsolable crying, a key precipitating fac-
tor in abusive head trauma injuries and deaths. 
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There are some examples of secondary prevention efforts origi-
nating in the child welfare system that demonstrate the importance
of linking primary with these secondary prevention approaches.
Pecora and colleagues (2012) summarized many of these evidence-
informed interventions, and described gaps in knowledge not only of
primary prevention but of child-welfare based interventions, such as
differential response. Two papers describe how reviews of child mal-
treatment fatalities can result in significant improvements in child
welfare systems’ response to and the prevention of child deaths
(Palusci, Covington, & Yager, 2010; Sanders & Colton, 1999). 




Despite the work that has already been done, there are significant
gaps in our knowledge on what strategies can be effective at either or
both the primary and secondary levels to prevent serious injuries and
maltreatment fatalities. Policy debates are also focused on the costs
and benefits of expensive secondary prevention programs that tend
to have a high cost per family versus primary prevention programs
that are less costly per family. A public health approach to preven-
tion may lead to innovative approaches that also address other mod-
ifiable risks that are not currently well understand, such as the role of
mental health on caregiver capacity and child well-being. 




Conclusion




In 2011, The Children’s Bureau documented over 3 million reports
of child maltreatment, with an estimated 681,000 child victims and
1,570 fatalities (U. S. Administration for Children, Youth and
Families, 2012). These staggering numbers suggest that the preven-
tion of maltreatment is unlikely to occur by only intervening and pro-
tecting children once harm has been alleged in a CPS report. Far
greater emphasis must be placed on a public health approach that
includes primary prevention to help families and children before
abuse or neglect occurs. 




In 2012, Zimmerman and Mercy summed up the value of the
public health approach to child maltreatment by asking that we
“…Imagine a community where all the adults who interact with
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children…actively engage in preventing child maltreatment before
an incident of abuse or neglect occurs. Imagine a community where
there is a wide continuum of prevention activities that extends well
beyond providing direct services to individual families; a contin-
uum that includes public education efforts to change social norms
and behavior, neighborhood activities that engage parents, and pub-
lic policies and institutions that support families” (p. 4).
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