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STATEMENT OF PURPOSE AND AUDIENCE

This product was developed by the Mountain Plains
Addiction Technology Transfer Center (ATTC)

to serve as a primer for providers of substance

use disorder (SUD) treatment services to gain a
deeper understanding of the intersection of intimate
partner violence (IPV) and SUDs. It provides
background information on IPV, describes how

IPV and SUDs intersect, suggests how providers
may integrate screening for IPV into their practice,
provides suggestions for brief intervention, and
provides further practice recommendations. While
SUD providers will encounter both survivors and
perpetrators of IPV in their work with clients,

the primary focus of this document is related to
survivors. The material underscores the unique
dynamics of working with individuals residing

in rural areas and presents a case scenario

of a woman living in a rural community with
recommendations that are based on the limitations
of available resources in a rural community. This
information will assist SUD treatment providers in
their knowledge and skills development on the topic
of the convergence of SUD and IPV. In support

of that effort we provide the following document

to assist treatment providers, specifically SUD
treatment and recovery support providers, serving
victims/survivors of IPV in rural and remote areas.



THE MOUNTAIN PLAINS ATTC

The Mountain Plains ATTC, a partnership between providers in HHS Region 8. The Mountain Plains
the University of North Dakota and the University ATTC’s goal is to enhance substance use disorder
of Nevada — Reno, and funded by the Substance (SUD) treatment and recovery services for

Abuse and Mental Health Services Administration individuals and family members, by improving the
(SAMHSA), is tasked with providing training and capacity of the SUD treatment/recovery workforce.

technical assistance in evidence-based resources
for substance use treatment and recovery support
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WHAT IS A SUBSTANCE
USE DISORDER?

The American Psychiatric Association (2020)
defines Substance Use Disorder (SUD) as “a
complex condition in which there is uncontrolled
use of a substance despite harmful consequences”.
Symptoms of SUD are grouped in four categories:

* Impaired control: a craving or strong urge to use
the substance; desired or failed attempts to cut
down or control substance use.

» Social problems: substance use causes failure
to complete major tasks at work, school or
home; social, work or leisure activities are given
up or reduced because of substance use.

* Risky use: substance is used in risky settings;
continued use despite known problems.

» Drug effects: tolerance (need for greater
amounts to get the same effects), withdrawal
symptoms (which are different for each
substance).

Repeated substance use can lead to brain changes
that challenge a person’s self-control and interfere
with their ability to resist intense urges to take
drugs. These brain changes can be persistent,
which is why an SUD is considered a “relapsing”
disease—people in recovery from SUDs are at risk
for returning to use even years after their last use.
(National Institute on Drug Abuse, 2019).



WHAT IS INTIMATE PARTNER VIOLENCE?

Intimate partner violence (IPV) is a systematic
pattern of learned behaviors that a person uses

to control, dominate, or coerce a current or former
intimate partner. The behaviors occur over time and
are likely to become more frequent and severe. IPV
includes physical, psychological, and sexual abuse,
stalking, coercion related to mental health and
substance use, as well as destruction of property
and pets.

A SYSTEMATIC PATTERN

There are several things that are important to note
about the definition of IPV. First, IPV is a systematic
pattern of behaviors. Many couples argue and
may even call each other names or say hurtful
things to each other during an argument. IPV, by
definition, is not isolated incidents like this. Rather,
there is a pattern of behavior that one partner
uses, with the purpose of controlling, dominating,
or coercing, their current (or former) partner.
Without intervention, the pattern is that the abuse
almost always increases in intensity, severity, and
frequency.

A LEARNED BEHAVIOR

IPV involves learned behaviors. There are many
ways in our society that violence and abuse are
learned and reinforced: media, video games,
cultural and religious groups that promote women
in subservient roles, attitudes which ignore or
condone abusive behavior, social norms which
shape gender norms and ideas about masculinity,
and witnessing or being a victim of violence within
one’s own home as a child. The good news is that
if violence can be learned, it can also be unlearned,

but it takes a conscious commitment on the part of
the perpetrator to acknowledge that their behaviors
need to change, and to “unlearn” their behaviors.

UNDERLYING PURPOSE OF BEHAVIORS

Perpetrators use IPV behaviors to control,
dominate or coerce a partner. At the root of IPV is
power and control. There are many tactics that a
perpetrator uses to gain and maintain that power
and control over the partner. IPV goes beyond just
physical and sexual abuse.

The Power and Control Wheel (see next page)
demonstrates that power and control is at the core
of IPV, and that there are many different types of
physically abusive behaviors (see outer ring) that
can be used to gain or maintain that power and
control. However, there are also any number of
different categories of behaviors that can also be
used to control, dominate, or coerce their partner
(see spokes of wheel). These behaviors may
occur in the presence or absence of the physically
abusive behaviors.



THE POWER AND CONTROL WHEEL

PHYSICAL ABUg,

Intimidation | Emotional Abuse
Putting victim in fear by | Put downs, name calling.
using looks, actions, | Making victim feel like they
gestures, loud voice, | are crazy. Mind games.
smashing things, | Making victim feel
destroying victim’s | bad about them-
property. | selves.

Economic Abuse
Trying to keep victim
from getting or keeping a
job. Making them ask for
money, giving an allowance,
taking their money.

Isolation
Controlling what the victim
does, who they see and talk
to, where they go.

POWER
AND
CONTROL

Sexual Abuse
Making the victim do sexual
acts against their will. Physi-
cally attacking the sexual
parts of their body.
Treating victim
like a sex
object.

Using Male Privilege
Treating victim like a servant.
Making all the “big” deci-
sions. Acting like “the
master of the castle.”

Using
Threats | Children
Making and/or | Making victim feel
carrying out threats to | guilty about the
do something to hurt the | children, using the
victim emotionally. Threat- | children to give messages,
en to take the children, or | using visitation as a way
commit suicide. | to harass the victim




WHO ARE VICTIMS/SURVIVORS OF IPV?

We know that IPV disproportionately affects
women. Approximately 1 in 4 women and nearly
1in 10 men have experienced sexual violence,
physical violence and/or stalking by an intimate
partner in their lifetime and reported some type of
related impact (Smith et al., 2018).

It is important to note that when there are reports
of males as victims, research consistently
demonstrates that IPV survivors use aggression
because of their partners’ own IPV perpetration.
(Rivera et al., 2015). When the pattern of
behaviors, with the purpose to control, dominate,
and/or coerce are considered, most research

indicates that the greatest percentage of victims
are women. Therefore, this document will tend to
use the terms women/females in relation to victims/
survivors. This is NOT to say that men cannot be
IPV survivors, and it is NOT meant to minimize the
experience of male or LGBTQ survivors. In fact,
there is good evidence to show that IPV occurs

at least as frequently in LGBTQ relationships as

in male-female relationships (National Coalition
Against Domestic Violence, 2018), but the largest
percentage of IPV is perpetrated by men against
women.



WHO ARE PERPETRATORS OF IPV?

Perpetrators of IPV tend to have witnessed insecurity, and unemployment (CDC, 2020). Thus,
violence and/or experienced abuse during it is not uncommon that men who are seeking
childhood. Research indicates that individuals who SUD treatment and recovery services may also be
are exposed to IPV in childhood have up to four perpetrators of IPV.

times the risk of perpetrating IPV in adulthood,

in comparison to those who are not exposed

in childhood (Kimber et al., 2018). Further, IPV
perpetration rates have been found to be higher for
individuals who were victims of child maltreatment,
particularly for males (Millet et al., 2013). Other
individual risk factors for perpetration of IPV include
low self-esteem, low income, heavy alcohol or

drug use, antisocial personality traits and conduct
problems, impulsivity, emotional dependence and
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Have experienced sexual violence, physical
violence and/or stalking by an intimate partner in
their lifetime and reported some type of related
impact (Smith et al., 2018).




ECONOMIC COSTS OF IPV

IPV results in significant costs to our society. Additionally, the lifetime per-survivor cost of IPV
One study found that the cost of IPV in the is $103,767 with 59% of those dollars going to
United States, including health care and health care costs (Centers for Disease Control and
productivity losses was estimated to be Prevention [CDC], 2018)

$9.3 billion in 2017 dollars (McLean &
Bocinski, 2017).



PHYSICAL AND SEXUAL/REPRODUCTIVE
HEALTH CONSEQUENCES OF IPV

The World Health Organization (2012) reports time and more severe when a woman experiences
multiple effects of IPV on the health of survivors, more than one type of abuse (e.g. physical, sexual,
some of which may be immediate and some of psychological). Table 1 summarizes the physical
which may become chronic, persist long after the and sexual/reproductive health consequences of
violence has stopped, or may even be fatal. The experiencing IPV.

health consequences tend to be cumulative over

Table 1. Physical and Sexual/Reproductive Health Effects of IPV (World Health Organization, 2012)

Physical Sexual/Reproductive

» Acute or immediate physical injuries, such as * Lower rates of contraceptive and condom use
bruises, abrasions, lacerations, punctures, burns
and bites, as well as fractures and broken bones
or teeth * Abortion/unsafe abortion

* Unintended/unwanted pregnancy

* More serious injuries, which can lead to + Sexually transmitted infections, including HIV
disabilities; these might include injuries to the
head (including traumatic brain injuries), eyes,
ears, chest and abdomen » Vaginal bleeding or infections

* Pregnancy complications and miscarriage

+ Gastrointestinal conditions, long-term health + Chronic pelvic infection

probIeTmS a.md poor health status, including « Urinary tract infections
chronic pain syndromes
+ Fistula (a tear between the vagina and bladder,

* Death, including femicide (purposeful killing of rectum, or both)

a woman by her intimate partner) and AIDS-
related death « Painful sexual intercourse

+ Sexual dysfunction
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fearful and concerned
for their safety

MENTAL HEALTH AND IPV SURVIVORS

Living with the stress of IPV takes a toll not

only physically but mentally as well, resulting

in increased threats to mental health among
survivors. Up to 67% of women who experience
IPV have reported regularly feeling fearful and
concerned for their safety (CDC, 2010). IPV
survivors have three times the risk of developing

a major depressive disorder, when compared with
women who have not experienced IPV (Beydoun
et al., 2012). Further, the risk of post-traumatic
stress disorder (PTSD) may be three times higher
in women who have experienced IPV than those
who have not (Beydoun et al., 2012), and research
indicates that between 31% to 84% of IPV survivors
meet the criteria for PTSD (Woods, 2005). In
relation to serious mental iliness (SMI), the best
estimates suggest the rate of IPV among women
with SMI is between 22% to 76%. Women with SMI

are at greater risk of continued victimization, and

in turn, victimization exacerbates symptom severity
(Van Deinse et al., 2018). The World Health
Organization (2012) also identifies poor self-esteem
and eating and sleeping disorders as mental health
consequences of IPV. Most concerning, women
who have experienced IPV have higher rates of
suicide attempts and suicide ideation than women
who have not been victimized by an intimate
partner (Warshaw et al., 2018).



THE CO-OCCURRENCE OF IPV AND
SUDs AMONG SURVIVORS

It is common for IPV and substance use disorders
(SUDs) to occur together. However, it is important
to understand that while the two conditions often
co-exist and are associated with each other, it does
not mean that one causes the other. Recall that the
motivating factor behind IPV is coercion, power and
control over another, and that can happen in the
presence or absence of substances or SUDs.

In a review of research studies with survivors of
IPV, the prevalence of substance use or abuse
was found to be anywhere from 18-72%. The wide
variation in prevalence rates are largely because of
how IPV and substance use/abuse is defined, and
in what populations are studied. But overall, across
studies, the prevalence is consistently higher
among IPV survivors when compared to women
who are not in relationships with IPV, with studies
reporting anywhere between two to nine times
higher likelihood of substance use/abuse (Rivera et
al., 2015).

When we examine IPV among persons with
SUDs, the rates of both IPV within the past year
and over the lifetime are considerably higher
than rates from national studies with the general
population. Studies show that somewhere between
31% to 67% of women in SUD treatment settings
report experiencing IPV during the past year, and
47% to 90% report experiencing IPV during their
lifetime (Rivera et al., 2015). Those rates again
vary from study to study, based upon definitions
and populations studied, but regardless, the rates
indicate that IPV and SUDs commonly co-occur.

A BI-DIRECTIONAL RELATIONSHIP

When we understand that there is a relationship
between IPV and SUDs, the question often is
asked: Which comes first—IPV or SUDs? Research
with survivors tells us that it is a bidirectional
relationship (it goes both ways). In some cases,
SUDs may precede IPV, while in other cases, IPV
preceded SUDs (Rivera et al., 2015).

First, the use of substances may be associated with
increased risk of victimization. Saying this in no
way implies that women who use substances are
to blame for their IPV victimization. The perpetrator
is still the one responsible for the IPV. However,
the use of substances may make women easier

to “control” and the effects of the substances may
prevent a woman from accurately assessing the
level of danger that she may be in with a partner.
Further, the use of substances can cause problems
with memory, which may in turn, cause a woman to
question the reality of what occurred. When this is
accompanied by the perpetrator distorting the facts
of what occurred or telling her the abuse is her
fault, the survivor may have difficulty discerning the
actual danger the relationship poses to her (Rivera
et al., 2015).

At the other end of the relationship, IPV may
precede SUDs. Survivors of IPV may begin using
substances as a way to cope with the traumatic
effects of IPV. Certainly, the psychological effects
may cause IPV survivors to try to self-medicate
their mental health symptoms with substances.
Survivors also are likely to experience acute and
chronic pain because of the violence.
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As a result of chronic pain caused by violence,
survivors may be prescribed opioids leading to
subsequent SUDs. It is also likely that survivors
who do not have access to medical care (either
because they are prevented from going or have
no health insurance), may use alcohol or non-
prescription medications to try to deal with their
pain (Phillips et al., 2019).

Substance use can also be used as a method of
control and coercion over a partner. Perpetrators
may have a role in survivors initiating use of
substances as a way to gain control and then
maintain power and control in the relationship.
Women have been known to be coerced by their
partners to use alcohol or drugs for the first time.
Sometimes this occurs through coercive tactics
such as telling her “if you really loved me, you
would drink with me,” or “this will bring us closer
together”. At other times, the coercion can actually
occur by force. Coercive tactics can also include
efforts to intentionally undermine their partner’s

Of women in SUD treatment settings report
experiencing IPV during the past year

4/7% to 90%

() Report experiencing IPV during their lifetime

attempts to seek SUD treatment, interference
with their treatment, control of their medication,
sabotaging their recovery, and discrediting them
with friends, family, professionals, and the courts
(Warshaw & Tinnon, 2018). These methods of
coercion and control need to be considered in
relation to other methods used to gain and maintain
power and control over the woman. A multitude
of coercion tactics can be used to maintain their
dominance, some can be seen in the Power and
Control Wheel for Women with SUDs (see next

page).




Power AND CoONTROL MODEL FOR WOMEN’S SUBSTANCE ABUSE

USING THREATS AND
PSYCHOLOGICAL
ABUSE:

Making and/or carrying out
threats to do something to
hurt her. Instilling fear. Using
intimidation, harassment,
destruction of pets and
property. Making her drop
charges. Making her do
illegal things. Threatening
to hurt her if she uses/
does not use drugs.

USING ECONOMIC ABUSE:
Making or attempting to make her
financially dependent. Preventing
her from getting or keeping a job.
Making her ask for money. Taking
her money, welfare checks, pay
checks. Forcing her to sell drugs.

ENCOURAGING DRUG
DEPENDENCE:

Introducing her to drugs, buying
drugs for her, encouraging drug
use and drug dependence.

USING SEXUAL
ABUSE:

Coercing or attempting
to coerce her to do sexual
things against her wishes.
Marital or acquaintance
rape. Physically attacking
the sexual parts of her
body. Treating her like a
sex object. Forcing her to
prostitute for drugs or
drug money.

Copyright 1996 - Marie T. O’Neil
Adapted from:

Domestic Abuse Intervention Project
202 East Superior Street

Duluth, MN 55802

218.722.4134

Excerpted from:

“Safety and sobriety: best practices in domestic
violence and substance abuse,” p. 66,
Domestic Violence/Substance Abuse
Interdisciplinary Task Force, lllinois
Department of Human Services.

POWER
AND
CONTROL

USING EMOTIONAL
ABUSE:

Making'her feel bad

about herself, calling her
names, making her think
she’s crazy, playing mind
games, humiliating her,

putting her down and
making her feel guilty
for past drug use.

USING PHYSICAL ABUSE:
Inflicting or attempting to
inflict physical injury by
pushing, slapping, beating,
choking, stabbing, shooting.
Physically abusing her for
getting high/not getting high.

MINIMIZING, DENYING,

AND BLAMING:

Making light of the abuse
and not taking her concerns
seriously. Saying the abuse

didn’t happen. Shifting

responsibility for abusive
behavior. Saying she caused
the abuse with her drug use.

Produced and distributed by:

<

USING ISOLATION:
Controlling what she does,
who she sees and talks to,
what she reads, where she
goes. Limiting her outside
involvement. Keeping

her away from people
supportive of her recovery.
Preventing her from
attending drug treatment
and NA/AA meetings.

NATIONAL CENTER

on Domestic and Sexual Violence

training consulting advocacy

4612 Shoal Creek Blvd. + Austin, Texas 78756
512.407.9020 (phone and fax) www.ncdsv.org



CONSEQUENCES FOR IPV
SURVIVORS WITH SUDs

The stigma associated with SUDs is well known, as
is the stigma associated with IPV. When a survivor
lives with both, the stigma is compounded. IPV
survivors often find that their credibility is in doubt,
and when they have either a history of SUD and/or
mental health issues, survivors will have an even
higher level of doubt placed upon them (Warshaw
& White-Domain, 2014). A survivor may be
perceived as “an addict” or “a drunk” (these terms
are used here as an example of how an individual
with an SUD is stigmatized using pejorative
language) and so it becomes easy to blame the
victims. Others may convey that she put herself
into the situation and that “if she just got sober,
this wouldn’t keep happening”. This type of stigma
and bias wrongly places the onus of responsibility
on the survivor rather than the perpetrator. An
excellent resource for more information on stigma
and SUDs, including pregnant and parenting
women, is a HealtheKnowledge course at: https://
attcnetwork.org/centers/mountain-plains-attc/
addressing-stigma-and-substance-use-disorders-
healtheknowledge-course. Additionally, the ATTC’s
Language Matters: Using Affirmative Language to
Inspire Hope and Advance Recovery document
provides language for reducing the stigma of
SUDs: https://attcnetwork.org/sites/default/files/5-
Language_Matters_9-18-17.pdf.

The stigma experienced by IPV survivors with an
SUD may result in a fear of seeking help outside of
the home, including treatment and recovery support
services. Additionally, perpetrators may prevent

a survivor from seeking or obtaining services.

In a study of callers to the National Domestic
Violence Hotline, approximately 15% of callers had
attempted to seek help for substance abuse. Of
those, 60% reported their partner had prevented

or discouraged such treatment (Warshaw, et al.,
2014). Additionally, 24% of callers reported that
they were afraid to call the police because their
partner convinced them they would not be believed
or that they would be arrested because of their
substance use (Warshaw et al., 2014). For women
with children, the fear of losing custody because

of their substance abuse is often a driving factor in
them staying with an abusive partner or not seeking
help from outside sources.


https://attcnetwork.org/centers/mountain-plains-attc/addressing-stigma-and-substance-use-disorders-healtheknowledge-course
https://attcnetwork.org/centers/mountain-plains-attc/addressing-stigma-and-substance-use-disorders-healtheknowledge-course
https://attcnetwork.org/centers/mountain-plains-attc/addressing-stigma-and-substance-use-disorders-healtheknowledge-course
https://attcnetwork.org/centers/mountain-plains-attc/addressing-stigma-and-substance-use-disorders-healtheknowledge-course
https://attcnetwork.org/sites/default/files/5-Language_Matters_9-18-17.pdf
https://attcnetwork.org/sites/default/files/5-Language_Matters_9-18-17.pdf




IPV AND CHILDREN

Families where IPV/SUD is occurring are frequently
concerned about reports to the child welfare system
for assessment and treatment and a negative
outcome. Mandatory reporting laws that exist in all
states require professionals to report suspected
abuse and neglect. A summary of all the laws for

all states and U.S. territories are included here
https://www.childwelfare.gov/topics/systemwide/
laws-policies/statutes/manda/. Of note, exposure to
IPV for children includes hearing, witnessing, and
intervening during an incident as well as witnessing
the impact on the mother after the incident
(Kitzmann et al., 2003). However, whether or not
exposure to IPV is required to be reported varies
from state to state. One out of four (25%) 14 to 17-
year olds have witnessed a parent assault another
parent in their lifetime (Finkelhor et al., 2015). This
underscores the need for a child welfare system

of care, in assessing cases where IPV is present,
to recognize the effect of trauma on functioning

and recovery among family members (Substance
Abuse and Mental Health Resources Administration
[SAMHSA], 2014) and supports for effective
interventions. Implementation of trauma-informed
care and critical attention to the importance of
safety and reduction of possible re-traumatization
of clients is paramount and noted by Children’s
Bureau and SAMHSA.

Casey Family Programs provides a review of the
impact of mandatory reporting laws on help seeking
among survivors of intimate partner violence.

Their research found that 35% of the respondents
(victims of IPV) did not ask for help from at least
one person because of mandatory reporting laws,
and survivors fear the child protection services

will remove their children (Lippy et al., 2019). This
underscores the need for a cross training on SUD/

IPV and child welfare systems of care, given the
depth and breadth of this concern.

The National Child Traumatic Stress Network
provides resources to assist providers who

serve children who live in homes with domestic
violence describing trauma types including trauma
treatment, trauma-informed care, and resources
(National Child Traumatic Stress Network, 2021). A
host of factors influence the lives of children when
they are living in homes where domestic violence
occurs including: (1) how serious was the violence
or threats, (2) what is the child’s relationship with
the victims of the abuser, (3) what is the child’s
relationship with the abuser, (4) was the child
physically harmed or put in danger, (5) what is the
age of the child, (6) what additional stressors exist
in the child’s life, (7) what positive activities are in
the child’s life, and (8) what are the child’s coping
abilities.

Research supports the long-term implications of
exposure to violence that includes lack of adequate
coping and problem-solving skills and problems
with managing stressors including exacerbating
the risk for suicide (Kimball & Keene, 2016). The
Substance Abuse and Mental Health Services
Administration (2015) provides a Quick Guide for
Clinicians based on TIP 25 entitled Substance
Abuse Treatment and Domestic Violence that has
valuable content for clinicians including screening
for survivors, screening techniques, questions

for batterers, treatment planning for batterers,
referrals, and legal issues. An updated appendix
provides content for consideration for intimate
partner violence and child abuse considerations
during COVID-19 (SAMHSA, 2021).


https://www.childwelfare.gov/topics/systemwide/laws-policies/statutes/manda/
https://www.childwelfare.gov/topics/systemwide/laws-policies/statutes/manda/

SUDs AMONG
PERPETRATORS OF IPV

Most research in relation to IPV and SUDs
examines this relationship among survivors; the
relationship with perpetrators is not as well-studied
(Rivera et al., 2015). However, some studies have
indicated that once the perpetrator’s substance
use was considered, women’s substance use was
no longer associated with any significant risk of
victimization (Rivera et al., 2015). In other words, if
a study only measures the victim’s substance use,
and doesn’t account for the perpetrator’s use, it will
look like the victim’s use is the associating factor;
but when both are measured, it is the perpetrator’s
use that actually accounts for the greatest risk of
victimization.

One large national study found that alcohol

use disorders and cocaine dependence were

most strongly associated with IPV perpetration
(Smith et al., 2012). However, regardless of the
substance used, the relationship between SUDs
and perpetration of IPV is strongest for those men
who think IPV is appropriate in certain situations.
A common misunderstanding is that perpetrators
are extremely intoxicated or are out of control when
they engage in IPV. Perpetration of IPV is a matter
of choice. The fact that IPV usually occurs in a
setting that is safe for the perpetrator (not usually
in a public setting), and is within a perpetrator’s
comfort zone, suggests that he is very much in
control. Further, IPV often continues even when

a perpetrator receives SUD treatment and is in
recovery. It is very important to remember that a
majority of those with SUDs are never perpetrators
of IPV (Bennet & Bland, 2008).




IPV IN RURAL AREAS

The rates of IPV have been found to be generally
similar across rural, urban, and suburban locations.
However, some types of IPV (for example sexual
IPV and IPV that is perpetrated by a spouse or
ex-spouse) and femicide (death of a woman by her
intimate partner) may be higher in rural locations
than non-rural (Edwards, 2015). Further, IPV
perpetrators in rural locations have been found

to commit violence which is more chronic and
severe (Edwards, 2015; Peek-Asa et al., 2011).
One study (Favor and Strand, 2003) even found
that rural perpetrators were more likely than urban
perpetrators to threaten or actually harm IPV
survivors’ pets. While many factors related to IPV
are similar across locations, IPV in rural areas has
several unique issues which should be understood
among those providing services to IPV survivors
from rural locations.

Information about co-occurring SUDs and
mental health concerns in rural areas

is provided in a document produced by
the Mountain Plains ATTC & Mountain

Plains MHTTC, and can be found at:

https.//attcnetwork.org/sites/default/
files/2020-04/ATTC-MHTTC-FarmStress-

Brochure-Interactive.pdf



https://attcnetwork.org/sites/default/files/2020-04/ATTC-MHTTC-FarmStress-Brochure-Interactive.pdf
https://attcnetwork.org/sites/default/files/2020-04/ATTC-MHTTC-FarmStress-Brochure-Interactive.pdf
https://attcnetwork.org/sites/default/files/2020-04/ATTC-MHTTC-FarmStress-Brochure-Interactive.pdf

SOCIAL ISOLATION

By virtue of the geographic location of rural
communities, IPV survivors experience social
isolation. Recall that isolation from others is a major
tactic that perpetrators use to dominate and control
their partner. Thus, living in a rural area may make
it easier for IPV to occur, and may contribute to

the increased severity and frequency of violence
(Peek-Asa et al., 2011).

The mere fact that the nearest neighbor may
be miles away may make it easier for the
violence to go undetected and unreported.

The lack of proximity to neighbors may also make

it more difficult for IPV survivors to develop close
relationships with others in whom they can confide
or seek social support (Dudgeon & Evanson, 2014).
The isolation may also seclude IPV survivors from
services, which can contribute to a high frequency
and chronicity of the violence because of lack of
intervention (Peek-Asa et al., 2011).

PATRIARCHAL BELIEFS AND
TRADITIONAL GENDER ROLES

Rural survivors of IPV may be more vulnerable
because of traditional rural values and beliefs
about gender roles, which favor male dominance.
One study on rural IPV found that, “patriarchal
views of the family and the role of women, the
permanence of marriage, religious convictions, and
rural cultural norms pose challenges for providing
community resources in rural areas” (Riddell et al.,
2009). Further, rural women have reported that

a common belief in their communities was what

happens between a man and a woman is a private
matter (Riddell et al., 2009). These attitudes toward
IPV may contribute to rural survivors’ feelings of
shame and self-blame, which may in turn hinder
help-seeking, driving the survivor into further
isolation (Dudgeon & Evanson, 2014).

RELIGIOUS BELIEFS

Churches tend to be the center of rural
communities, and rural residents have a higher
degree of religiosity (Bushy, 2006) and are
generally more conservative and “churchgoing”
Christians (Bushy, 2020). This may influence one’s
beliefs and help-seeking behaviors (Bushy, 2020).
Some literal interpretations of religious teachings
support that women must serve and obey their
husbands at all costs. A survivor that believes
divorce is a sin may not view leaving her husband
as an option. Many rural residents rely upon local
clergy for counseling for IPV, SUDs, and mental
health conditions. However, research has shown
that the ability of members of the clergy to provide
effective counsel for IPV varies greatly (Lewy &
Dull, 2005). The manipulation of religious beliefs,
teachings, and scripture may even become a way
to coerce or control a partner (Bent-Goodley &
Fowler, 2006).

TIES TO THE LAND

Rural community members often have a strong
emotional bond with the land and with their
communities. In farming communities, the family
farm may have been in the survivor’s family for
generations. For many rural IPV survivors, leaving
the farm for safety may be a highly difficult and



emotional situation. In doing so, survivors may feel
they have let their extended family down. Further,
leaving the family farm means not only
leaving their home, but also their place of
business and economic investment. Moving to
an area where counseling/treatment services and
education and employment opportunities are more
available may be a difficult consideration for IPV
survivors (Faller et al., 2018).

EMPLOYMENT AND
ECONOMIC FACTORS

Demographically, rural populations have higher
rates of poverty, lower average incomes, and fewer
employment opportunities, when compared to
non-rural populations (Crosby et al., 2012). These
sociodemographic factors have all been found to
be risk factors for perpetration of IPV (Beyer et al.,
2015). Additionally, with these conditions existing

in rural areas, there are often fewer resources for

survivors to be economically independent of their
partner (National Advisory Committee on Rural
Health and Human Services, 2015). Further, the
stigma related to IPV, mental illness and SUDs
may prevent survivors from being able to obtain
employment within their own communities (Bender,
2016).

It is also important to note that
unemployment among abusive men has been
found to be the greatest sociodemographic
factor associated with femicide (Campbell et
al., 2003).



CONCERNS FOR PRIVACY,
CONFIDENTIALITY, AND ANONYMITY

In rural communities, where “everybody knows
everybody”, the fears of loss of confidentiality,
privacy, and anonymity may prevent women from
seeking care and treatment for SUDs, mental
health and IPV. For example, IPV survivors or
perpetrators may have personal relationships with
members of the police, physicians, judges, or SUD
treatment providers.

Locations of shelters or safe houses may be
common knowledge, and a survivor’s vehicle
may be easily identifiable when seeking
services.

All of these factors, combined with the stigma

of IPV, SUDs and/or mental illness may inhibit
survivors from seeking help, even when significant
injuries may have occurred (Bender, 2016).

LAW ENFORCEMENT FACTORS

Rural areas tend to have smaller law enforcement
units, largely because the size of a unit is based
upon population size and does not account for level
of crimes or geographic distance to be covered
(Hansen & Lory, 2020). Thus, in rural areas, there
are fewer officers spread out over large
geographical distances, often resulting in longer
response times, which may be up to one hour or
longer (Hansen & Lory, 2020), and may act as a
deterrent to IPV survivors seeking help (Faller et
al., 2018). As previously mentioned, IPV survivors
may also be reluctant to contact law enforcement
due to possible personal relationships, stigma and
confidentiality concerns.

Firearms are common in rural homes and may
result in increased lethality for IPV survivors. In
fact, the presence of a firearm in the home is the
greatest overall risk factor for femicide (Campbell et
al., 2003). It is has also been found that restraining/



protection orders may be less effective in rural
communities (Vittes & Sorenson, 2008; Hansen

& Lory, 2020). In a study of restraining/protection
orders among women who were victims of femicide,
there were actually more rural women who had an
order than urban women (Vittes & Sorenson, 2008).
It may be difficult for law enforcement to enforce a
restraining order among farmers/ranchers, as the
partner may need to tend the land or the livestock
on the land on which the victim is living (Hansen &
Lory, 2020).

When looking at arrests for IPV perpetration, a
systematic review of the literature (Edwards, 2015)
found that compared with urban male arrestees,
rural male arrestees demonstrated:

* lower employment rates
* lower educational attainment
+ greater use of psychoactive medications

» greater use of a combination of psychoactive
drug and alcohol use

* more prior and post IPV arrests

* a greater likelihood to have been court ordered
to marital therapy

« a lower likelihood to have been court ordered to
anger management therapy

Further, they reported that urban law enforcement
may be more likely to remove the perpetrator from
the home than rural law enforcement. While law
enforcement is responsible for dealing with the
perpetrator, in rural areas they may have limited
resources and authority to help IPV survivors. Thus,
their ability to effectively provide aid to women and

children who may be at risk may be reduced (Faller
et al., 2018).

ACCESS TO SERVICES

Due to an overall lack of health and human services
located in rural and isolated communities, rural

IPV survivors’ ability to access services to address
IPV, SUDs, mental and physical health concerns is
limited. Low populations, coupled with higher rates
of poverty and unemployment result in a lower

tax base to support publicly funded programs and
services (Cook-Craig et al., 2010). Further, lower
incomes and higher rates of being uninsured, make
it more difficult for individuals to seek care from

the services that are available (Bender, 2016). All
of this results in less available, acceptable, and
accessible services for rural IPV survivors.

Rural survivors of IPV may not be able to
access SUD treatment services until court-
ordered to do so (Bender, 2016).

In one study (Peek-Asa et al., 2011), the average
distance to the nearest IPV services was three
times greater for rural women than for urban
women, and rural IPV programs served more
counties and had fewer on-site shelter services.
Additionally, over 25% of rural women lived more
than 40 miles from the closest IPV program. Rural
communities generally lack public transportation
services that would allow an IPV survivor to be
able to access services at this distance. Thus, it
is possible that IPV survivors in rural locations
may have worse behavioral and physical health
outcomes due to the lack of services and/or
difficulty accessing services that are available or
acceptable (Edwards, 2015).



Additionally, it should be noted that rural health
and human service providers often serve a diverse
population, which is reflective of many rural
areas. Limited research has been conducted on
the experiences and needs of women of color
who experience IPV in rural America (National
Advisory Committee on Rural Health and Human
Services, 2015). Women of color living in rural
communities are often faced with the additional
challenge of finding services and interventions
relevant to their own cultures (Faller et al. 2018).
In one study on rural IPV in North Dakota, South
Dakota, and Minnesota, it was noted that the
service provider population was almost entirely
white, while the clientele came from diverse
backgrounds. The authors also noted a need for
more diverse staff and multicultural training to
enhance communication between providers and
women of color (Semler et al., 2010). The critical
need for women who experience SUDs and IPV is
for providers to respond in a culturally responsive
manner.

The ATTC Network provides numerous
resources related to diversity and

inclusion in practice, which can be
accessed at: https.//attcnetwork.org/
centers/global-attc/clas-resources.

RURAL SERVICE PROVIDER ISSUES

Isolation in rural areas pertains not only to IPV
survivors; service providers can be isolated and
lack professional support and continuing education
opportunities as well (Cook-Craig et al., 2010).
Rural service providers often face high staff

turnover rates, overworked existing positions,
volunteer burnout, and inadequate training (Faller
et al., 2018). Rural communities also struggle with
providing adequate institutional support services
necessary to meet the needs of their populations.
As noted, many health and human service agencies
rely on population-based funding structures,
which ensure less funds in rural communities than
areas with higher populations, regardless of the
magnitude of the problems they face (Cook-Craig
et al., 2010).

It may also be difficult for rural providers
to have evidence-based fidelity to IPV
and behavioral health interventions and
programs, due to a lack of evaluation
research in rural and remote areas.

Rural agencies and providers may be in the
position of having to determine if a particular
evidence-based intervention will even work in
their rural program, because it usually hasn’t been
tested in rural populations (Cook-Craig et al.,
2010).

IPV survivors have reported experiencing little
collaboration or communication across agencies
(Van Deinse et al., 2018). While this is not unique
to rural settings, the lack of collaboration and
communication may be exacerbated among rural
providers because of distance between agencies,
lack of familiarity with providers not within the local
community, rural concerns about confidentiality,
and lack of recommended best practices for
coordination among rural IPV and behavioral health
providers.
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SCREENING FOR IPV IN THE SUD SERVICES SETTING

It is important for SUD treatment/recovery providers

to ask all clients about IPV victimization, because
IPV is so common among persons with SUDs and
the tactics used to maintain power and control are
likely to sabotage an individual client’s recovery.
Providers are often nervous or fearful about asking
about IPV, but asking creates an opportunity for
survivors to disclose abuse, which in turn gives
providers the opportunity to provide support,

information, and referrals to appropriate resources.

Addressing the topic of IPV should only be done
with clients individually, in private. It is helpful

to normalize the questions, by acknowledging
that abuse is a common issue in many women’s
lives. For example, the SUD provider might say:
“Because we know that violence is so common

among our clients, we ask everyone about it,

as part of our routine assessment” (Dudgeon &
Evanson, 2014). Screening questions should ask
directly about specific types of abuse. Questions
such as “Do you feel safe in your home?” are

not generally helpful in identifying IPV, because
the idea of “being safe in your home” can be
interpreted in many ways. The U.S. Preventive
Services Taskforce (2018) has recommended a
number of screening tools including Hurt, Insult,
Threaten, Scream (HITS) (Available in English
and Spanish) (Shakil et al., 2014); Slapped,
Threatened, and Throw (STaT) (Paranjape et al.,
2006); and Humiliation, Afraid, Rape, Kick (HARK)
(Sohal et al., 2007). All three of these tools are
brief (three to four questions), easy to use, and
demonstrate good sensitivity and specificity.



LINKS TO SCREENING TOOLS

Hurt, Insult, Threaten, Scream (HITS):

http://www.stfm.org/FamilyMedicine/
Vol46Issue3/Shakil180

Slapped, Threatened, and Throw (STaT):

https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC2569753/pdf/jinma00197-0107.pdf

Humiliation, Afraid, Rape, Kick (HARK):

https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC2034562/

In addition to use of standard screening questions,
it may be particularly helpful in the SUD treatment/
recovery setting to include questions about the
connection between a person’s relationship with
their partner and their mental health and/or use

of substances. This creates an opportunity for
someone who is experiencing IPV to think about
how these issues might be connected for them
(Warshaw & Tinnon, 2018). For example, in your
SUD assessment, you might say, “Sometimes
women increase their use of drugs/alcohol because
they feel isolated or trapped in a relationship, or
because they are living in fear from their partner.
Is there any connection in those things for you?”

If a woman does indicate that their substance

use may be related to such indicators of IPV, it

is also helpful to ask about coercive behaviors

in order to fully understand potential barriers

she may face in her treatment and recovery. For
example, “How does your partner treat you when
you are using? When you are not using? Does
your partner ever use your substance use, or your

partner’s substance use, as justification for being
hurtful to you?” For in-depth information about
substance use coercion in relation to IPV, we
recommend a toolkit for screening, assessment,
and brief counseling, by Warshaw & Tinnon (2018),
available through the National Center on Domestic
Violence, Trauma, and Mental Health (NCDVTMH)
at: http://www.nationalcenterdvtraumamh.org/
wp-content/uploads/2018/03/NCDVTMH
MHSUCoercionToolkit2018.pdf.

It is important to keep in mind that even when IPV
is suspected, a survivor may or may not disclose
that it is occurring. Survivors of IPV know when

it is safe for them to disclose and when it is not.
That decision needs to be honored. However, even
in cases where IPV is suspected, but the client
answers “No” to all screening questions, it is still
possible to provide intervention (see Intervention
section below), and then revisit the issue as your
relationship builds.
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CONFIDENTIALITY RELATED ISSUES

Prior to approaching the subject of IPV and asking
screening questions, you need to have a discussion
about confidentiality and the limits of that
confidentiality. While a client should be assured that
you will hold the discussion in confidence, you also
need to explain that you are a mandated reporter
for child maltreatment, and depending on which
state you are practicing in, there may be mandatory
reporting requirements for IPV as well. https://www.
childwelfare.gov/topics/systemwide/laws-policies/
statutes/manda/. The reporting laws throughout the
United States and territories restrict the privilege

of confidentiality for mandated reporters of child
abuse and neglect. While this varies from state to
state, it is important that providers are informed
about the requirement of their license. An excellent
reference which describes the state and tribal
statutes and policies on domestic violence, as well
as which disciplines are required to report IPV,

can be found on the Futures Without Violence
website at: https://www.futureswithoutviolence.org/
compendium-of-state-statutes-and-policies-on-
domestic-violence-and-health-care/.

The United States Health and Human Service
(HHS) Children’s Bureau provides a factsheet that
discusses laws that impose penalties in the form of
fines, jail time, or both, on mandatory reporters who
fail to report cases of suspected child abuse and
neglect as required by the reporting laws.

https://www.childwelfare.gov/topics/systemwide/
laws-policies/statutes/manda/. Since IPV
perpetrators often try to use drug/alcohol coercion
as a means to control their partner, and use
tactics to sabotage their treatment/recovery,
confidentiality from her partner or other family
members is important. SUD service providers
should also explain that if IPV is an issue for the
client, she may not want to sign a consent for
the release of information for her partner or she
can limit the disclosable information if she feels

it is safe to disclose any level of information.
Most SUD treatment providers follow the Federal
Confidentiality Rules and Regulations 42 CFR
Part 2 and HIPAA. With 42 CFR Part 2 consent
for the release of information requires providers
to list the specific information to be released. The
child welfare worker in situations where reports
of IPV has been reported must be aware of the
importance of protecting the safety of the children
and the victim while conducting an assessment.
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INTERVENTION IN THE
SUD SERVICES SETTING

For survivors of IPV, simply making an effort to
discuss the abuse can make a difference and

be intervention in itself, as long as it is done in a
supportive and non-judgmental manner. In research
with survivors of IPV, women reported that what
they most wanted from providers was to be non-
judgmental, to listen, offer information and support,
and to not push for disclosure (Chang et al., 2005).
Intervention for IPV in the SUD services setting
need not be complicated and largely falls in the
realms of support, education, and referral. Overall,
intervention by providers should be composed of
four components:

* emphasize that IPV is wrong and that no one
deserves to be mistreated or harmed

+ provide information regarding IPV, options for
dealing with it, and community resources and
services

» ask what help she needs and/or wants and
communicate continuing support

+ discuss and develop a safety plan (Chang et
al., 2006).

Similarly, Futures Without Violence (2018)
advocate using the mnemonic “CUES” to

help providers remember the basic steps of
intervention: confidentiality, universal education
and empowerment, and support (see “CUES: An
Evidence-Based, Trauma-Informed Intervention®
on next page).



VALIDATION

Even if a survivor is not ready to leave a violent
relationship, recognition and validation of their
situation is important (Miller & Glass, 2018). If a
client discloses IPV, it is important to validate that
the abuse is not her fault and no one deserves to
have a partner who is controlling, dominating, and/
or coercing them. It will be helpful to validate that
“It is never your fault if your partner harms you,
even if you are drinking or using — regardless of
what your partner or society tells you. Your use
does not justify violence against you on any level.
You deserve to be treated with dignity and respect’
(Warshaw & Tinnon, 2018).

This may be the first time that she has ever told
anyone about the violence in her relationship, and
she may have some immediate (or later) regret and
fears in doing so. Acknowledge that you understand
how difficult it must be to be living with the stress of
the relationship, and that you appreciate how brave
she was to tell you about it. This will also go a long
way in helping to establish your trust and rapport
with her. Also, emphasize that by informing you
about her situation, you can help better support her

in treatment and recovery.

EDUCATION AND EMPOWERMENT

If a client discloses IPV, it is helpful to provide
education about healthy vs. non-healthy
relationships, and the effects and consequences

of IPV. Futures Without Violence (www.
futureswithoutviolence.org), as well as many of the
organizations listed under “Additional Resources”
in this document have numerous materials that can
be used to provide this education. Many of these
are free of charge and can be used as a regular
part of the client assessment or intake packet. SUD
providers should also discuss the possible coercion
and treatment/recovery sabotage tactics that an
abusive partner may use to maintain power and
control. The Power and Control Wheel for Women'’s
Substance Abuse (available at: http://www.ncdsv.
org/images/WomensSubAbusewheelNOSHADING.
pdf) may be a helpful tool to illustrate this.
Additionally, the NCDVTMH toolkit on coercion has
some excellent information about SUD coercion
tactics: http://www.nationalcenterdvtraumamh.
org/wp-content/uploads/2018/03/NCDVTMH
MHSUCoercionToolkit2018.pdf

CUES: An Evidence-Based, Trauma-Informed Intervention

C: CONFIDENTIALITY

UE: UNIVERSAL EDUCATION AND EMPOWERMENT

S: SUPPORT

(Futures Without Violence, 2018)

Always see the patient alone for at least part of the visit and disclose your limits of confidentiality before discussing IPV.

Talk with all patients about healthy and unhealthy relationships and the health effects of violence. Provide safety information.

Disclosure is not the goal, but may occur when given the opportunity. Discuss a patient-centered treatment plan which encourages
harm reduction. Make a warm referral to your IPV partner and document the disclosure in order to follow up at the next visit.
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An important part of education and empowerment
is to also assess the survivor’s safety level. Her
immediate safety can be inquired about by asking,
“Will you be safe when you leave here today (or
when you go home)?” SUD providers can also
assist with brief safety planning. Safety planning
can help minimize the risk of harm when a violent
episode occurs. Futures Without Violence provides
a personal safety plan tool that may be helpful:
https://www.futureswithoutviolence.org/userfiles/
file/Maternal_Health/Safety%20plan%Z20English-
Consensus%20Guidelines.pdf

In rural communities, safety planning and finding

a safe place to go when needed can sometimes

be difficult. She may be socially as well as
geographically isolated from family and friends. The
provider should talk with her and help her identify
someone she might turn to in her local community,
if needed.

Safety planning should also include helping

her strategize how to be safe within her SUD
treatment plan. This may involve talking with

her about how it might be safest to contact her,
including by what means as well as when and
where; strategizing how to keep treatment related
appointments; determining if stalking or harassment
when attending appointments may be an issue of
concern; if she has children, how will her treatment
plan impact them (this may be particularly important
if inpatient treatment is recommended); etc.
(Warshaw & Tinnon, 2018).
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SUPPORT

Helping an IPV survivor receive information
about possible sources of support is key for
intervention.

Supportive professionals can help the survivor
become less isolated, develop more detailed safety
plans, understand her options, and receive support
for her decisions about the relationship. You should
familiarize yourself with any IPV programs and/

or advocacy services in the local area. Any client
who has disclosed IPV should be referred to IPV
support and advocacy services. It may be helpful
to ask if she has ever accessed IPV services in the
past and if she would consider accessing services
now. SUD providers should be familiar with local
IPV services, and preferably have an established
relationship with those services. In rural areas, it

is possible that the nearest IPV services may be
located many miles away. If you have a wide client
catchment area, it may mean that you familiarize

yourself with more than one IPV agency that serves
survivors within that area. In order to provide a
warm referral, you may want to offer to allow the
client to use your office phone to call the local IPV
resource. You can complement this with a brochure
or card from the local IPV agency if it is safe for the
client to take it with her.

In addition to local resources, it is also helpful

to provide a survivor with the National Domestic
Violence Hotline at 800-799-7233. An easy way

to remember this number is 800-799-SAFE. The
national hotline number is available to survivors,
regardless of where they are located, and can get
them in touch with local services in their area. This
is a helpful resource for women to know about

for times when she may be away from her home
community, or in the case of rural survivors, if they
are unable or do not want to access local services.



IPV survivors consistently report that one of the
most helpful things they did to reduce violence

is to access advocacy and support services.
However, for a variety of reasons, the majority of
IPV survivors do not access these services (Miller
& Glass, 2018). Technology-based advocacy

and interventions might be a promising way to
provide IPV survivors with information and safety
planning. The “myPlan” app (available at: https://
www.myplanapp.org/ ) is a downloadable app

(for computers, tablets, and smartphones) to
identify and make safety decisions about an
abusive relationship, or to help friends and family
members support an IPV survivor. The “myPlan”
app was developed through research by Johns
Hopkins University and tested with thousands

of survivors, domestic violence advocates, and
healthcare providers. Survivors who used the
“‘myPlan” app have been shown to have improved
safety decision-making, increased use of safety
strategies helpful for safety and well-being and
were more likely to leave the relationship (Miller &
Glass, 2018). SUD service providers may want to
download the app onto a computer or tablet in their
office, and assist clients with using it, or allow them
to use it privately. This may be a particularly useful
tool for use in rural areas, where IPV advocates
may not be accessible or immediately available.
Further, rural survivors, who have concerns related
to confidentiality & privacy when accessing local
services, may find the app more appealing, since
the electronic app allows anonymity.
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WHEN IPV IS SUSPECTED
BUT NOT DISCLOSED

When IPV is suspected but not disclosed, the
woman’s choice must be honored. As mentioned,
only she can know when it is safe for her, physically
and emotionally, to disclose the abuse. However,
regardless if disclosure occurs or not, intervention
can still occur by offering educational information
and available resources and services, including
local and national hotline numbers. It is helpful

to present the information in a way that respects
her decision not to disclose yet empowers her

with vital resources. For example, you might say,

‘I am really glad to hear that violence isn’t part of
your relationship. Please let me know if you would
ever like to revisit this. Because we know that it
happens in so many relationships, especially when
substance use is involved, and because no one
ever deserves to be abused, I'd like to offer you
some information and resources so that you can
help a friend, a sister, or any other women whom
you care about, if need be.” Then, allow the woman
to determine whether or not she wants to take any
information with her (Dudgeon & Evanson, 2014).

Another approach is to say, “Thank you for
answering questions about intimate partner
violence, as | know that might be difficult to talk
about. Please know that | am always open to
listening to any concerns you have with your
relationship, because we know that those concerns
can affect your treatment and recovery.” You can
revisit this issue again during subsequent meetings
and as your relationship develops.






FINAL
RECOMMENDATIONS
FOR PRACTICE

SUD treatment and recovery support providers
should implement protocols that make
universal questions to assess for IPV a part of
assessment with all clients.

* Regardless of the response to IPV
screening, provide universal information
and referral to local IPV services.

Be very clear in your discussions with clients
about how you will maintain confidentiality; but
also discuss the limits of that confidentiality.

Work with your local/state IPV and child
welfare programs to establish cross-training

for your agency/staff. Insure that all your SUD
treatment/recovery staff receive training on

IPV and child welfare. In turn, your agency can
agree to provide SUD training for your local IPV
and child welfare agencies/staff.

Have IPV educational materials and referral
information available for clients.

An integrated approach will most effectively
address IPV and behavioral health issues.
However, integrated care may not be
realistically achievable in rural areas, where
health and human services are limited and may
have large geographical distances separating
them.

Rural agencies and professionals working with
women survivors of IPV who have behavioral

health concerns (e.g., mental health providers,
SUD providers, IPV agencies, primary care
providers, law enforcement, first responders)
could consider establishing memoranda of
agreement to guide interagency collaboration
regarding information sharing, referrals, and
timely service referral and access. (Van Deinse
et al., 2018)

Trauma-informed treatment is helpful in working
with IPV survivors. However, trauma-informed
treatment may not be enough, as IPV survivors
face issues that a general trauma model does
not address:

* Criminal justice issues related to IPV,
unique from issues related to substances

» Co-parenting with abusive partners and
custody issues

« Stalking and threats by current or former
partners

* Legal remedies such as protection orders
+ Coercive efforts by abusive partners to
undermine survivors’ SUD treatment and

recovery (Macy & Goodbourn, 2012).

IPV-informed and gender-specific treatment
(SAMHSA, 2011) will have the best results.



JESSICA

AGE 27
GROCERY STORE CHECKER
MARRIED, 2 CHILDREN



CASE EXAMPLE

Now that you have an understanding of how IPV
and SUDs intersect, the following case example
of Jessica, a woman residing in a rural area, will
help to illustrate the translation of this information
to practice. As you read, consider for yourself how
you might interact with and best support Jessica,
given the unique circumstances in your practice
and agency.

BACKGROUND

Jessica is a 27-year-old White female who is
referred for substance use evaluation and possible
referral to treatment services after being arrested
for driving under the influence (DUI). Jessica was
involved in a single motor vehicle crash, in which
she crashed her car into an electrical pole along a
county highway at 1:00 AM. Jessica’s blood alcohol

level was 0.21, well above the legal limit, and her
serum toxicology screen taken in the Emergency
Room also tested positive for marijuana. Jessica
suffered only minor cuts and bruises in the
accident.

COUNSELOR FIRST IMPRESSIONS

Theresa is a licensed SUD counselor who
conducts Jessica’s court-ordered assessment.
The assessment is to determine if Jessica has a
SUD or other mental health concerns and to make
recommendations regarding level of care for SUD
treatment and referrals for other health care issues
including mental health. She notes that Jessica is
quiet, reserved and has poor eye contact. Jessica
seems embarrassed and remorseful about her
recent DUI and arrest. Theresa observes that



Jessica has some bruises on her forehead that are
beginning to fade, as well as an additional darker
bruise on her left cheek and dark bruises on the
backs of her forearms. When Theresa asks about
her bruises, Jessica says, “Yeah, | got them in the
car accident,” and pulls her sleeves down over her
arms to cover the bruises located there.

Bruises of different degrees of healing may
indicate injuries which occurred at varying
points in time. It is not uncommon, during a
violent episode, for women to put up their
forearms to protect their face/head/chest.
Injuries to the backs of forearms of this type
are called defensive posture injuries.

ASSESSMENT

As a licensed SUD counselor, Theresa

is skilled at SUD assessment. For other
professionals, who are not trained in
SUD assessment, an excellent evidence-
based approach to identifying patients

who use alcohol and other drugs at risky
levels is Screening, Brief Intervention and
Referral to Treatment (SBIRT) https.//www.
samhsa.qov/sbirt In this particular case
the referral to treatment part of SBIRT will
be the most helpful to Jessica.

Before beginning, Theresa explains to Jessica that
what she shares with her will remain confidential,
unless she signs a consent for the release of
information to each specific person or entity
according to the Federal Confidentiality Rules and

Regulations 42 CFR Part 2. She also tells her about
the requirements as a mandated reporter for child
maltreatment and vulnerable adults and explains
that these are legal mandates to report which are
outside of the confines of these confidentiality rules
and regulations.

Theresa learns that Jessica grew up in a very small
town 35 miles from the treatment center where the
evaluation is occurring. She has been married for
seven years and has two children, ages six (male)
and two (female). They rent an old farmhouse a
few miles outside of the town where Jessica grew
up. Jessica works as a checker at the local grocery
story in her hometown. Her husband was working
as part of a home construction crew but lost his job
a few months ago and has been unable to find work
since.

Findings from the evaluation include:

* Occasional alcohol and marijuana use in high
school.

* Began drinking alcohol more often after she
married her husband. Reports that she felt
intoxicated after drinking five to six beers but
now it takes her eight to nine beers to feel the
same effect. She drinks heavily both Friday and
Saturday nights with her husband plus four or
five beers on Sunday.

» Jessica uses marijuana with alcohol and
marijuana nightly to help her get to sleep.

As part of the assessment the counselor screens
for risk of harm to self or others. Jessica indicates
that while she is not suicidal now, she has had
thoughts of suicide in the past. She states that
she has never been prescribed medications


https://www.samhsa.gov/sbirt
https://www.samhsa.gov/sbirt

for depression or anxiety. Theresa suggests

that Jessica visit her primary care provider for
assessment of depression or other mental health
concerns. Jessica indicates that she would not be
comfortable discussing mental health concerns
with the doctor she normally sees, because her
cousin works in the doctor’s office and she’s
worried she would find out and “spread it all over
town”. Theresa understands that providers in

rural communities must also adhere to HIPAA
requirements for confidentiality but also knows
there can be general community chatter within a
health care facility. She asks if Jessica would be
interested in seeing a provider at the Community
Health Center, which is a block away from the SUD
treatment center and suggests that Jessica can call
from her office before she leaves today.

TREATMENT PLAN

Theresa recommends that Jessica attend an
intensive outpatient program as she meets the
criteria for admission to treatment at this level
according to the American Society of Addiction
Medicine (ASAM) Criteria and Continuum of Care
(2.1 Intensive Outpatient treatment). Theresa
explains that this will involve 9 to 19 hours of group/
services provided by a SUD professional per week.
She also explains that as long as she is involved

in treatment services, Jessica should be able to
get a work permit to drive to/from work and her
treatment.

ASAM criteria can be found at: https.//
www.asam.org/asam-criteria/about and

DSM-V diagnosis/diagnostic criteria at:
https://www.psychiatry.org/psychiatrists/

practice/dsm



https://www.asam.org/asam-criteria/about
https://www.asam.org/asam-criteria/about
https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.psychiatry.org/psychiatrists/practice/dsm

Theresa is trained in Motivational Interviewing

and assesses Jessica’s motivation for change in
relation to her substance use. Jessica is uncertain
and reluctant about her ability to make a change in
her substance use. Her primary concern is about
the number of hours she will have to spend in
treatment services each week. She becomes very
upset and states, “That’s too much; | can’t leave my
kids alone with him that much.” Theresa asks why
she is worried about leaving her kids alone with her
husband. Jessica quickly says, “No, that's umm.....|
just can’t be away from my kids that much. They
need me.”

For more information about the use

of Motivational Interviewing with SUD

treatment, please see SAHMSA’s Quick

Guide for Clinicians: https.//store.samhsa.
ov/product/Enhancing-Motivation-for-

Change-in-Substance-Abuse-Treatment/
SMA12-4097

SCREENING FOR SUD
COERCION AND IPV

Theresa asks Jessica to describe her relationship
with her husband. Jessica looks at her rather
startled, and says, “It's fine. He’s a good dad,” and
then looks down. Theresa asks, “How does he

feel about your drinking and marijuana use?” To
which Jessica replies, “Sometimes it makes him
mad. But he uses t00.” Theresa then says, “Many
people report their partner makes them use alcohol
or other drugs, or makes it hard for them to stop or
prevents them from stopping, or uses their alcohol
or other drug use as a way to control them, or does
other hurtful things related to their alcohol or other
drug use. Does this sound like anything you might
be experiencing?” (Warshaw & Tinnon, 2018).
Jessica, looking down, responds, “Yeah, maybe
some of those things.” With further discussion,
Jessica reports that her husband sometimes makes
her drink more than what she would like, threatens
to hurt her if she does not drink or use pot along


https://store.samhsa.gov/product/Enhancing-Motivation-for-Change-in-Substance-Abuse-Treatment/SMA12-4097
https://store.samhsa.gov/product/Enhancing-Motivation-for-Change-in-Substance-Abuse-Treatment/SMA12-4097
https://store.samhsa.gov/product/Enhancing-Motivation-for-Change-in-Substance-Abuse-Treatment/SMA12-4097
https://store.samhsa.gov/product/Enhancing-Motivation-for-Change-in-Substance-Abuse-Treatment/SMA12-4097

with him, and encourages her to drink so she’s
“more fun” in their sexual activities. Now that she
has a DUI her husband has told her that if she ever
leaves him, he’ll get custody of the kids, because
the judge will see her as “a drunk”.

Theresa explains to Jessica that because drug
and alcohol use is often tied to problems in a
relationship or feeling unsafe in a relationship, she
asks all her clients some routine questions that
may help her understand Jessica’s substance use
history and will provide information for Theresa to
help Jessica in her treatment plan. Theresa then
asks the four IPV screening questions from the
HITS tool (Shakil et al. 2014):

Does your partner

» Physically hurt you? (Jessica responds
“sometimes”)

* Insult you or talk down to you fairly often?
(Jessica responds “yes”)

* Threaten you with harm? (Jessica responds
“sometimes”)

» Scream or curse at you fairly often? (Jessica
responds “yes”)

In further discussion, Jessica confides that her
husband sometimes made fun of her and called her
names when they first started dating, “but he was
just joking around.” Shortly after they got married,
he hit her for the first time after she refused to

clean up a beer that he had spilled in the carpet.
Since that time, “we argue a lot, more when we are
drinking, but he doesn’t hit me that often. He did get
pretty mad when | crashed the car and got arrested
for DUI, though.”

Theresa asks Jessica if any of her friends or family
know what she is experiencing in her relationship,
and she tells Theresa that she was an only child.
Her father died when she was young and her
mother now lives in another state. She confides
that she has few friends because her husband likes
her to spend time with him and would get angry

if she went out with friends. They used to rent a
house in town, and on occasion, she was able to
see some of her friends she had since high school.
About two years ago her husband decided to rent a
farmhouse a few miles outside of town. Her nearest
neighbor is about two miles away and the only
times she sees her friends now is at the grocery
store where she works.

Theresa reminds Jessica that while the laws in

her state do not require her to report IPV or child
exposure to IPV, she is required to report any
direct child maltreatment. Jessica states, “No, he
never hurts the kids. He’s a really good dad.” She
denies that he has ever physically hurt either of
the children. She states the children are devoted

to their father and he is a good dad but worries
about the aggressive behaviors he is teaching
their five-year-old son. She worries, in particular,
about the impact of their son witnessing his father’s
anger in the home when he yells and screams. Her
son is beginning to engage in the same behavior
when he becomes angry. She has noted that he

is aggressive with other children on play dates.
Another parent has even talked with her about her
concerns.



IMMEDIATE ACTIONS

Theresa thanks Jessica for being open and letting
her know what is going on in her relationship

with her husband. She tells Jessica, “All of the
information you shared with me is important for

me to understand how to best support you in

your treatment and recovery. However, the most
important thing that you need to know is that the
ways in which your husband is treating you can be
defined as abuse, and that is not your fault, and
your alcohol and drug use is not a reason for your
husband to treat you in this way.” Jessica becomes
tearful and says, “It's not really that bad. | should
not have told you about it. He'll be really mad if he
finds out.” Theresa reminds Jessica that she or her
agency cannot release any information about what
they have discussed without her written permission.
She asks Jessica if she wants to sign a consent
for the release of information for her husband.
Theresa goes on to explain that without this signed
release she cannot talk with her husband or release
any information. Jessica asks if the release would
just allow the counselor to tell her husband that
she attended the sessions. Theresa says, “Yes,
the release could permit just that information to

be disclosed.” Jessica states, “Then let’s do that
because he might try and call the treatment center
and check-up on me.”

Theresa tells Jessica that she is concerned for

her safety, and asks her, “Will you be safe when
you leave here and go home?” Jessica says she
believes that she will and adds, “He knows that I'm
court-ordered to come here, so he’ll let me do that.”

Theresa asks Jessica what she would like to do in
the relationship, and Jessica tells her that she does



not want to leave her husband. She loves him and
she just wants the abuse to stop. She is also very
fearful that if she were to leave, she would lose
custody of her children now that she has a DUI
charge.

Next, Theresa asks if Jessica has ever utilized the
IPV resources that are available in her community,
or if she is aware of what is available. Jessica says
that she did call them one time when she was
contemplating leaving her husband, “but they are
located way over in Richland” (a town 20 miles
away). “They told me they could put me up at a
safe house in Richland, but | know he would drive
all over the county and find my car and then find
us, and then he’d be really mad. So | never called
them back.” Jessica has also been afraid to call 911
because she and her husband were high school
friends with the sheriff’'s son, and “l would just be
too embarrassed and | don’t even know if he would
do anything.”

Theresa tells Jessica that she will support whatever
decision she makes with her relationship, but she
wants to help her be as safe as she can. She asks
if she would be willing to contact the local IPV
advocacy services to talk with them about safety
planning, but Jessica says, “No. | don’t need to

talk to them. It's not that bad, really.” Theresa tells
her about the “myPlan app” and shows it to her on
her computer. Theresa asks Jessica to go through
the questions on the app to help her determine the
level of danger in her relationship with her husband.
She tells her she will give her some privacy and will
check back in with her when she is done. In using
the “myPlan” app, Jessica learns that she may be
in “severe” danger in her relationship. Theresa asks
Jessica again if she would consider talking with

one of the local IPV advocates. She tells Jessica
that she knows the local IPV advocates and can
call them and see if one could meet with Jessica
over a video (telehealth) session and talk about
her individual situation. Jessica agrees this time,
and after getting the session set up on her office
computer, Theresa gives Jessica some privacy in
her office to talk with the IPV advocate.

When Theresa returns to her office, Jessica tells
her that the IPV advocate she spoke with was
helpful and gave her some ideas about what she
could do to try to be safer in her relationship. The
IPV advocate also suggested that she and Jessica
teleconference over video and discuss some further
options, and Theresa offers to help Jessica set this
up either before or after she comes to her group
SUD meetings.

Theresa shows Jessica the Power and Control
Wheel for Women with SUDs, and Jessica says,
“Yeah, he does a lot of those things.” They discuss
some of the ways that her husband uses coercion
in relation to her alcohol and drug use and discuss
possible strategies to cope with this.



NEXT SESSION

Jessica indicates to Theresa that she has not
drank or used pot since their last meeting, but that
her husband is trying to sabotage her efforts at
completing her treatment program. He is drinking

in front of her and is using marijuana frequently. He
has been leaving both on the kitchen counter for
her to see and becomes angry when she refuses to
drink or smoke with him. She comes home to her
two-year old in a diaper that needs to be changed
and the six-year old enjoying non-stop screen time.

Jessica tells Theresa that she was able to see an
Advanced Practice Nurse Practitioner (APRN)

at the Community Health Center, and discussed
her depression and anxiety. While she was asked
questions about IPV, she did not feel comfortable
disclosing at that time, and so she said no to

all questions. The APRN (who was trained in
addiction science and motivational interviewing,
and understands the stigma associated with SUD)

asked her about her drug and alcohol use. Jessica
reports she told her that she is starting treatment
for alcohol and marijuana use. After further
discussion about her depression and anxiety, the
ARPN prescribed an antianxiety/antidepressant
medication for Jessica and asked her to return in
four weeks for further assessment.

PROGRESS

For the next two weeks, Jessica continues to
adhere to treatment recommendations. Her random
drug/alcohol screens have tested negative and
Theresa reminds her that as long as her screens
remain negative, she will be able to keep her permit
to drive to work, treatment, and her kids’ activities.
Jessica has met with the local IPV advocate via
video conference twice, and Theresa allows her to
use her computer in her office for these sessions.



Jessica reports that her husband has increased his
frequency and amount of alcohol and marijuana
use and continues to sabotage her treatment/
recovery in multiple ways. Jessica reports it is
becoming more difficult to maintain her sobriety, as
he is increasing his name calling and belittling of
her. “He says | think I'm better than him because
I’'ve quit drinking, and that makes him angry.” He
has not hit her again but makes frequent threats.
She reports that he is becoming suspicious of her
activities while at treatment meetings and accuses
her of “talking with other guys.” Jessica reports that
her husband has been trying to find work, but it is
difficult because he has a reputation in their small
community of drinking on the job and no one wants
to hire him.

One day, Jessica’s husband calls the treatment
agency and demands to know what Jessica is
doing and talking about during the group. Theresa
speaks with him and says to him “It appears that
you are interested in Jessica’s treatment. Jessica

has attended all her scheduled sessions and she
would like to invite you to the family education
session, which we think is helpful for family
members.” Theresa provides him with the date and
time of the family session. He does not attend.

While family treatment is encouraged when
possible, caution needs to be used with family
treatment in cases of IPV.



There are any number of possible scenarios for how Jessica’s story could end. Undoubtedly,
all providers would want Jessica to fully engage with her treatment and recovery plan, follow up
for her mental health needs, and receive the necessary IPV support and advocacy for her and
her children to be safe and free from IPV. In the ideal ending to this case, Jessica would stay
connected with her new provider at the Community Health Center for appropriate treatment
for her depression and anxiety. She would attend all her treatment program appointments and
group meetings and engage with her treatment plan. She would also access support services
through the IPV program that serves her community, to identify options available to her, and
assist with implementing the options that best serve Jessica and her children. However, in
reality, there are many possible ways that Jessica’s story could end. The following examples
illustrate just some of the possibilities.

A. During a particularly explosive episode, when Jessica’s husband
threatens to shoot her with his hunting rifle, Jessica is able to call 911
and hide in the barn with her kids until the local deputy sheriff arrives 35
minutes later. Jessica’s husband is arrested for IPV and is court ordered
into batterers’ treatment as well as SUD treatment services. Given the
limited resources in the rural area, Jessica and her husband end up in
the same treatment program. The agency is very conscious to make
sure that they are put into separate groups, have different counselors,
and individualize a treatment plan that is best for each of them. Jessica
is now involved with the child protection system as the law enforcement
officers who visited her home believe the children are at-risk. The child
protection unit recommends that her son participate in therapy and that
she leave the home for the safety of herself and her children. Jessica
works with IPV advocates to obtain an order of protection and begins
making plans to divorce her husband.

B. Jessica remains with her husband and does not continue with any
IPV support services or follow-up with the APRN. Her husband insists
on driving her to and from her treatment appointments and waits
outside, monitoring her time spent there. Jessica eventually stops going
to her SUD treatment services and returns to alcohol and marijuana use
with her husband. Her son’s teacher makes a report to child protective
services because of continued aggressive behaviors and bruises that
were noted on several occasions. After investigation by child protection,
both children are placed in foster care.



C. Jessica does not follow up with the APRN for further evaluation and
treatment of her depression. She continues with her SUD treatment, but
one night her husband threatens to take the children and leave her if
she does not get high with him. Jessica is fearful he will follow through
with his threat and complies with his demands and drinks with him and
smokes marijuana. Later, Jessica feels defeated and embarrassed to go
back to treatment, knowing her urine screen will show she has returned
to use. She feels depressed, and with little ability to cope with the
trauma and abuse anymore, Jessica dies by suicide.

D. Jessica works with the local IPV services to fully develop a safety
plan, with an eventual plan to leave the relationship. When she attempts
to leave with her children, her husband becomes enraged and kills her,
their two children, and himself.

E. Jessica is able to access support services for her IPV victimization.
She returns to the APRN for follow-up of her depression and anxiety
and reports fewer symptoms with medication. She remains in her
relationship with her husband but begins to believe in her own worth
again. Additionally, with the support and understanding of her situation
by her SUD counselor, Jessica successfully completes her treatment
program and is able to recognize her husband’s coercion tactics and
makes her best effort to work on her SUD recovery. However, her
husband continues to use substances and his violence toward Jessica
continues. Her son participates in play therapy with a trained counselor
to address his aggressive behaviors at the same center where she
receives treatment.






CONCLUSION

Jessica’s story is not uncommon and provides

a snapshot into the life of a rural woman with a
SUD, in the context of trying to cope while living

in a violent relationship. Theresa, Jessica’s SUD
counselor, creates a trusting space where Jessica
can disclose the abuse that is occurring, provides
validation that neither Jessica or her substance

use are at fault for the abuse. By providing some
brief intervention, through education and referral to
services, Theresa creates opportunities for Jessica
to receive the support she needs, not only for her
substance use needs, but for her mental health and
IPV needs as well. All of this increases the chances
of Jessica breaking her isolation and receiving

the needed support. While Jessica’s eventual
outcomes cannot be known, Theresa’s actions
enhance the chances for Jessica’s successful
treatment, recovery, and overall health.

Similar to other health care practitioners, SUD
professionals can make a significant difference
with clients involved in IPV. Increasing clinicians’
knowledge, skills, and attitude about IPV can be
achieved through in-service trainings using this
product and many of the resources listed below. In
addition, the Mountain Plains ATTC is available to
provide additional training and technical assistance
on IPV and SUDs and can be reached at www.

mpattc.org.


http://www.mpattc.org
http://www.mpattc.org

ADDITIONAL
RESOURCES

FUTURES WITHOUT VIOLENCE

https://www.futureswithoutviolence.org

Provides groundbreaking programs, policies, and campaigns that empower individuals and organizations working to
end violence against women and children around the world. A multitude of resources and tools related to all types of
violence are available. Client education materials are also available, many at no cost.

MOUNTAIN PLAINS ADDICTION TECHNOLOGY TRANSFER CENTER (MPATTC)

https://attcnetwork.org/centers/mountain-plains-attc/home

Provides training and technical assistance regarding substance use disorders to providers in HHS Region 8. Website
has a wealth of trainings and products available.

MOUNTAIN PLAINS MENTAL HEALTH TECHNOLOGY TRANSFER CENTER (MPMHTTC)

https://mhttcnetwork.org/centers/mountain-plains-mhttc/home

Provides training, resources, and technical assistance to individuals serving persons with mental health disorders in
HHS Region 8. Particular attention is given to agricultural communities.

NATIONAL CENTER FOR VIOLENCE PREVENTION AND CONTROL, CENTERS FOR DISEASE PREVENTION
AND CONTROL (CDC)

https://www.cdc.gov/injury/

Provides data and evidence-based prevention and intervention strategies to address all types of violence, including
IPV.

NATIONAL CENTER ON DOMESTIC VIOLENCE, TRAUMA, AND MENTAL HEALTH

http://www.nationalcenterdvtraumamh.org

Provides training, support, and consultation to advocates, mental health and substance abuse providers, legal
professionals, and policymakers as they work to improve agency and systems-level responses to survivors and their
children. Very good resources on substance use coercion in IPV.


https://www.futureswithoutviolence.org
https://attcnetwork.org/centers/mountain-plains-attc/home
https://mhttcnetwork.org/centers/mountain-plains-mhttc/home
https://www.cdc.gov/injury/
http://www.nationalcenterdvtraumamh.org

NATIONAL COALITION AGAINST DOMESTIC VIOLENCE (NCADV)

www.ncadv.org

NCADV serves as a national information and referral center; supports coalitions at the local, state, regional, and
national levels; and advocates policy development and innovative legislation.

NATIONAL DOMESTIC VIOLENCE HOTLINE

www.thehotline.org

(800) 799-SAFE

Provides support, referral and crisis counseling to survivors as well as information for others. The website also offers
live help through a private online chat feature.

NATIONAL HEALTH RESOURCE CENTER ON DOMESTIC VIOLENCE

www.futureswithoutviolence.org/content/features/detail/790

The center offers a wealth of culturally relevant educational materials that are appropriate for a variety of health and
human services settings. They also have client education materials, many at no cost.

NATIONAL ONLINE RESOURCE CENTER ON VIOLENCE AGAINST WOMEN

www.vawnet.org

This online resource library offers thousands of materials on violence against women and related issues.

RURAL HEALTH INFORMATION HUB: VIOLENCE AND ABUSE IN RURAL AMERICA

https://www.ruralhealthinfo.org/topics/violence-and-abuse

Provides information on FAQs, resources, organizations, models and innovations, and funding opportunities specific
to rural areas.

SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION: TIP 25: SUBSTANCE ABUSE
TREATMENT AND DOMESTIC VIOLENCE

https://store.samhsa.gov/product/TIP-25-Substance-Abuse-Treatment-and-Domestic-Violence/SMA12-3390

This guide presents treatment providers with an introduction to domestic violence and has useful information on the
role of substance abuse in domestic violence.


http://www.ncadv.org
http://www.thehotline.org
http://www.futureswithoutviolence.org/content/features/detail/790
http://www.vawnet.org
https://www.ruralhealthinfo.org/topics/violence-and-abuse
https://store.samhsa.gov/product/TIP-25-Substance-Abuse-Treatment-and-Domestic-Violence/SMA12-3390
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