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The National Health Resource Center on Domestic Violence offers:
• Personalized, expert technical assistance via email, fax, phone, internet, postal mail and 

face-to-face at professional conferences and meetings around the nation.
• Free, downloadable health care information folios focusing on various specialties, 

populations and key issues. These include fact sheets, model programs and strategies, 
bibliographies and protocols.

• Educational and clinical tools for providers and patients. These include: clinical practice 
recommendations for adult and child health settings; papers on health privacy principles 
that protect victims, coding and documentation strategies, and more; screening and 
response training videos; comprehensive resource and training manuals; clinical reference 
tools; and patient education materials.

• A Health E-Bulletin highlighting innovative and emerging practices in addition to well-
documented and rigorously evaluated interventions.

• Models for local, state and national health care and domestic violence policy making.
• A webinar series with expert presenters, and cutting edge topics.
• Tools, strategies and personalized assistance to help health care professionals and 

advocates join the annual Health Cares About Domestic Violence Day, which is dedicated 
to raising awareness about abuse among health care professionals. 

• A biennial National Conference on Health and Domestic Violence – a scientific meeting at 
which health, medical and domestic violence experts and leaders explore the latest health 
research and programmatic responses to domestic violence.

• A virtual toolkit for health care providers and DV advocates to prepare a clinical practice 
to address domestic and sexual violence, including screening instruments, sample scripts 
for providers, patient and provider educational resources; and for community health 
centers and partnering domestic violence programs: www.ipvhealthpartners.org.
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https://www.futureswithoutviolence.org/health/national-health-resource-center-on-domestic-violence/
https://www.futureswithoutviolence.org/health/national-health-resource-center-on-domestic-violence/
https://www.futureswithoutviolence.org/resources-events/get-the-facts/
https://secure3.convio.net/fvpf/site/Ecommerce/567623699?FOLDER=1049&store_id=1241
https://www.futureswithoutviolence.org/health-e-bulletin/
https://www.futureswithoutviolence.org/resources-events/webinars/
https://www.futureswithoutviolence.org/health/health-cares-about-domestic-violence-day/
http://nchdv.org/
http://ipvhealth.org/
http://www.ipvhealthpartners.org/
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Domestic violence programs provide victims of domestic and 
dating violence and their children with:

• Shelter
• Safety planning
• Crisis counseling
• Information and referral
• Legal advocacy
• Additional support services
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TTA to 50% of health centers may be done via webinars, workshops, in-
person conference/meeting presentations, and other distance learning, 
and must begin within the project performance period. 



Meaningful state/territory-wide partnerships for training, problem solving service 
barriers, implementation of domestic violence and human trafficking assessment and 
intervention at community health centers to establish referral protocols with local 
domestic violence programs, and feature domestic violence and health discussions at 
upcoming conferences, webinars, workshops and other in-person events and through 
distance learning. 

Leadership teams participate in a learning community including: one staff from each 
PCA/DVC/DH attend one Kick-off Meeting in San Francisco (January 23-24, 2018), 
attend one (2-day) in-person state Training of Trainers (TOT) (including continuing 
medical education credits for MDs/DOs), and one in-person administrative meeting, 
as well as monthly Leadership Team webinars (starting December 2017) and monthly 
Leadership Team/demonstration site webinars (starting April 2018).
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TTA to 50% of health centers may be done via webinars, workshops, in-
person conference/meeting presentations, and other distance learning, 
and must begin within the project performance period. 
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Given their enormous reach and overarching goals to promote health and safety, health 
centers are uniquely positioned to be leaders in violence prevention across the U.S. in 
partnership with domestic and sexual violence (DV/SA) programs that offer support, safety 
planning and coaching to address social determinants of health and promote wellness. 

Between 2014-2016 FUTURES provided training and workflow redesign support to 10 health 
centers and 10 DV/SA programs across the U.S. as part of the Improving Health Outcomes 
Through Violence Prevention Pilot Project.  Identifying promising ways to promote the health 
and safety of patients, health centers and partnering DV/SA programs tested all steps to 
address and respond to domestic violence. Key findings are distilled into an actionable virtual 
toolkit www.ipvhealthpartners.org for other health care providers, administrators, DV/SA 
advocates, and community partners to easily adapt for their own settings. 

The next step is to now demonstrate these important interventions statewide/territorywide; 
to expand the response to include human trafficking more fully; and to develop replicable 
models of shared leadership between domestic violence coalitions, primary care associations 
and state departments of health. 

Together, this will foster sustainable systems level transformation for health centers to 
partner with domestic violence programs to promote health and safety outcomes for their 
patients and offer communities a model to effectively address a key social determinant of 
health.
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https://www.futureswithoutviolence.org/health/improving-health-outcomes-through-violence-prevention/
http://www.ipvhealthpartners.org/


Phase 1 (FY2015)
La Clinica del Pueblo and DC SAFE (Washington, DC)

FamilyCare HealthCenter (Scott Depot, WV) and Branches Domestic Violence Shelter 

(Huntington, WV)

Family Oriented Primary Health Care Clinic and Penelope House (Mobile, AL)

Phase 2 (FY2016)
Brockton Neighborhood Health Center and Family and Community Resources 

(Brockton, MA)

CommuniCare Health Center and Empower Yolo (Davis, CA)

Eastern Iowa Health Center and AMANI (Cedar Rapids, IA)

La Comunidad Hispana and Domestic Violence Center of Chester County (Kennet

Square, PA)

Mariposa Community Health Center and Catholic Community Services (Nogales, AZ)

Thundermist Health Center and Sojourner House (Woonsocket, RI)
Rinehart Clinic and Tillamook 

*Women’s Resource Center and Northwest Senior and Disability Services (Tillamook, 

OR) 

*(this center’s participation funded by HHS OAH)
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Participation in a learning community includes: 
• one staff from each PCA/DVC/DH attend one Kick-off Meeting in San Francisco 

(January 23-24, 2018)
• attend one (2-day) in-person state Training of Trainers (TOT) (including continuing 

medical education credits for MDs/DOs), and one in-person administrative 
meeting

• monthly Leadership Team webinars (starting December2017) and 
• monthly Leadership Team/demonstration site webinars (starting April 2018).
• leadership team participation in the evaluation and funder reports. 
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State/Territory Domestic Violence Coalitions (DVCs) Roles and Responsibilities:

• Participate in a learning community including: attend one Kick-off Meeting in San 
Francisco (January 23-24, 2018), attend one (2-day) in-person state Training of 
Trainers (TOT), and one in-person administrative meeting, as well as monthly 
Leadership Team webinars (starting December 2017) and monthly Leadership 
Team/demonstration site webinars (starting April 2018).

• Provide expertise to serve as trainers on the HRC evidence-based curriculum and 
online toolkit for health centers and domestic violence program partners. 

• Provide support to the engaged DV/social service programs to respond to training 
requests and referrals from health centers to address health issues of their clients 
and to facilitate bi-directional referrals.

• Facilitate the establishment of MOUs (see sample provided) between health 
centers and social service organizations working to implement the intervention as 
well as other prep work for the health centers prior to conducting trainings. 
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• Participate in a learning community including: attend one Kick-off Meeting in San Francisco (January 23-24, 
2018), attend one (2-day) in-person state Training of Trainers (TOT), and one in-person administrative 
meeting, as well as monthly Leadership Team webinars (starting December 2017) and monthly Leadership 
Team/demonstration site webinars (starting April 2018).

• Gain awareness on how to effectively operationalize the curricula in health centers, with the option to be co-
trainers with the DVC, PCAs will observe and engage in the state TOT. 

• Identify opportunities to align this project with existing and emergent health center priorities.
• Offer a variety of methods to support the DVC in convening health centers for trainings such as (but not 

limited to) offering incentives support for travel to trainings, prioritizing and allocating time to address the 
topic in annual state/territory based meetings.

• For all trained entities, facilitate the establishment of MOUs (see sample provided) between health centers 
and social service organizations working to implement the intervention as well as other prep work for the 
health centers prior to conducting trainings. 

• Serve as a key resource, along with the HRC, to support the operationalization of the health center toolkit and 
other materials to support the integration of response to IPV and human trafficking into standard practice in 5 
designated community health centers and to 50% of health centers across the state. 

• Training of 50% of health centers may be done via webinars, workshops, in-person 
conference/meeting presentations, and other distance learning, and must begin within the project 
performance period. 

• Operationalization should promote universal education on IPV and human trafficking in clinical 
settings, how to build DV advocacy partnerships, disseminate patient education materials on how 
IPV affects health, and identification of policies that advance systems change.

• PCAs should also identify staff to participate in regular Technical Assistance (TA) calls with the HRC 
and participating health clinics, and through check-in calls with appropriate staff of each clinic as 
needed. 

• TA may include activities such as advance consultation on how to prepare the practice, web-based 
and in-person training, guidance on protocol development and implementation, problem solving, 
quality improvement measures, warm referrals, collaborative behavior supports, and follow-up 
services. The HRC will provide tools and TA to support the PCA’s effort.

• Refer demonstration sites to evidence-informed practices to address human trafficking such as SOAR, those 
offered by HEAL Trafficking, FUTURES, etc. 

• On behalf of the Leadership Team, PCAs will report findings and lessons learned to the HRC in support of their 
learning community and evaluation efforts. Through the gathering of lessons learned, PCAs will offer support 
for the implementation and refinement, as needed, to the online toolkit or other materials to support 
comprehensive, culturally competent responses to intimate partner violence and human trafficking.
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http://www.ipvhealthpartners.org/
https://www.acf.hhs.gov/otip/training/soar-to-health-and-wellness-training
https://healtrafficking.org/
https://www.futureswithoutviolence.org/human-trafficking/


State Departments of Health Roles and Responsibilities:
• Participate in a learning community including: attend one Kick-off Meeting in San 

Francisco (January 23-24, 2018), attend one (2-day) in-person state Training of 
Trainers (TOT), and one in-person administrative meeting, as well as monthly 
Leadership Team webinars (starting December 2017) and monthly Leadership 
Team/demonstration site webinars (starting April 2018).

• Gain awareness on how to effectively operationalize the curricula in health 
centers, with the option to be co-trainers with the DVC, DHs will observe and 
engage in the DVCs train-the-trainer sessions with the HRC.

• Promote community coordination by connecting local health jurisdiction IPV 
efforts to health centers and DV/social service programs implementing systems 
changes.

• Identify related state/territory and local efforts (IPV and human trafficking) for the 
LEADERSHIP TEAM to align best practices during the project and align with broader 
state public health related policies and priorities (e.g., State Human Trafficking Task 
Force). 

• Identify strategies and training opportunities to integrate and align IPV and human 
trafficking responses into state/territory level health initiatives (i.e., maternal and 
child health initiatives, statewide initiatives to address social determinants of 
health, health in all policy initiatives etc.).

• Support sustainability of the integration of violence and trauma-informed systems 
of care by briefing state and local stakeholders on initiative outcomes.
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Each funded Leadership Team will receive $75,000 to participate 
in the program and will propose how to allocate those funds to 
support the project most effectively in their state/territory.

• In your application, designate how funds will be distributed to Leadership 
Team members (and to any participating health centers/DV programs), as well 
as allocation for training and sustainability efforts. 

• Include covering the costs of travel, lodging and per diem for a minimum of 3 
participants (one person from the PCA, DH, and DVC) to attend the mandatory 
Kick-off Meeting in San Francisco (January 23-24, 2018). 

• We recommend that each main partner—DVC, PCA, and DH—receive some 
share of the funds. Demonstrate fair compensation for leadership team 
partners carrying out training and engagement of the 5 CHC and 5 DV 
programs. Additionally, consider obligating funds for the 5 CHC and 5 DV 
Programs to attend your state/territory TOT. 
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HRSA-funded health centers are defined in this opportunity as health centers
designated as Public Health Service Act (PHS) Section 330 grantees, subject to 
oversight by the Health Resources and Services Administration (HRSA). Federally 
Qualified Health Centers (FQHCs) are community-based health care providers that 
receive funds from the HRSA Health Center Program to provide primary care services 
in underserved areas. They must meet a stringent set of requirements, including 
providing care on a sliding fee scale based on ability to pay and operating under a 
governing board that includes patients. Federally Qualified Health Centers may be 
Community Health Centers, Migrant Health Centers, Health Care for the Homeless, 
and Health Centers for Residents of Public Housing. Health centers for the purposes 
of this announcement do not include designated free clinics, rural health clinics, 
safety net dental clinics, or other FQHC look-alike safety net providers. Please refer to 
this link to define the Primary Care Association in your state or territory. Health 
Centers can be found via the Find a Health Center Tool. Additional background 
information on health centers can be found here. 
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http://uscode.house.gov/view.xhtml?edition=prelim&req=42+usc+254b&f=treesort&fq=true&num=20&hl=true
https://bphc.hrsa.gov/qualityimprovement/strategicpartnerships/ncapca/associations.html
https://findahealthcenter.hrsa.gov/
https://www.hrsa.gov/opa/eligibility-and-registration/health-centers/fqhc/index.html
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Community-based domestic violence programs provide victims 
of domestic and dating violence and their children with:

• Shelter
• Safety planning
• Crisis counseling
• Information and referral
• Legal advocacy
• Additional support services
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