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HIGHLIGHTS

+ Prevention is a systematic process that promotes
safe, healthy environments and behaviors,
reducing the likelihood or frequency of an
incident, injury, or condition gccurring.

» Primary prevention (taking action before a
problem arises) has been successfully applied to
other health-related conditions, such as tobacco
use and car crash injuries.

« It is important to understand the determinants of
TPVA and the role of norms.

s Health care professionals can use their tremendous
influence and credibility to help tip the balance
and more systematically prevent [PVA.

Primary prevention means taking action before a prob-
lem arises. It helps us answer the question: “What can be
done to prevent the problem from occurring in the first
place?” The goal of primary prevention in IPVA is to
create environments in which we never need to ques-
tion whether people are in danger in their relattonships.

The women’s movement, in response to the imme-
diate needs of women who were hurt or at risk, cre-
ated shelters and safe houses and strengthened legal and
medical services. At the same time they built a path to-
ward more fundamental solutions by addressing oppres-
sion and gender inequity. To truly “unlock” the key to
primary prevention of IPVA, we must build upon these
efforts, engaging the entire community.

Healthcare professionals have a vital role to play
that extends beyond direct patient care. Because they
have seen the health consequences of IPVA firsthand,
health care professionals are particularly effective when
speaking about the issue to legislators, the media, and
the broader public. They can also contribute to primary
prevention by championing change in clinical practice,
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change in organizational climate, and changes in policies
and procedures, and by being willing to serve and be
recognized as national, state, and community advocates
and leaders.

This chapter presents a framework for initiating
meaningful health sector involvement in stopping the
violence before it occurs.

What is Prevention?

Prevention is a systematic process that promotes safe,
healthy environments and behaviors, reducing the likeli-
hood or frequency of an incident, injury, or condition
occurring. Ideally, prevention addresses problems before
they occur rather than waiting to intervene after inci-
dents occur. This is called primary prevention. Examples
of primary prevention include ensuring availability of
healthy, affordable food in communities to help reduce
frequency of chronic disease and developing and man-
dating child safety restraints in vehicles to prevent injury
and death to young children.

+ Primary prevention is distinguished from
secondary prevention because it explicidy
focuses on action before the condition of concern
develops.

« Secondary prevention relies on physical
changes, symptoms and/or abnormal tests
to determine action. It focuses on responses
that take place shortly after the condition has
developed and/or is recognized.

» Tertiary prevention refers to treatment of,
and rehabilitation from, the pathophysiologic
consequences of the condition. It focuses on
longer-term responses to ameliorate and/or
prevent further negative health consequences.
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Table 10-1 outlines the prevention continuum as it
applies to IPVA.

Efforts at all three levels are important and can be
mutually supportive and reinforcing. Most organized and
funded efforts to date have focused on secondary and
tertiary responses to IPVA. Primary prevention efforts
to date have not been substantial; however, health care
professionals are well positioned to forge a shift toward
more effective prevention before the onset of violence.

Ovwer the last generation, there have been dramatic
improvements in health status from primary prevention
efforts related to other injuries and illnesses. These in-
clude traffic safety crash reduction (e.g., child restraint,
DUI, and helmet laws), smoking prevention, immuni-
zations, and reducing blood-lead levels in children. In
the prevention of youth/community violence, physi-
cians have played a pivotal role. For example, Dr. Deb-
orah Prothrow-Stith, 2 Boston emergency physician,
became frustrated by cleaning wounds and suturing
50 many young people. She reasoned that if viclence
was a learned behavior, then alternatives could also be
learned. She developed the first significant violence pre-
vention education program in the US and was a catalyst
for partnerships in communities across the country. Her

effort was important not only for what it teaches young
people, but also because it serves as a tool to educate
America that this problem is not inevitable and that the
community can work together to help reduce it.'

At its core, primary prevention fosters environments
in which violence would not occur in the first place.
Although it’s obvious, it is important to restate that fo-
cusing on prisnary prevention is the only way fo eliminate the
violence.

What must be done to achieve primary prevention?
George Albee said it best: “No epidemic has ever been
resolved by paying attention to the treatment of the af-
fected individual”? This identifies the importance not
only of working before the treatment is needed, but also
that the unit of analysis must be the community or the
population, not the individual.

Quality Matters

Effective primary prevention holds the promise of re-
ducing the emotional, psychological,and physical trauma
experienced as a result of intimate partner violence.
Other potential benefits are outlined in Table 10-2.

TABLE 10-1. PREVENTION CONTINUUM: IPVA

Primary Prevention: Efforts aimed at preventing IPVA from
occurring in the first place.

Example: Coaching boys to treat girls and women with
respect and to find non-violent ways to express anger/frustra-
tion.

Secondary Prevention: Screening to establish the presence of
IPVA; actions to minimize the consequences and reduce the
likelihood of future violence.

Example: Routine screening for IPVA, providing validation
of abused women's experiences, and development of safety
plans.

Tertiary Prevention: Treatment and rehabilitation after (PVA
has occurred.

Treatment of injuries, long-term therapy for physical and
psychological aftermath of the violence; fong-term treatment
of batterers,

TABLE 10-2. BENEFITS OF PRIMARY PREVENTION

e Reductions in merbidity and mortality.

¢ |mproved quality of life.

e Reductions in disparities in IPVA rates suffered by some groups by addressing the underlying factors that contribute to the

disparity.

»  (Cost-effective use of resources, minimizing the associated costs such as medical care, mental health services, protection,

criminal justice and incarceration, and lost productivity.

* Impact on related forms of violence such as child abuse and youth violence.

e |mprovements in health status for conditions where |PVA is a known risk factor (e.g., maternal-child health or sexually

transmitted diseases).

e |mprovements in broader conditions that primary prevention may address (e.g., greater equity and opportunities in the

workplace).
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Despite the benefits and its many successes, primary
prevention practice is often misunderstood, resulting in
it being viewed as tangential and, therefore, underuti-
lized. Many believe that prevention is delivered through
messages. Thus, health care providers add teachable mo-
ments to exams, brochures are made available in waiting
rooms, or public service announcements are developed.
Frequently employed as an add-on to treatment, preven-
tion might be based more on what fits into the treatment
or medical model than what is known to be effective
prevention. Of course, this misunderstanding impinges
on the potential for far-reaching, long-term impact and
consequently reduces the enthusiasmn and commitment
to prevention efforts.

Defining prevention as simply “patient educa-
tion™ is not only inaccurate, but also does not
effectively address the complexity and nature of
the problem. Awareness of a risk to health does not
automatically lead to protective action because behavior
is complex.> Further, in many cases, when prevention
1s confused with education, practitioners and advocates
jump from “What can we do before a problem?” to “Here
is some information about the problem.” While impor-
tant, information about the magnitude of the problem
or the availability and importance of treatment services
in and of itself does not foster healthy, equitable and
nonviolent environments and behaviors,

IPVA prevention initiatives can build on the knowl-
edge and successes of other types of prevention work
that has a demonstrated track record. These efforts make
prevention central, not tangential, focusing on the fam-
ily, community, and societal context and emphasizing
strategies rather than just a message. These prevention
successes point to effective prevention strategies that can
translate into the ultimate reduction of IPVA.

The Challenges of Garnering Support for Prevention

Despite the advantages of primary prevention, it can be
challenging to maintain as a focus. In the real world, pri-
orities are based on criteria such as urgency, time, fund-
ing, and achievability. To many, prevention can feel like a
distraction given the urgency of helping people through
trauma. Primary prevention often is seen as ideally im-
portant; however, preventive efforts are frequently di-
minished by the real and urgent pressure to meet the
needs of women who have suffered from IPVA—and to
ensure accountability for their perpetrators. This need
defines the focal point for the vast majority of under-
resourced, overworked service providers. These dedi-
cated practitioners experience a lack of time and fund-
ing for prevention. Thus, for prevention to be supported
by existing victim service resources seems antithetical
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to meeting the human needs of survivors. As the sci-
ence base grows, modest prevention funding streams are
starting to emerge as evidenced by the US Centers for
Disease Control and Prevention’s emphasis on the pri-
mary prevention of sexual assault, intimate partner vio-
lence and abuse, child maltreatment, and youth violence.
However, the funding streams directed to primary pre-
vention remain inadequate*5°

A focus on primary prevention also raises questions
about what 15 achievable and what really is effective. It's
easier to be sure about the needs of a woman who is
suffering-—emotional support, tangible services and re-
sources, and opportunities to create alternatives for her
future. In contrast, prevention can feel too “mushy” and
there is still much research required to answer all the
questions raised. The lack of a broad strategic vision for
the primary prevention of IPVA that addresses norms
and male behavior fundamentally relegates smaller and
more modest efforts to a level of perceived inadequacy.

Powerful advocacy movements tend to arise from
victimns, survivors, and their families who have suffered
and/or have been in need of services that were not avail-
able. In the case of primnary prevention, the individuals
who benefit have avoided experiencing pain and suffer-
ing in the first place. Consequently, there is not a ready
constituency crying out for primary prevention. This
makes it harder to garner the legislative attention and
develop the political will. Thus, health professionals who
bear witness to the suffering and strongly assert that it is
unacceptable for anybody to experience that suffering
ever again can play a pivotal role in fostering primary
prevention efforts,

Lessons From Prevention Successes

As noted earlier, we have witnessed remarkable preven-
tion successes. Though each is different from IPVA, there
are lessons we can learn and apply in order to prevent
IPVA before it occurs.

Tzke tobacco, for example. A generation ago virtu-
ally every public space was smoke-filled, and despite the
Surgeon General’s pronouncement that tobacco smoke
was risky for health, the norm was to light up or accept
others lighting up around you. Education campaigns
about the danger of smoke, even secondhand smoke, had
little impact, and smoking cessation clinics had marginal
success. In the early 1980s two cities limited smoking in
sections of restaurants and public spaces, and these laws
in Berkley and San Francisco were initially dismissed as
“fringe tactics” from out-of-the mainstream communi-
ties. Then a coalition formed to change the law in a more
moderate county and its 18 different cities. Before long,
the partnership between public health, the American
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Cancer Society, and the American Heart and Lung As-
sociations became a model replicated in numerous spots
across California, and then throughout the United States.
Organizations started voluntarily restricting smoking,
something they previously would have been reluctant to
do. Although the space regulated was limired (e.g., sec-
tions of public places, such as restaurants), these eftorts
signaled a new norm. These modest behavioral changes
engendered and rapidly led to momentum for more.
As the norms changed, the spaces where smoking was
limited increased, support for tax increases on cigarettes
surged, and smoking rates dropped.”

Similar stories can be told about most other preven-
tion successes, providing similar clues to preventing
IPVA. Mass behavior change never occurs because of
information alone. Norms change, shaped by changes
in policies and organizational practice, is generally the
tipping factor to change behavior. Each prevention suc-
cess is different from another, and perhaps IPVA is even
more different. But in every case it took leaders who
believed it could and should change, It took courage to

take on industry, lobbyists, and public opinion. It took
moving from information to norms change through
comprehensive approaches. It required overcoming ob-
stacles so large they were described as insurmountable.
In every single case, success was a product of focusing
on changing the environment, which in turn ifluenced
mdividual behaviors. In applying these lessons to IPVA,
we must understand the environmental elements thag
are critical contributors to IPVA, and we must then take
steps to make the necessary change.

The Determinants of IPVA

Violence arises out of a complex itterplay of individual,
relationship, social, political, cultural, and environmental
factors. The socioecological model® (see Figure 10-1) 1s
a framework to understand how individual well-being
1s nested within family, community, and societal levels.
Influences ac any level can either increase or decrease the
risk of perpetration or victimization.

FIGURE 10-1. SOCICECOLOGICAL MODEL®

Reiationship

Community Societal

Individual level: biological and personal history factors. These can include empathy, self-esteem, impulse contrel, attitudes and
beliefs about IPVA, alcoho! and/or drug use, impulsive and other antisocial tendencies, hostility towards women, history of child

maltreatment or witnessing tPVA,1°

Relationship leve!l: relations with peers, intimate partners, and family members that shape an individual's behavior and range of
experiences. These can include the family environment (emetionally supportive or unsupportive} and egalitarian or patriarchal

relationships.

Communnity level: community and sociat environments in which an individual has experiences and relationships such as schoals,
workpiaces, and neighborhoods. These can include institutional policies and practices, poverty, lack of employment opportuni-

ties, and community sanctions against or tolerance of violence.

Societal level: larger, macro-level factors. These can include gender equality/inequality, religicus or cultural belief systems, soci-

etal norms, and economic or social policies.
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This framework clarifies the influence of the societal
and community environment on an individual and con-
firms why it is important to focus more broadly on the
environment than on individual behavior change. Root
factors like sexism, racism, homophobia, classicism, pa-
triarchy, and other forms of oppression and power play
out in our society. They do so by shaping societal and
community factors that in turn infAuence relationships
and individual levels. Figure 10-2 depicts this trajectory.
Root factors shape environmental contributors, both
of which are the determinants of IPVA. Environmental
contributors, in turn, influence behavioral factors. The
Institute of Medicine affirmed this influence in conclud-
ing, “It is unreasonable to expect that people will change
their behavior easily when so many forces in the soaal,
cultural, and physical environment conspite against such
change.”"! This combination of elements, both those that
mncrease the risk of violence occurring and those that are
protective and reduce the chances that violence will oc-
cur, are important determinants of whether or not IPVA
will take place. Effective primary prevention alters them
before there 1s a chance of violence occurring.

The Rote of Norms

Because of how powertul the societal and community
environment is in shaping behavior, it is critical to un-
derstand a major elentent in this environment—-mnorms.
Norms are regularitics in behavior with which people
generally conform, and disapprove of deviance.'? They
are shaped by root factors like other environmental con-
tributors. Norms ate more than habits. Often based in
culture and tradition, they are attitudes, beliefs, and stan-
dards that are taken for granted. In other words, norms
are behavior shapers. They can be described as the way
the environment tells people what 1s okay and not okay
to do. Norms describe what actually occurs (i.e., de-
scriptive) and also signify a standard of proper behavior
{i.e., normative or prescriptive).'’

It is critical that a prevention strategy addresses norms
because of their power in influencing behavior. If vio-
lence is typical and this expectation is reinforced by the

media, family, comimunity, peers, or school, it is far more
likely to occur, and with greater frequency and lethal-
ity. If norms discourage safe behavior or do not support
healthy and safe relationships, then programs focused on
mdividual change will not prevent IPVA unless related
norms are changed as well. Thus, norms change is criti-
cal in preventing intimate partner violence.

There are at least four kinds of damaging norms that
promulgate 1PVA. They are norms about:

« Limited roles for and objectification and
oppression of women.

» Violence as an acceptable way to solve problems.
» Traditional masculimty and male privilege.

» Privacy and secrecy (t.e., IPVA 1s a private
matter).

In our society we glamorize violence, too often over-
look it or turn away, accept 1t as a private family matter,
and regulatly encourage it through “egging” others on.
Further, we objectify women and portray them as “less
than equal”” While most people do not commit intimate
partner violence, and therefore it is not narmal behavior,
the norms listed above and taken together imply a level
of acceptance and a sense of reasonablencss about 1PVA.
Given this, it 13 not surprising that some people be-
have on the extreme end, that is violently, and bystand-
ers don't speak up or act against it. In fact, given that
vialence seems so normal and common in our society,
it is also not shocking that many assume that violence,
such as IPVA, is very common and, therefore, the norm.
Norms are sustained not necessarily because of what
they actually are but rather what they are perceived to be.™
Therefore, on the one hand, fewer people commit IPVA
than those who do not and therefore, IPVA itself is not
aortnal behavior. However, we do have a set of norms
that promulgate a toxic environment {oppression, vio-
lence is the answer, boys are tough, IPVA is private) in
which IPVA is able to ke place and inhibit appropriate
action and promulgate inappropriate inaction. While 1t
is certainly not the norm that IPVA is fully condoned or
practiced, in total, we have a set of norms that in some

FIGURE 10-2. IPVA TRAJECTORY
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