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Washington State Coalition Against Domestic Violence,www.wscadv.org, June, 2013 

 

Frequently asked questions about making over-the-counter 
medication available in domestic violence (DV) and sexual 
assault (SA) programs 

 
 
Q: Can our DV and dual advocacy programs make over-the-counter 
medication*, pregnancy tests, and emergency contraception**	
  available	
  to	
  
 women and their children using our program	
  services? 

*non-prescription  
**non-prescription for 16 and under (as of June 10, 2013), available for purchase without age restrictions when manufacturing 
and labeling changes. Check with your local pharmacy. 
  
A: Yes! The good news is that we can remove barriers and give women access to 
over the counter medication for themselves and their children in our programs.  

 
 

Things to consider 
 
 
Offering 
 

When you offer a first aid kit to someone 
who has cut themself, the adult chooses 
whether or not to use what you are 
offering.  You are not ordering them to  
use a Band-Aid, just offering.  By letting  
folk know that you have Tylenol, aspirin, 
children’s  cough  syrup,  pregnancy tests or 
emergency contraception available, you  
are providing information, not 

someone to use any of these items. 
 
 
 
 
 
 
 
 

Dispensing 
 
“Dispensing”  has a particular legal 
implication and refers to prescription 
drugs.* Letting someone know that you 
have over-the-counter medication available 
if they feel the need for it is not the same as 
dispensing medication.  The woman is 
choosing to take Tylenol or give her child 
cough syrup; it is her choice.  DV and dual 
programs are neither prohibited from nor 
directed to make over-the-counter 
medication available to our program 
participants according to state codes (see 
WAC 388-61A-0560).  Our WAC requires 
programs to have a secure way to store 
medications with immediate access to the 
program participant (see WAC 388-61A-
0570).   
*Drug dispensing: the preparation, packaging, 
labeling, record keeping, and transfer of a 
prescription drug to a patient or an 
intermediary, who is responsible for 
administration of the drug. --Mosby's Medical 
Dictionary, 8th edition (2009).

FAQ 
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Controlling  
 
Survivor-centered, empowerment-oriented programs want to avoid controlling survivors’  
medications; that is why our WAC specifies that individuals must have secure storage and  
ready access to their medications.  Survivors should be in control of their own and their 
children’s  medicine.    But  when we make it difficult for survivors to have immediate and 
timely access to over-the-counter medication that they may need, we are controlling their 
choices, and failing to offer a full range of options for responding to abuse and making 
one’s  own  choices.  It  is  okay  to  expand  a  survivor’s  control and choices over her own and 
her  children’s  health  by  safely  making  available  over-the-counter medications – just as you 
would make available a Band-Aid, Ace bandage or ice for a wound.  Increasing the ease with 
which a survivor can make choices about over-the-counter medications can impact her life 
beyond her interaction with your program.  In particular, making emergency contraception 
available in a timely manner can give a survivor the chance to prevent an unintended 
pregnancy. 
 

 
 

 
Q: What do some programs do? 
 
A: Programs around the state have implemented many different and creative 
ways of meeting the medication and contraception needs of survivors. 

 
 

Examples 
 
Provide sample sizes of Tylenol, 
ibuprofen, aspirin or cough medicine. 
 
 
Let program participants know that the 
programs have pregnancy tests and 
emergency contraception on site (don’t 
wait until someone asks).  
 

 
 
Offer the larger-size item and ask for people 
to take what they need and return the item 
immediately. 
 
 
Give everyone an individual lock box for 
storage of over-the-counter medication, 
and prescription medication. 
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Q: What are the relevant WACS? 
 
A:  WAC 388-61A-0560   
What first aid supplies must I approve?  “You must keep first-aid supplies on hand and 
accessible to clients residing in shelter for immediate use.  First-aid supplies must include at a 
minimum the following: First-aid instruction booklet, band-aids, sterile gauze, adhesive tape, 
antibiotic ointment single use packets, antiseptic wipe single use packets, hydrocortisone 
ointment single use packets, roller bandage, thermometer (nonmercury/nonglass), and 
nonlatex gloves. In instances where an adult or child has ingested a potentially poisonous 
chemical or substance, you must call the Washington Poison Center for further instruction.”  
[Statutory Authority:  Chapter 70.123 RCW. 10-22-040, § 388-61A-0560, filed 10/27/10, 
effective 11/27/10.] 
 
WAC 388-61A-0570   
What are the requirements for storing medications? “(1) Clients residing in shelter must be 
provided with a means to safely and securely store, and have direct and immediate access to, 
their medications such as individual lock boxes, lockers with a key or combination lock, or a 
similar type of secure storage.(2) All medications, including pet medications and herbal 
remedies, must be stored in a way that is inaccessible to children.”  [Statutory Authority:  
Chapter 70.123 RCW. 10-22-040, § 388-61A-0570, filed 10/27/10, effective 11/27/10.] 

 
 

 

 
Washington State Coalition Against Domestic Violence,www.wscadv.org, June, 2013 
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SAMPLE: Including language about 
reproductive health services as part of 
domestic violence advocacy

From Rose Brooks Center (Kansas City, MO) Strategic Plan

CRITICAL ISSUE #3 – QUALITY OF SERVICES

•	 How will we provide the highest quality of services to the people we serve?

GOAL 3: Create and maintain an inclusive, accessible environment for all individuals by 
strengthening agency’s commitment to accessibility and responsiveness.

Objective 3.5: Improve responsiveness to survivors experiencing sexual violence and 
reproductive coercion. (community partners, education, working with youth, interventions, etc)

Strategies:

1.	 Increase staff comfort and confidence in screening for sexual violence and  
reproductive coercion

2.	 Identify the barriers and strategies for increasing staff comfort and confidence

3.	 Develop script on how to frame our screening questions

4.	 Staff role play on how they discuss sexual violence and reproductive coercion 
with survivors

5.	 Integrate assessment for sexual violence and reproductive coercion into our core 
training 

6.	 Prevention - additional training for Children’s Program staff-started dialog, want 
to add in to our core Sexual Assault unit Project SAFE and the Teen Empowerment 
group. Need technical assistance from internal experts.

For more information, contact:

Tanya Draper Douthit, LSCSW 
Director of Community Programs
816.523.5550 ext. 421  
P.O. Box 320599 
Kansas City, MO 64132-0599  
tanyad@rosebrooks.org 
www.rosebrooks.org
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In 2011 and 2012, 71 million Americans with private health insurance gained access to preventive services with no 
cost sharing through the Affordable Care Act. Under non-grandfathered health plans, beginning for plan years that 
began on or after August 1, 2012, preventive services such as mammograms, cervical cancer screenings, and others, 
are covered with no cost sharing. (A non-grandfathered health plan refers to a plan in place when the Affordable 
Care Act was enacted that has not been changed in specified ways). In addition, certain recommended preventive 
services are free for people on Medicare.  

The Affordable Care Act makes women’s health a priority by expanding access to preventive care. Recognizing that 
women are more likely to need preventive health services but often have less ability to pay for these services, the 
Department of Health and Human Services adopted new Guidelines for Women’s Preventive Services in August 
2011. These guidelines allowed 47 million women to gain guaranteed access to eight additional preventive services 
without   paying more at the doctor’s office. In addition to coverage for an annual well-woman preventive care visit, 
the    following recommended preventive services are included in the HHS guidelinesi, and are covered without cost-
sharing under non-grandfathered plans: 

Maternal Health 
Gestational diabetes screening: This screening is for women 24-28 weeks pregnant, and those at high 
risk of developing gestational diabetes, which can develop into Type II diabetes. Children of women with       
gestational diabetes are at significantly increased risk of being overweight and insulin-resistant.  
Breastfeeding support, supplies, and counseling: Pregnant and postpartum women enrolled in non-
grandfathered plans have access to comprehensive lactation support and counseling from trained provid-
ers, as well as breastfeeding equipment. Breastfeeding is one of the most effective preventive measures to 
promote the health of mothers and children.  

Sexual Health 
STI counseling: Sexually active women enrolled in non-grandfathered plans have access to annual counsel-
ing on sexually transmitted infections (STIs), which can reduce risk behaviors in patients.  
HPV DNA testing: Women aged 30 and above enrolled in non-grandfathered plans have access to high-
risk human papillomavirus (HPV) DNA testing every three years, regardless of Pap smear results. Early 
screening, detection, and treatment can help to reduce cervical cancer prevalence. 
HIV screening and counseling: Sexually active women enrolled in non-grandfathered plans have access 
to annual HIV screening and counseling.  Access to HIV testing is critically important for women nationally; 
of the over 280,000 women living with HIV in 2009, it is estimated that 15% were unaware that they were 
HIV-positive.  
Contraception and contraceptive counseling: With the exception of employees of certain religious or-
ganizations, women of childbearing age enrolled in non-grandfathered plans have access to all Food and 
Drug Administration-approved contraceptive methods, sterilization procedures, and patient education and 
counseling, as prescribed by a health care provider.  

Intimate Partner Violence 
Interpersonal and domestic violence screening and counseling: Screening and counseling for         
interpersonal and domestic violence will be covered for all adolescent and adult women. According to the 
CDC, more than 1 in 3 women (36%) have experienced rape, physical violence and/or stalking by an inti-
mate partner in her lifetime. Identifying current or past violence can help prevent further abuse and lead to 
improved health status. 

 
In addition to covering the cost of screening and counseling for intimate partner violence, the Affordable 
Care Act has several provisions that will benefit survivors of domestic violence.  
 

The Affordable Care Act & Women’s HealthThe Affordable Care Act & Women’s HealthThe Affordable Care Act & Women’s Health   
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How the Affordable Care Act Benefits Domestic Violence SurvivorsHow the Affordable Care Act Benefits Domestic Violence SurvivorsHow the Affordable Care Act Benefits Domestic Violence Survivors   

By making insurance affordable and easier to obtain, the Affordable Care Act allows survivors of domestic violence 
access to services to treat chronic health conditions often associated with abuse, and referrals to  resources to    
prevent  further violence. Additionally, it helps women who feel trapped in abusive relationships due to economic 
dependency, which can include health insurance through their partner, to leave that partner and seek safety. Here 
are some key changes to health coverage that will benefit domestic violence survivorsii: 
 
Prohibits Pre-Existing Condition Exclusion Based on Domestic Violence History  

Beginning on January 1, 2014, the Affordable Care Act will prohibit insurance companies, health care       
providers, and health programs that receive federal financial assistance from denying coverage to women 
based on many factors, including being a survivor of domestic or sexual violence.  
Before this protection, seven states allowed insurers to deny health coverage to domestic violence           
survivors, and only 22 states had enacted adequate domestic violence insurance discrimination protections.  

 
Exempts Survivors of Domestic Violence from Penalty Fee for Not Having Insurance 

Starting in 2014, most people must have health coverage or pay a fee known as the “individual shared re-
sponsibility payment.” If you can afford health insurance but choose not to buy it, you must pay this fee.  
Survivors of domestic violence who have recently experienced abuse are not required to pay the fee; they 
qualify for a hardship exemption. 
 

Requires Coverage of Mental Health & Substance Abuse Disorder Treatment  
The Affordable Care Act will require most health insurance plans on the Health Insurance Marketplace to 
cover mental health and substance use disorder services. Under the Affordable Care Act, non-grandfathered 
health plans must cover preventive services like depression screening for adults and behavioral assessments 
for children at no cost. Starting in 2014, most plans will not be able to deny patients coverage or charge 
more due to pre-existing health conditions, including mental illnesses.  
Mental health coverage will significantly benefit survivors. According to the CDC, 63% of female victims of 
intimate partner violence experienced at least one symptom of Post-Traumatic-Stress-Disorder (PTSD), and 
research shows that intimate partner violence is a major risk factor for depression, deliberate self-harm, 
and suicide.  
 

Increases Support for Native Survivors  
The Affordable Care Act established a new program for behavioral health in the Indian Health Service (IHS) 
that addresses violence and abuse, expanding treatment and prevention for Native survivors, their children 
and partners.  

 
To learn how to sign up for health insurance in the Health Insurance Marketplace, visit: 
www.healthcare.gov 
 
To learn more about coverage for mental health and substance abuse disorder treatment, visit: 
www.mentalhealth.gov 
 
 
iUnless otherwise stated, all information on women’s preventive services retrieved from:  
http://www.hhs.gov/healthcare/facts/factsheets/2011/08/womensprevention08012011a.html 
 
iiUnless otherwise stated, all information on how ACA benefits domestic violence survivors retrieved from: 
http://www.healthcaresaboutipv.org/wp-content/blogs.dir/3/files/2012/09/ACA-and-DV-final.pdf  

For more information, please contact the Division of Family Violence Prevention and Services at: 
 www.acf.hhs.gov/fvpsa or 202-401-5319. Updated: December 2013.  
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Impact of new Federal health  
coverage rule for domestic and  
sexual violence advocates
This memo provides background on a new Federal health rule that could have an impact on 
domestic and sexual violence programs, such as increased training requests from health providers, 
increased opportunities for new partnerships with health providers, and increased referrals. In 
addition to summarizing the new rule, the memo will provide:

•	 FAQ information on how advocates can prepare for the implementation of the new rule, and

•	 Links to resources developed and available to help advocates effectively respond.

Background of new Federal rule on health insurance coverage of 
domestic and interpersonal screening and counseling:
Health reform, known as the Affordable Care Act (ACA), made many changes that are being 
implemented on different timetables. One focus was an increased emphasis on women’s preventive 
care. On August 1, 2012, a new Federal rule administered by the Department of Health and Human 
Services will take effect to require free cost-sharing (without co-payments or deductibles) for 
eight preventive health services in select new, nongrandfathered health plans, including screening 
and counseling for domestic and interpersonal violence. This service is defined as screening for 
including past violence and abuse and includes young women/adolescents which studies show have 
the highest rates of violence. In practice, many women may eventually be asked about domestic and 
interpersonal violence by their Ob-gyn during their annual, well-woman exam along with the other 
women’s preventive health services. This change in practice will likely evolve over time as plans learn 
about the recommendations and prepare their practices to provide such services.

What does the rule mean by “interpersonal and domestic violence”?

•	 When DHHS issued this rule, they referred to a definition by the Institutes of Medicine which 
described interpersonal and domestic violence, including intimate partner violence and childhood 
abuse, as a pattern of coercive behaviors that may 
include progressive social isolation, deprivation, 
intimidation, psychological abuse, childhood 
physical abuse, childhood sexual abuse, sexual 
assault, and repeated battering and injury. These 
behaviors are perpetuated by someone who is or 
was involved in a familial or intimate relationship 
with the victim.

Is this a requirement for all insurance plans?

•	 Currently, this only applies to new health plans and 
plans that are not “grandfathered plans.” A Kaiser 
Family Foundation survey on employer-sponsored 
health insurance plans found that 44% of plans 
would be required to follow the new federal rules 

Department of Health and Human 
Services Rule: Screening and 
counseling for interpersonal and 
domestic violence as preventive 
service for women. Screening 
and counseling involve elicitation 
of information from women and 
adolescents about current and 
past violence and abuse in a 
culturally sensitive and supportive 
manner to address current health 
concerns about safety and other 
current or future health problems.

!
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about women’s preventive health coverage. However, the percentage of women covered will 
continue to gradually grow over time. Health exchange plans will comply in 2014, and it seems 
clear from FAQ issued by the U.S. Department of Health and Human Services in February 2012 
that preventive health services, including women’s preventive health services, will be included.1

Is this a new requirement for providers to screen for IPV or for insurers to cover the costs?

•	 These are guidelines for insurance companies to cover the cost of this service as opposed to a 
requirement of all providers to deliver the service.

How will this impact domestic and sexual violence programs?

•	 Could result in increased training requests: Unlike some of the other recommendations (i.e. 
access to contraception, mammograms, prenatal care, contraception, etc.) this recommendation 
is provider driven and we know that providers need training and resources to help them perform 
this services safely and effectively. The Health Resource Center on Domestic Violence (HRC) has 
tools available for you to help train providers www.HealthCaresAboutIPV.org and can also provide 
technical assistance.

•	 Could result in increased referrals: We anticipate that changes in practice will take time, and that 
increases in referrals to your programs may not be immediately apparent.

•	 Could result in the need to respond to manage unintended consequences (i.e. providers reporting 
issues, providers not disclosing limits of confidentiality, poorly trained providers): Without adequate 
training or systems changes to protect the patients’ safety and privacy, some patients may be put at 
risk. State domestic violence coalitions can leverage their partnerships to help providers think about 
unintended consequences. The National Health Resource Center on Domestic Violence invites you 
to join us by working at the national and state level to address these concerns and by sharing stories 
of success or challenges so we can address these potential consequences.

•	 Could result in important new partnerships: This coverage -- if implemented in partnership with 
domestic and sexual violence advocates -- can offer a historic opportunity to reach thousands 
more women and children not currently being helped. In addition, advocates may benefit from 
more accessible health services, including home visitation, for the women in their programs with 
increased collaboration.

What can domestic and sexual violence programs do?

•	 Be aware of the new recommendations and how they may impact their programs.

•	 Call or email the National Health Resource Center on Domestic Violence staff with Futures 
Without Violence if you would like technical assistance on how respond or to prepare or  
materials to respond to any requests for training that may occur (415.678.5500;  
health@futureswithoutviolence.org)

•	 Provide health care programs brochures on services in your community as well as a link to your 
websites.

•	 Reach out to the health programs in your community to offer training and support, or refer them 
to the National Health Resource Center on Domestic Violence (HRC) for patient and provider 
resources and online training. This is a prime opportunity for victim advocates to visit their local 

1	 http://cciio.cms.gov/resources/files/files2/02172012/ehb-faq-508.pdf.
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medical providers and talk about the services/training they offer and how this connects to the 
new health coverage rule. At a minimum, someone in a program leadership position or a medical 
advocate may send a letter to local health providers articulating how the victim advocacy program 
can support the new health rule and name some program contacts. The HRC can help draft a 
template letter to enable this type of advocate outreach to providers. Contact your state domestic 
violence program for technical assistance or additional support with a link to a national list of 
state coalitions; we suggest the National Resource Center on Domestic Violence link to access a 
list: http://www.vawnet.org/links/state-coalitions.php.

How can the National Health Resource Center on Domestic Violence (HRC) help?

We can provide training resources, patient and provider tools and technical assistance: The HRC has a 
number of resources for providers, patients and advocates. Please see www.HealthCaresAboutIPV.org

•	 Free training tools

•	 Free patient and provider tools

•	 Technical assistance

•	 Webinars for coalitions and programs

•	 In person training or calls

•	 Working group to inform HRC activities

•	 Partnering on policy briefs

•	 Online toolkit

Why should local domestic and sexual violence programs who have limited resources get 
involved with this new health coverage change?

•	 Opportunity to reach more women: Health care providers are seeing large numbers of women 
and girls experiencing violence (up to 50% of patients or clients in some health and public health 
programs). These same women may not be aware of domestic and sexual violence services, and 
this new recommendation provides an opportunity to improve their health and safety.

•	 Health interventions can work: If done correctly, screening and counseling by a health provider 
in collaboration with advocates have been shown to make a difference in health outcomes 
for victims of violence. A number of clinical trials found that when screening is coupled with 
education, harm reduction and referrals to domestic and sexual assault services, violence can 
be reduced and the health status of women improved.2 Women who talked to their health care 
provider about the abuse were far more likely to use an intervention.3 At a 2-year follow-up, 
women who were screened for abuse and given a wallet-sized referral card that included national 
hotline numbers reported fewer threats of violence and assaults. A majority of the women do not 
have recurrent abusive relationships and health care costs go down after abuse ends.4 In another 

2	 Tiwari, A., Leung, W., Leung, T., Humphreys, J., Parker, B., & Ho, P. (2005). A randomized controlled trial of 
empowerment training for Chinese abused pregnant women in Hong Kong. BJOG: an International Journal 
of Obstetrics and Gynaecology, 1-10.

3	 McCloskey, L.A., Lichter, E., Williams, C., Gerber, M., Wittenberg, E., & Ganz, M. (2006). Assessing Intimate 
Partner Violence in Health Care Settings Leads to Women’s Receipt of Interventions and Improved Health. 
Public Health Rep. 2006 Jul-Aug; 121(4): 435–444.

4	 McFarlane, Judith M.; Groff, Janet Y.; O’Brien, Jennifer A.; Watson, Kathy; 2006. Nursing Research. 55(1):52-61
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study with an onsite IPV advocate, screening and brief counseling resulted in a decline in IPV and 
significantly lower scores for depression & suicide ideation.5

•	 Opportunity for prevention: In addition to health providers providing early intervention referrals, 
health providers can be prevention messengers and provide anticipatory guidance to young 
women on what is a healthy relationship and how to recognize early warning signs for them 
and their friends and family. As an example, adolescent health settings would likely begin with a 
focus on universal education about healthy relationships for all patients and with follow-up direct 
assessments for those at risk or those in relationships.

•	 May eventually result in new funding streams: In the future, we will work with other national 
parterres, governmental agencies and the advocacy community to strongly urge new funding 
streams to better support the services provided by domestic violence advocates; one goal is that 
health insurance plans will reimburse advocates for victims referred for counseling and services 
through this new rule. In the meantime, it is a prime opportunity to reach victims earlier to 
improve their safety and provide prevention messages on healthy and unhealthy relationships.

What does the HRC tell providers are the key elements of a clinical response?

•	 Review limits of confidentiality

•	 Brochure based assessment

•	 Connect to and address related health issues

•	 Trauma informed support & validation

•	 Supported referral

•	 Trauma informed reporting (when required)

•	 Documentation and privacy

•	 (Please see online toolkit at www.HealthCaresAboutIPV.org for more information)

What is HRC telling health providers about working with advocates?

Research has shown that brochure based interventions are effective and providers find that a brief 
intervention that uses a safety card and includes a referral to a local domestic violence or advocacy 
support agency is simple and effective. Providers can help patients connect with an advocate to 
work on a safety plan and additional services such as housing, legal advocacy and support groups/
counseling. HRC staff regularly train providers that this can be done with this simple phrase: 

•	 “If you are comfortable with this idea, I would like to call my colleague at the local program (fill 
in person’s name) who is really an expert in what to do next and she can talk with you about 
supports for you and your children from her program…”

We encourage health providers that if they do not already have a relationship with a local domestic 
violence program, to provide a ‘warm’ referral to the National Domestic Violence Hotline (800.799.
SAFE), the National Sexual Assault Hotline (800.656.HOPE), or the National Dating Violence Helpline 
(866.331.9474). This can be done by saying:

•	 “There are national confidential hotline numbers and the people who work there really care and 
have helped thousands of women. They are there 24/7 and can help you find local referrals too 

5	 Coker AL, Smith PH, Whitaker DJ, Le B, Crawford TN, Flerx VC. Effect of an in-clinic IPV advocate intervention to 
increase help seeking, reduce violence, and improve well-being. Violence Against Women. 2012;18:118-131.
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– or can just be there to listen if you need to talk…”

By asking and offering support, harm reduction strategies and referrals, health care providers can 
significantly improve the health and safety of victims of abuse.

How about concerns/questions on confidentiality and reporting?

•	 Regarding confidentiality, we suggest that advocates inform survivors, ahead of time if possible, 
that their doctors may ask questions about domestic violence. If such a meeting is able to happen 
in advance, advocates can ask survivors if there are any confidentially concerns that she/he 
would like to discuss ahead of time to prepare. Advocates must remember to stress to health care 
providers the importance of seeing patients alone, even if the patient has a support person who 
appears to be a friend or relative of the same sex (as this “support person” could be an abusive 
partner).

•	 Because reporting requirements are different in each state and territory and implementation can 
vary county by county, in all of HRC materials and training, we train providers about the need 
to understand their state law and when reporting is required, they should disclose the limits 
of confidentiality prior to screening. Scripts are available to help providers disclose limits of 
confidentiality with a patient before screening, and can be accessed through the resources listed 
at the end of this memo as a review of the state statutes on reporting.

•	 If providers do need to make a report, there are several ways they can be supportive to the 
patient, including informing the patient of their requirement to report, explaining what is likely to 
happen when the report is made, asking the patient if she is willing to call an advocate to develop 
a safety plan in case of retaliation, and make the report with the patient.

RESOURCES AVAILABLE
The National Health Resource Center on Domestic Violence through Futures Without Violence 
has developed many resources aimed at health providers that advocates can use as they build 
partnerships and provide training to meet the goals of this new rule. Among the tools, safety cards 
can be given to patients or placed in the practice, and HRC is completing online learning modules on 
the overview of intimate partner violence, preparing a health practice, and confidentiality. Training 
resources are currently available and more are being developed on specific settings and specialties 
such as mental health, reproductive health, urgent care, pediatrics, adolescent health, STI/HIV, and 
home visitation. See below for example tools:

•	 National Consensus Guidelines on Identifying and Responding to Domestic Violence Victimization 
In Health Care Settings

•	 Reproductive Health and Partner Violence Guidelines: An Integrated Response to Intimate Partner 
Violence and Reproductive Coercion

•	 Healthy Moms, Happy Babies: A Train the Trainers Curriculum on Domestic Violence, 
Reproductive Coercion and Children Exposed for Home Visitation programs

•	 Hanging Out or Hooking Up? Guidelines for Responding to Adolescent Relationship Abuse in 
Adolescent Health settings

•	 Safety cards for adolescent health, reproductive health, primary care and home visitation 
programs

•	 Training tools and videos, posters and other provider tools

•	 Compendium of State Statutes and Policies on Domestic Violence and Health Care:  
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http://www.futureswithoutviolence.org/userfiles/file/HealthCare/Compendium%20Final.pdf.

•	 Confidentiality protocols

For More Information on Domestic Violence:

For more information, tools and resources on domestic violence, including medical advocacy, please 
see the National Resource Center on Domestic Violence and Pennsylvania Coalition Against Domestic 
Violence:

•	 http://www.pcadv.org/

•	 http://www.nrcdv.org/

For Information on Sexual Assault:

For more information tools and resources on sexual assault please see the National Sexual Violence 
Resource Center and the Pennsylvania Coalition against Rape:

•	 http://www.nsvrc.org/

•	 http://www.pcar.org/

For Information on Domestic Violence, Trauma and Mental Health:

•	 http://www.nationalcenterdvtraumamh.org/

Additional Memo’s for Advocates on Health and DV

•	 Memo on how the Affordable Care Act may impact victims of Domestic Violence: 
http://www.futureswithoutviolence.org/userfiles/file/HealthCare/ACA and DV final.pdf

•	 Memo for advocates partnering with public health programs: 
http://www.futureswithoutviolence.org/userfiles/file/HealthCare/public_health_partnerships_
with_advocates.pdf

Additional Resources to Help Facilitate Screening and Counseling

•	 AHRQ Innovations Solution: “Family Violence Prevention Program significantly improves ability 
to identify and facilitate treatment for patients affected by domestic violence,” (profile of Kaiser 
Permanente Northern California’s Family Violence Prevention Program) 
http://www.innovations.ahrq.gov/content.aspx?id=2343.

The HRC is funded by the Family Violence Prevention and Services Program at the U.S. Department 
of Health and Human Services. For over 16 years, the Center has provided free technical assistance 
and web-based and in-person training at 415.678.5500 or health@futureswithoutviolence.org.
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Implementation of ACA Screening and 
Brief Counseling Recommendations 
for Domestic Violence and Intimate 
Partner Violence (DV/IPV)

Frequently Asked Questions
Updated: September 2013

Q:	 Who is eligible to receive screening and brief counseling for DV/IPV?
A:	 Today, all people insured by new private insurance plans are eligible to receive screening and 

brief counseling for DV/IPV with no cost sharing (plans that existed before the Affordable 
Care Act was signed in to law are exempt). Beginning in 2014, all people insured in the 
new health insurance marketplace will become eligible; as likely all Medicaid beneficiaries 
enrolled in Alternative Benefit Plans will also be eligible.

Q:	 What exactly does HHS say that screening for DV/IPV is?
A:	 The federal guidance states “screening may consist of a few, brief, open-ended questions. 

Screening can be facilitated by the use of brochures, forms, or other assessment tools 
including chart prompts. One option is the five-question Abuse Assessment Screening tool 
available here: www.cdc.gov/ncipc/pub-res/images/ipvandsvscreening.pdf, page 22.

Another option is brochure based assessments that have been shown to be effective:  
www.healthcaresaboutipv.org/tools/brochure-based-screening*

The full federal guideline can be found at: http://www.cms.gov/CCIIO/Resources/Fact-Sheets-
and-FAQs/aca_implementation_faqs12.html

Q:	 What exactly does HHS say that the counseling requirement includes?
A:	 The federal guidelines say that “counseling provides basic information, including how 

a patient’s health issues may relate to violence and referrals to local domestic violence 
specialists when patients agree to referrals. Easy-to-use tools such as patient brochures, 
safety plans, and provider educational tools, as well as training materials, are available 
through the HHS-funded Domestic Violence Resource Network, including the National 
Resource Center on Domestic Violence (www.acf.hhs.gov/programs/fysb/programs/family-
violence-prevention-services/programs/centers).”

The full federal guidelines can be found at: www.cms.gov/CCIIO/Resources/Fact-Sheets-and-
FAQs/aca_implementation_faqs12.html

Providers and advocates can also go to www.healthcaresaboutipv.org for tools and resources or 
contact Futures Without Violence for assistance at health@futureswithoutviolence.org or call 
415-678-5500, or visit the website.
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Q:	 Who will decide how the screening and counseling provision will actually work and what is 
required?

A:	 All insurers are mandated to offer screening and brief counseling for DV/IPV. The new 
guidelines provide information for what must be covered and places few limits restricting 
the full implementation of this important provision. Individual insurers will determine 
exactly what will be covered and how the benefit will be administered. State Insurance 
Commissioners and Medicaid Directors (as well as other key state officials) will play an 
important role in helping to define the benefit.

Q:	 How often can a woman receive screening and brief counseling for DV/IPV?
A:	 At least once a year. The guidelines place no restrictions or limits on the number of visits that 

can be covered. It does explicitly say that more than one well-woman visit can be covered in 
order to receive all necessary preventive services if a provider feels it is necessary. It will be 
up to individual plans to decide if they want to offer more frequent screening specifically for 
the screening and brief counseling for DV/IPV.

For example, screening may occur during the well-woman visit but professional health 
organizations also recommend assessment during other types of reproductive, mental and 
adolescent health visits.

Q:	 Where should the screening take place?
A:	 There are no limits as to where the screening must take place. The guidance suggests 

that the well-woman visit include all women’s preventive health services. The plans will 
determine the settings for the provision of the screening.

However, it is a critical safety issue that screenings occur alone with no other family or friends 
present during the assessment.

Q:	 Who can receive reimbursement for providing screening and brief counseling for DV/IPV?
A:	 The guidelines referenced above do not provide any details on who can receive 

reimbursement for providing screening and brief counseling. It will be up to individual 
insurers under the scope of state law to determine who can provide screening. This will 
apply to all private plans and, in 2014, those plans in the health insurance marketplace.

In other words, it is possible for a wide range of providers, including traditional medical 
providers, mental health counselors, and more, to become eligible for reimbursement for 
providing screening and counseling. But it will be up to the plans, under the scope of state law, 
to make those determinations.

No guidance was provided on what codes to use when assessment and counseling occurred. 
Some provider groups are exploring using preventive medicine service codes 99381-99397 which 
include age appropriate counseling/anticipatory guidance/risk factor reduction interventions. 
There are also separate codes (99401-99412) for counseling provided separately, at a different 
encounter on a different day, from the preventive medicine examination. For more information, 
see the Preventive Medicine Services Codes.
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Q:	 Which states will qualify for the 1% FMAP increase for providing all preventive health 
services including screening and brief counseling?

A:	 Recent guidelines details how the federal financial incentive to states to offer preventive 
services to Medicaid beneficiaries will work. If a state offers preventive health services 
without cost sharing, they get a 1% bump in the amount of federal money (the FMAP) the 
program gets. 

To get the extra 1% FMAP, states must offer all Medicaid beneficiaries—whether services are 
provided on a fee-for-service, managed care, or alternate benefit plan package—preventive 
health services without cost sharing. Each state must choose if they want to do this and file a 
state plan amendment. 

The services that must be covered for the 1% FMAP(Federal Medical Assistance percentage; or 
the share of additional federal money a state will receive) include screening and brief counseling 
for DV/IPV, a USPSTF recommended service. Unfortunately, due to a drafting error in the ACA, 
states are not required to cover the package of women’s preventive health services to receive 
the FMAP bonus.

The full federal guidelines on this policy can be found at: 
www.medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-13-002.pdf

*Comments in italics provide additional information not included in DHHS recommendations or 
further guidance.

For more information, please visit www.futureswithoutviolence.org/health or contact  
health@futureswithoutviolence.org or 415-678-5500.
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Examples of the Reproductive 
Health Safety Card
(ENGLISH AND SPANISH)
Tear out these sample cards and fold them to wallet size. To order additional cards for your  
program go to: www.futureswithoutviolence.org/onlinestore.

Did You 
Know Your 
Relationship 
Affects Your 
Health?

All these national hotlines can  
connect you to your local resources 
and provide support: 

For help 24 hours a day, call:
National Domestic Violence Hotline 
1-800-799-SAFE (1-800-799-7233)
TTY 1-800-787-3224
www.thehotline.org
National Dating Abuse Helpline 
1-866-331-9474
www.loveisrespect.org
National Sexual Assault Hotline 
1-800-656-HOPE (1-800-656-4673)
www.rainn.org

Who controls PREGNANCY decisions?
Ask yourself. Has my partner ever:

✔ Tried to pressure or make me get pregnant?

✔ Hurt or threatened me because I didn’t agree to get pregnant?

If I’ve ever been pregnant:

✔ Has my partner told me he would hurt me if I didn’t do what he 
wanted with the pregnancy (in either direction—continuing the 
pregnancy or abortion)?

If you answered YES to any of these questions, you are not alone and 
you deserve to make your own decisions without being afraid. 

Getting Help
✔ If your partner checks your cell phone or texts, talk to your health 

care provider about using their phone to call domestic violence 
services—so your partner can’t see it on your call log.

✔ If you have an STD and are afraid your partner will hurt you if you 
tell him, talk with your health care provider about how to be safer and 
how they might tell your partner about the infection without using 
your name.  

✔ Studies show educating friends and family about abuse can help them 
take steps to be safer—giving them this card can make a  
difference in their lives. 

©2014 Futures Without Violence and American 
College of Obstetricians and Gynecologists. 
All rights reserved.
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¿Sabía Que  
Su Relación 
Afecta Su  
Salud?

Todas estas líneas nacionales pueden 
conectarla a recursos locales y  
brindarle apoyo. Para obtener ayuda  
24 horas al día, llame al:
Línea Nacional Sobre la Violencia Doméstica 
1-800-799-SAFE (1-800-799-7233)
TTY 1-800-787-3224
www.thehotline.org
Línea Nacional de Maltrato entre  
Novios Jóvenes 
1-866-331-9474
www.loveisrespect.org
Línea de Crisis Nacional de Abuso Sexual 
1-800-656-4673
www.rainn.org

¿Quién controla las decisiones de EMBARAZO?  
Pregúntese. Mi pareja:

✔ ¿Ha intentado presionarme o forzame para que me embarace?  
✔ ¿Me ha lastimado amenazado porque no estoy de acuerdo en 

embarazarme?  
Si alguna vez he estado embarazada:

✔ ¿Mi pareja me ha dicho que me lastimaría si no hacía lo que el 
quería con el embarazo (en cualquier dirección, continuar con el 
embarazo o aborto) 

Si respondió SÍ a cualquiera de estas preguntas, no esta sola y merece  
tomar sus propias decisiones sin tener miedo. 

Obteniendo Ayuda 

Fundado en parte por el Departamento de 
Salud y Servicios Humanos de EE. UU. para 
la Oficina de la Salud de la Mujer (Subsidio #1 
ASTWH110023-01-00) y la Administración de 
Niños, Jóvenes y Familias (Subsidio #90EV0414).

©2013 Futures Without Violence y American 
College of Obstetricians and Gynecologists. 
All rights reserved.
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✔ Si su pareja revisa su teléfono celular o textos, hable con su prov-
eedor de atención médica acerca de cómo usar su teléfono para 
llamar a los servicios de violencia doméstica, para que su pareja no 
pueda verlo en su registro de llamadas.  

✔ Si tienen una enfermedad de transmisión sexual (ETS) y teme que su 
pareja la lastime si le dice, hable con su proveedor de atención médica 
acerca de cómo estar más segura y como ellos le pueden decir a su pareja 
de la infección sin usar su nombre.   

✔ Estudios muestran que educar a sus amigos y familiares sobre el abuso  
puede ayudarles a tomar pasos para estar más seguros—dándoles esta 
tarjeta puede hacer una diferencia en sus vidas. 

FOLD >

FOLD >

FOLD >
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Ask yourself:

✔ Am I afraid to ask my partner to use condoms?

✔ Am I afraid my partner would hurt me if I told him I had an 
STD and he needed to be treated too?

✔ Have I hidden birth control from my partner so he wouldn’t get  
 me pregnant?

✔ Has my partner made me afraid or physically hurt me? 

If you answered YES to any of these questions, you may be at  
risk for STD/HIV, unwanted pregnancies and serious injury.

Ask yourself:

✔ Is my partner kind to me and respectful of my choices? 

✔ Does my partner support my using birth control?

✔ Does my partner support my decisions about if or when I want to 
have more children?

If you answered YES to these questions, it is likely that you are in a 

healthy relationship. Studies show that this kind of relationship leads to 
better health, longer life, and helps your children.

Is your BODY being affected?

Are you in an UNHEALTHY relationship?

Are you in a HEALTHY relationship?

Your partner may see pregnancy as a way to keep you in his life and stay
connected to you through a child—even if that isn’t what you want.
If your partner makes you have sex, messes or tampers with your  
birth control or refuses to use condoms:

✔ Talk to your health care provider about birth control you can control 
(like IUD, implant, or shot/injection). 

✔ The IUD is a safe device that is put into the uterus and prevents pregnancy 
up to 10 years. The strings can be cut off so your partner can’t feel them. 
The IUD can be removed at anytime when you want to become pregnant.

✔ Emergency contraception (some call it the morning after pill) can be 
taken up to five days after unprotected sex to prevent pregnancy. It can 
be taken out of its packaging and slipped into an envelope or empty 
pill bottle so your partner won’t know.

Taking Control:

Ask yourself:

✔ Does my partner mess with my birth control or try to get me 
pregnant when I don’t want to be?

✔ Does my partner refuse to use condoms when I ask?

✔ Does my partner make me have sex when I don’t want to?

✔ Does my partner tell me who I can talk to or where I can go?

If you answered YES to any of these questions, your  
health and safety may be in danger.

Pregúntese:

✔ ¿Tengo miedo pedirle a mi pareja que use condones?  

✔ ¿Tengo miedo que mi pareja me lastime si le digo que tengo una  
infección de transmissión sexual (ITS) y el necesita tratamiento?  

✔ ¿He escondido los anticonceptivos de mi pareja para que no me  
embarace?  

✔ ¿Mi pareja me ha lastimado físicamente o le he tenido miedo?   

Si respondió SÍ a cualquiera de estas preguntas, puede estar en riesgo  
de ITS/VIH, embarazos no deseados, y lesiones graves.

Pregúntese:

✔ ¿Es mi pareja bueno conmigo y respetuoso de mis preferencias?   

✔ ¿Apoya mi pareja mi uso de anticonceptivos?  

✔ ¿Apoya mi pareja mis decisiones sobre si quiero y cuando quiero 
tener más hijos?  

Si respondió SÍ a estas preguntas, es probable que está en una relación 
sana.  Estudios muestran que este tipo de relación conduce a una mejor 
salud, una vida más larga, y ayuda a sus hijos.

¿Está siendo afectado la su CUERPO?  

¿Está en una relación ENFERMIZA? 

¿Está en una relación SANA?   

Su pareja puede ver el embarazo como una forma de mantenerse en su vida y  
mantenerse conectado a través de un niño, aun cuando eso no es lo que usted desea.
Si su pareja le hace tener sexo, se entremente o altera su  
anticonceptivo, o se niega a usar condones:
✔ Hable con su proveedor de atención médica sobre anticonceptivos  

que usted pueda controlar (como el dispostivo intrauterine (DIU),  
implante anticonceptivo o inyección anticonceptiva).  

✔ El DIU es un dispositivo de seguro que se pone en el útero y evita 
un embarazo hasta por 10 años. Los hilos se puden cortar para que  
su pareja no los sienta.

✔ Anticonceptivos de emergencia (unos le llaman la píldora de la mañana 
siguiente) se puede tomar hasta cinco días después de tener relaciones 
sexuales sin protección para evitar un embarazo. Se pueden sacar de su 
paquete y ponerlos en un sobre o botella de píldoras  
vacía para que su pareja no sepa.

Tomando Control:

Pregúntese:

✔ ¿Mi pareja se entremete con mi anticonceptivo o trata de que quede 
embarazada cuando no yo quiero estar?  

✔ ¿Mi pareja se niega a usar condones cuando se lo pido?  

✔ ¿Mi pareja me hace tener relaciones sexuales cuando no quiero? 

✔ ¿Mi pareja me dice con quién puedo hablar o dónde puedo ir?  

Si respondió SÍ a cualquiera de estas preguntas, su salud  
y seguridad puede estar en peligro.

FOLD >

FOLD >
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