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Course Objective
The purpose of this course is to enable healthcare 
professionals in all practice settings to define domestic 
violence and identify those who are affected by domestic 
violence. This course describes how a victim can be 
accurately diagnosed and identifies resources available 
for domestic violence victims.

Learning Objectives
Upon completion of this course, you should be able to:

	 1.	 Define domestic violence.
	 2.	 Recognize the characteristics and dynamics 

experienced by those groups who are at risk  
for domestic violence, including pregnant 
women, children, men, and same-sex couples.

	 3.	 Describe how to screen for patients who  
have a history of being a victim or perpetrator  
of domestic violence, including aspects of  
a culturally sensitive assessment.

	 4.	 Outline interventions targeted to victims  
of domestic violence.

	 5.	 Review resources available for domestic  
violence victims.

Sections marked with this symbol include 
evidence-based practice recommendations. 
The level of evidence and/or strength 
of recommendation, as provided by the 
evidence-based source, are also included 

so you may determine the validity or relevance of the 
information. These sections may be used in conjunc-
tion with the course material for better application to 
your daily practice.
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Introduction

Domestic violence continues to be a prevalent 
problem in the United States. Because of the 
number of individuals affected, it is likely that most 
healthcare professionals will encounter patients in 
their practice who are victims. Accordingly, it is 
essential that healthcare professionals are taught 
to recognize and accurately interpret behaviors 
associated with domestic violence. It is incumbent 
upon the healthcare professional to establish and 
implement protocols for early identification of 
domestic violence victims and their abusers. In 
order to prevent domestic violence and promote the 
well-being of their patients, healthcare professionals 
in all settings must take the initiative to properly 
assess all women for abuse during each visit and, for 
those women who are or may be victims, to offer 
education, counseling, and referral information.

Victims of domestic violence suffer emotional, 
psychological and physical abuse, all of which can 
result in both acute and chronic signs and symptoms 
of physical and mental disease, illness and injury. 
Frequently, the injuries sustained require abused 
victims to seek care from healthcare professionals 
immediately after their victimization. Subsequently, 
nurses are often the first healthcare providers that 
victims encounter and are in a critical position to 
identify domestic violence victims in a variety of 
clinical practice settings where victims receive care. 

Accordingly, healthcare professionals must educate 
themselves to enhance awareness of the presence 
of battered women in each particular practice or 
clinical setting.

Defining Domestic Violence

Domestic violence, which is sometimes also referred 
to as “spousal abuse,” “battering,” or “intimate 
partner violence,” refers to the victimization of an 
individual with whom the abuser has or has had 
an intimate or romantic relationship. Researchers 
in the field of domestic violence have not agreed 
on a uniform definition of what constitutes vio-
lence or an abusive relationship. The prevailing 
perception about domestic violence is that assaults 
are “physical, frequent, and life-threatening” [1]. 
The Centers for Disease Control and Prevention 
(CDC), in their publication “Costs of Intimate 
Partner Violence Against Women in the United 
States,” define intimate partner violence (IPV) 
as, “violence committed by a spouse, ex-spouse, or 
current or former boyfriend or girlfriend. It occurs 
among both heterosexual and same-sex couples 
and is often a repeated offense” [2]. Domestic 
violence can consist of any of many behaviors or 
combination of behaviors, falling under physical, 
psychological, verbal, sexual, and financial/eco-
nomic abuse (Table 1).

Source: Compiled by Authors 	 Table 1

BEHAVIORS AND DOMESTIC VIOLENCE

Physical Abuse

Kicking, punching,  
biting, slapping, strangling, 
choking, abandoning in 
unsafe places, kicking, 
burning with cigarettes, 
throwing acid, beating 
with fists, throwing objects, 
refusing to help when sick, 
stabbing, shooting

Psychological/Verbal Abuse

Intimidation, verbal abuse, 
humiliation, put-downs, 
ridiculing, control of victim’s 
movement, stalking, threats, 
threatening to hurt victim’s 
family and children, social 
isolation, ignoring needs or 
complaints

Sexual Abuse

Rape, forms of 
sexual assault such as 
forced masturbation, 
fellatio, oral coitus, 
sexual humiliation, 
perpetrator refuses to use 
contraceptives, coerced 
abortions

Financial/Economic Abuse

Withholding of money,  
refuse to allow victim  
to open bank account,  
all property is in the 
perpetrator’s name,  
victim is not allowed  
to work
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Whatever the definition, it is important for health-
care professionals to understand that domestic vio-
lence, in the form of emotional and psychological 
abuse and physical violence, is prevalent in our 
society. Unfortunately, domestic violence and abuse 
has become a fact of life for many Americans [4]. 
This course will use the terms “domestic violence” 
and “IPV” interchangeably.

Prevalence

Over the past two decades, domestic violence has 
emerged as one of the most serious public health 
problems facing women in this country [5]. Nearly 
5.3 million incidents of IPV occur each year among 
U.S. women 18 years of age and older, and 3.2 
million occur among men. Although many of 
these incidents are relatively minor and consist of 
pushing, grabbing, shoving, slapping, and hitting, 
2 million injuries and 1,300 deaths from IPV occur 
nationwide every year [2; 26]. One of the difficul-
ties in addressing the problem is that the abuse of 
women cannot be predicted by any demographic 
feature related to age, ethnicity, race, religious 
denomination, education, socioeconomic status 
or class [7].

Women who are abused often suffer severe physical 
injuries and will likely seek care at a hospital or 
clinic. The health and economic consequences of 
domestic violence are significant. Statistics vary 
from report to report and due to the lack of recent 
studies on the national cost of domestic violence, 
the U.S. Congress funded the CDC to conduct a 
study to determine the cost of domestic violence 
on the healthcare system [2]. The CDC report, 
which relied on data from the National Violence 
Against Women Survey conducted in 1995, esti
mated the costs of IPV by measuring how many 
female victims were nonfatally injured; how many 
women used medical and mental health care ser-
vices; and how many women lost time from paid 
work and household chores in 1995. The estimated 
total cost of IPV against women in 1995 was over 
5.8 billion. It must be noted that the costs of any 
one victimization may continue for years, therefore 

the above number most likely underestimates the 
actual cost of IPV [2].

The rate of domestic violence against women has 
declined from 1993 to 2001, dropping from 1.1 
million violent crimes against women in 1993 to 
588,490 in 2001. The rate of overall family violence 
also fell by more than one-half in this time period 
[9;10]. Studies reveal that several factors may be 
contributing to the reduction in violence, includ-
ing a decline in the marriage rate and a decrease of 
domesticity, better access to federally-funded do-
mestic violence shelters, improvements in women’s 
economic status, and demographic trends, such as 
the aging of the population [21; 39].

IDENTIFYING DOMESTIC 
VIOLENCE In GROUPS AT RISK

Nurses are in a critical position to identify domestic 
violence victims in a variety of clinical practice set-
tings where women receive care. Nurses are often 
the first healthcare provider a victim of domestic 
violence will encounter in a healthcare setting, 
and must therefore, be prepared to provide care 
and support for these victims [6]. Although women 
are most often the victim of domestic violence, we 
must keep in mind that domestic violence extends 
to others in the household as well. For example, 
domestic violence occurs when children are abused 
by their parents or when parents are abused by their 
children, when the elderly are abused, and when 
siblings abuse each other [19].

PREGNANT WOMEN
Because a gynecologist or obstetrician is frequently 
a woman’s primary care physician, these healthcare 
providers must be particularly sensitive to domestic 
violence issues [19]. A 2002 report by the U.S. 
General Account Office (GAO) found that there is 
a lack of data regarding the prevalence of violence 
against pregnant women. A review of the literature 
found levels of 3.9% to 8.3%; however, these studies 
lack comparability and therefore cannot be used to 
concretely determine prevalence. The GAO report 
cites a 2001 surveillance project implemented by the 
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CDC, the Pregnancy Risk Assessment Monitoring 
System (PRAMS) that monitored the prevalence of 
violence against women whose pregnancies resulted 
in live births for 15 participating states and found 
that between 2.4% and 6.6% of pregnant women 
experience violence. This study may underestimate 
the problem as it did not report pregnancies that 
ended with fetal death, abortion, or death of the 
mother [41]. 

Although prevalence data is lacking, the overarch-
ing problem of violence against women cannot 
be ignored, especially as both mother and unborn 
child are at risk. At this particularly vulnerable 
time in a woman’s life, an organized clinical con-
struct leading to immediate diagnosis and medical 
intervention will insure that therapeutic opportuni-
ties are available to the pregnant woman and will 
reduce the potential negative outcomes [7; 20]. 
Healthcare professionals should also be aware of 
the possible psychological consequences of abuse 
during pregnancy. There is a higher risk of stress, 
depression and addiction to alcohol and drugs in 
abused women. These conditions may result in 
damage to the fetus from drugs and alcohol and a 
loss of interest on the part of the mother in her or 
the fetus’s health [22].

CHILDREN
Children who are raised in violent homes are also 
in danger. These children are at high risk for abuse 
and for emotional damage that may affect them 
as they grow older. As many as 70% of children 
from violent homes have witnessed their fathers 
battering their mothers. Interestingly, studies 
demonstrate that children who witness domestic 
violence are more likely to grow into a perpetrator 
or victim of domestic violence than a child who 
was himself or herself abused, thereby creating a 
“cycle of violence.” For example, male adolescents 
who witness domestic violence are many times 
more likely to batter their mates later in life [23]. 
A meta-analysis of 118 studies of the psychosocial 
outcomes of children exposed to domestic violence 
found that 63% of child witnesses exhibited more 
aggression, anxiety, difficulties with peers, and 
academic problems than the average child [42]. In 

addition to witnessing violence, these children may 
also become direct victims of violence, as between 
50% and 70% of husbands who batter their wives 
also batter their children [6]. Moreover, victims of 
abuse will often turn on their children; statistics 
demonstrate that 85% of domestic violence victims 
abuse or neglect their children. 

Teenage children are also victimized. According 
to the U.S. Department of Justice, between 1993 
and 1999, 22% of all homicides against females 16 
to 19 years of age were committed by an intimate 
partner. Abused teens often do not report the abuse. 
Individuals 12 to 19 years of age report only 35.7% 
of crimes against them as compared to 54% in older 
age groups [43]. Accordingly, healthcare profes-
sionals who see young children and adolescents 
in their practice must have the tools necessary to 
detect these “silent victims” of domestic violence 
and to intervene quickly to protect young children 
and adolescents from further abuse. 

ELDERLY
Abused and neglected elders, who may be mistreated 
by their spouses, partners, children, and other rela-
tives, are among the most isolated of all victims 
of family violence. In a national study conducted 
by the National Center on Elder Abuse in 1996, 
there was a total of 293,000 reports of elder abuse 
to Adult Protective Services in the United States. 
This was a 150% increase from the 117,000 reports 
in 1986 [44]. The prevalence rate of elder abuse 
in institutional settings is not clear. However, in 
one nonprobability study, 36% of nursing and aide 
staff disclosed to having witnessed at least one 
incident of physical abuse by other staff members 
in the preceding year. When asked whether they 
themselves perpetrated physical abuse against an 
elderly resident, 10% admitted they had [18].

Because elder abuse can occur in family homes, 
nursing homes, board and care facilities, and even 
medical facilities, healthcare professionals must 
remain keenly aware of the potential for abuse. 
When abuse occurs between elder partners, it is 
primarily manifested in one of two ways, either as 
a long-standing pattern of marital violence, or as 
abuse originating in old age. In the latter case, abuse 
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may be precipitated by issues related to advanced 
age, including the stress that accompanies disability 
and changing family relationships [6].

It is important to understand that the domestic 
violence dynamic involves not only a victim but 
a perpetrator as well. For example, an adult son 
or daughter who lives in the parents’ home and 
depends on the parents for financial support may 
be in a position to inflict abuse. This abuse may 
not always manifest itself as violence, but can 
lead to an environment where the elder parent is 
controlled and isolated. The elder may be hesitant 
to seek help because the abuser’s absence from the 
home may leave the elder without a caregiver [6]. 
Because these elderly victims are often isolated, 
dependent, infirm, or mentally impaired, it is easy 
for the abuse to remain undetected. Healthcare 
professionals in all settings must remain aware of 
the potential for abuse and keep a watchful eye on 
this particularly vulnerable group.

MEN
Statistics confirm that domestic violence is pre-
dominantly perpetrated by men against women; 
however, there is evidence to suggest that women 
also exhibit violent behavior against their male 
partners [24]. Studies demonstrate that up to 12% 
of murdered men are killed by female partners, 
although this has been shown to be largely an is-
sue of self-defense. It is persuasively argued that 
the impact on the health of female victims of 
domestic violence is generally much more severe 
than the impact on the health of male victims [25]. 
Approximately 1.5 million women are raped and/
or physically assaulted by an intimate partner each 
year, compared to 834,700 men [26]. In addition, 
1 out of every 4 women has been physically as-
saulted or raped by an intimate partner, compared 
to 1 out of every 14 men [26]. IPV accounted for 
20% of nonfatal violence against women in 2001 
and 3% against men [9]. Nevertheless, healthcare 
professionals must always keep in mind that males 
can also be victimized.

SAME SEX COUPLES
Domestic violence exists in the gay and lesbian 
community, and the rates are thought to mirror 
those of heterosexual women, approximately 25% 
[28]. It is interesting to note, however, that women 
living with female intimate partners experience 
less intimate partner violence than women living 
with men [26]. Conversely, men living with male 
intimate partners experience more intimate partner 
violence than do men who live with female intimate 
partners [26]. This supports other statistics indi
cating that intimate partner violence is perpetrated 
primarily by men. Because of the stigma of being 
gay, victims may be reticent to report abuse and 
afraid that their sexual orientation will be revealed. 
Many in this community feel that support services 
are not available to them due to homophobia of 
the service providers. Unfortunately, this results 
in the victim feeling isolated and unsupported. 
Healthcare professionals must strive to be sensitive 
and supportive when working with homosexual 
patients.

Military Families
As with domestic violence in the civilian popu-
lation, military victims face a host of barriers 
in disclosing abuse. In addition to shame and 
embarrassment, fear of reprisals, feelings of isola-
tion, and lack of available services, many military 
victims found when they did report abuse, military 
personnel were not sensitive to their needs [3]. 
Given these barriers to disclosure, it is difficult to 
assess the prevalence of domestic violence among 
military families. According to one report, a total 
of 61,827 initial substantiated cases, 5,772 sub
sequent incidents, and 3,921 reopened cases were 
reported to the Army Central Registry from 1989 
to 1997 [8]. More than two-thirds of the victims 
were female, and almost half of the referrals were 
from law enforcement agencies. According to the 
U.S. Department of Defense, since inception of the 
Army Central Registry, the Army itself has recorded 
57,421 confirmed cases of domestic violence.
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The Army Family Advocacy Program is mandated 
to focus on identification, reporting, prevention, 
and treatment for child abuse and domestic vio-
lence [11]. In terms of prevention and intervention, 
the Family Advocacy Program provides a range 
of strategies including prevention efforts such as 
parent support groups for new parents, education 
programs for married couples to learn how to deal 
with stress, parenting classes, communicating and 
coping instruction, and anger management courses 
[13]. 

Risk factors are complex and multifaceted. Brewster 
conducted a study of 2,991 abusers who used physical 
domestic violence that received treatment at the 
Air Force Family Advocacy Program and agreed 
to participate in the study. As with the general 
population, the physical violence sustained was 
more severe when the offender was male. How-
ever, previously reported domestic violence cases 
were higher than the base rate for the general 
population—one in four had been reported for 
spouse abuse, and one in eight offenders had been 
substantiated for spouse abuse [12]. 

It has also been speculated that exposure to the 
trauma of combat and the development of post-
traumatic stress symptoms provokes military 
veterans to be violent at home [14]. Furthermore, 
when these veterans do obtain treatment, either 
voluntarily or as mandated, many do not complete 
their treatment regimens. A sample of 62 male per-
petrators from a domestic violence rehabilitation 
program participated in a study. Forty-eight men 
were veterans, while the remaining 14 were active 
duty. In general, findings showed that there was a 
relationship between the severity of post-traumatic 
stress disorder (PTSD) and the severity of domestic 
violence. Furthermore, there was a relationship 
between the severity of PTSD and the witnessing 
of parental domestic violence during childhood. 
Findings also indicated that those who did not 
complete treatment were usually older than 35 
years of age, had higher levels of post-traumatic 
stress, experienced higher levels of stress in their 
daily lives, and reported less mutuality in their 
relationships [14].

SCREENING FOR DOMESTIC 
VIOLENCE AND ABUSE

A tremendous barrier to diagnosing and treating 
domestic violence is a lack of knowledge and train-
ing. Healthcare workers recognize and accurately 
interpret behaviors associated with domestic vio-
lence and abuse. However, healthcare profession-
als are hesitant to inquire about abuse [29; 30]. A 
Gallup poll initiated by the American College of 
Obstetricians and Gynecologists indicates that 
only 6% of its membership of over 33,000 physi-
cians routinely ask their patients about abuse [6]. 
Approximately 10% of primary care physicians 
routinely screen for intimate partner abuse during 
new patient visits, and 9% routinely screen dur-
ing periodic checkups [22]. A study by the CDC 
found that less than one-half of the physicians 
studied had recent training on intimate partner 
abuse, and only 17% routinely screened patients 
during their first prenatal visit [31]. In addition, a 
1999 survey of managed care organizations found 
that less than one-third of HMOs in the United 
States have policies, procedures, and guidelines for 
screening domestic violence victims [32].

It is imperative that healthcare professionals work 
together to establish specific guidelines that will 
facilitate identification of batterers and their vic-
tims. These guidelines should review appropriate 
interview techniques, and should also include the 
utilization of screening tools, such as intake ques-
tionnaires. The following is a review of certain signs 
and symptoms that may indicate the presence of 
abuse. Although battered women do not display 
typical signs and symptoms when they present to 
healthcare providers, there are certain cues that 
we can attribute to abuse. The obvious cues are 
the physical ones. Injuries range from bruises, cuts, 
black eyes, concussions, broken bones, and mis
carriages to permanent injuries such as damage to 
joints, partial loss of hearing or vision, and scars 
from burns, bites, or knife wounds. Typical injury 
patterns include contusions or minor lacerations 
to the head, face, neck, breast, or abdomen. These 
are often distinguishable from accidental injuries, 
which are more likely to involve the periphery of 
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the body. In one hospital-based study, domestic 
violence victims were 13 times more likely to sustain 
injury to breast, chest, or abdomen than accident 
victims. Abused women are also more likely to have 
multiple injuries than accident victims. When this 
pattern of injuries is seen in a woman, particularly 
in combination with evidence of old injury, physi-
cal abuse should be suspected [20].

In addition to physical signs and symptoms, bat-
tered women also exhibit psychological cues that 
resemble an agitated depression. As a result of 
prolonged stress, these women often manifest vari-
ous psychosomatic symptoms that generally lack 
an organic basis. For example, they may complain 
of backaches, headaches, and digestive problems. 
Often they will complain of fatigue, restlessness, 
insomnia, or loss of appetite. Great amounts of 
anxiety, guilt, and depression or dysphoria are also 
typical [20; 33]. In many women, this constellation 
of symptoms has been labeled “Battered Women’s 
Syndrome.” Unfortunately, physicians typically 
respond to these women by diagnosing the patient 
to be neurotic or irrational [25]. Healthcare pro-
fessionals must cast aside these misperceptions of 
abused victims and work within their respective 

practice settings to develop screening mechanisms 
to detect women who exhibit these symptoms.

For every victim of abuse, there is also a perpetra-
tor. Like their victims, perpetrators of domestic 
violence come from all socioeconomic backgrounds, 
races, religions, and walks of life [27]. Accordingly, 
healthcare professionals must likewise be aware 
that seemingly supportive family members may, 
in fact, be abusers. Perpetrators and their victims 
in lower socioeconomic groups are more likely to 
turn up in hospital emergency rooms and local 
community clinics. Conversely, people of higher 
socioeconomic status are more able to turn to the 
private clinician for assistance [27].

Abuser characteristics have been studied far less 
frequently than victim characteristics. Some stud-
ies suggest a correlation between the occurrence 
of abuse and the consumption of alcohol. A man 
who abuses alcohol is also likely to abuse his mate, 
although the abuser may not necessarily be inebri-
ated at the time the abuse is inflicted [34]. Screen-
ing questionnaires should include questions that 
explore social drinking habits of both the victim 
and his or her mate.

Other studies demonstrate that abusive mates are 
generally possessive and jealous. Another charac-
teristic related to the batterer’s dependency and 
jealousy is extreme suspiciousness. This character-
istic may be so extreme as to border on paranoia 
[27]. In addition, battered women have frequently 
reported that abusers are extremely controlling of 
the everyday activities of the family. This domina-
tion is generally all encompassing. One battered 
woman gave the following examples of her control-
ling husband, “he insisted that no one (including 
guests and their toddler children) wear shoes in the 
house, that the furniture be in the same indentations 
in the carpet, that the vacuum marks in the carpet 
be parallel, and that any sand that spilled from the 
children’s sandbox during their play be removed 
from the surrounding grass” [35]. In addition, 
healthcare professionals should be on the lookout 
for men who have low self-esteem, are frequently 
angry and depressed and are “very dependent on 
their partners as the sole source of love, support, 
intimacy, and problem solving” [33].

The Institute for Clinical Systems 
Improvement (ICSI) recommends that  
staff should have heightened awareness  
of a possible domestic violence situation 
when the patient presents with: somatic 
complaints without diagnosis (chronic  

pain, fatigue, headache), post-traumatic stress 
symptoms, gastrointestinal pain, unexplained 
neurological changes, depression, and/or multiple  
or erratic visits with a series of vague complaints.

(http://www.icsi.org/domestic_violence/domestic_
violence_2589.html.   
Last accessed November 7, 2007.)

Level of Evidence: A (randomized, controlled trial),  
B (cohort study), C (Non-randomized trial with 
concurrent or historical controls, case-control study, 
study of sensitivity and specificity of a diagnostic  
test, and/or population-based description study),  
D (cross-sectional study, case series, case report),  
and R (consensus statement, consensus report,  
or narrative review)
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Both batterers and battered partners are noted for 
being extremely dependent upon each other. It ap-
pears that each member of the couple believes that 
he or she will perish without the other, and that 
the survival of each can only occur if the conjugal 
relationship remains intact. This belief ostensibly 
arises from their negative self images, which cause 
the couple to doubt both their ability to live inde-
pendently and to find other partners who will accept 
them. Both tend to deny or minimize the scope 
and severity of the violence in their relationship. 
This denial makes the conjugal relationship appear 
more viable and desirable to both [36].

The particular relationship dynamics reviewed 
above are not easily detected under the best of 
circumstances. They may be especially difficult 
to uncover in circumstances where the parties are 
suspicious and frightened, as might be expected 
when a victim presents to an emergency room. The 
key to detection, however, is to establish a proper 
screening tool that can be utilized in the particular 
setting, and to maintain a keen awareness for the 
cues described above. Screening should be carried 
out at the entry points of contact between victims 
and medical care (e.g., primary care, emergency 
services, obstetric and gynecologic services, psy-
chiatric services, and pediatric care) [20].

The key to an initial screening is to obtain an ad-
equate history. Establishing that a patient’s injuries 
are secondary to battering is the first task. Clearly 
there will be times when a victim is injured so se-
verely that treatment of these injuries becomes the 
first priority [37]. After such treatment is rendered, 
however, it is important that healthcare profession-
als not ignore the reasons that brought the victim 
to the emergency room.

Of female trauma patients, 16% to 30% will report 
that they have been battered when asked directly 
about how the injury occurred. Obviously, however, 
some women will not admit to a history of battering. 
Any trauma or burn that seems incompatible with 
a history of the injury is suggestive of battering and 
indicative of the need for gentle probing regarding 
how things are at home. Information must also be 
collected to facilitate a comprehensive assessment 
of the victim’s needs, resources, and priorities in 

	 1.	 How were you hurt?

	 2.	 Has this happened before?

	 3.	 When did it first happen?

	 4.	 How badly have you been hurt in the past?

	 5.	 Was a weapon involved? 
Is there a weapon in the house?

	 6.	 What kind of weapon?

	 7.	 Who lives in the home?

	 8.	 What are the children’s ages?

	 9.	 Are the children in danger?

	 10. 	 Have they been hit or hurt by him?

	 11. 	 How badly have they been hit or hurt by him?

	 12. 	 Have you ever told anyone about this before?  
If so, who?

	 13. 	 What have you done in the past to  
protect yourself?

	 14. 	 What have you done in the past to get help?

	 15. 	 Have you ever called the police?

	 16. 	 If yes, when, and what did they say/do?

	 17. 	 Did you report this incident to the police?  
If not, why not?

	 18. 	 If yes, what precinct?

	 19. 	 What did they say/do?

	 20. 	 Have you ever obtained a protective order?

	 21.	 Have you tried to press charges this time  
or before?

	 22. 	 Does your boyfriend/husband have  
a criminal record?

	 23.	 Has he beaten or hurt other people?

	 24. 	 Has he threatened to kill you?

	 25. 	 Has he tried to kill you?

	 26. 	 If so, what did he do?

	 27. 	 Are you afraid to go home?

	 28. 	 Where can you go?

	 29. 	 Have you ever called a crisis center for help?

	 30. 	 If so, who is your contact person there?

	 31. 	 If not, why not?

	 32. 	 Do you know the phone number of the  
local crisis center?

Structured Interview  
for Treatment Planning

Source: [46]                                                           Table 2
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order to develop immediate and long-range plans 
designed to minimize and eliminate future abusive 
episodes. A structured interview that can be used 
to obtain the necessary information for treatment 
planning is outlined in Table 2 [37].

After the history is obtained and initial treatment is 
started, it is imperative that healthcare professionals 
document all findings and recommendations in 
the victim’s medical record. The medical record 
can be an invaluable document in establishing the 
credibility of the battered woman’s story when she 
seeks legal aid [37].

Culturally Sensitive Assessment
During the assessment process, a practitioner must 
be open and sensitive to the client’s/patient’s 
worldview, cultural belief systems and how he/she 
views the illness [45]. This may reduce the tendency 
to over-pathologize or minimize health concerns 
of ethnic minority patients. Pachter proposed a 
dynamic model that involves several tiers and 
transactions [40]. The first component of Pachter’s 
model calls for the practitioner to take responsibility 
for cultural awareness and knowledge. The profes-
sional must be willing to acknowledge that he/she 
does not possess enough or adequate knowledge in 
health beliefs and practices among the different 
ethnic and cultural groups he/she comes in contact 
with. Reading and becoming familiar with medical 
anthropology is a good first step.

The second component emphasizes the need for 
specifically tailored assessment [40]. Pachter advo-
cates the notion that there is tremendous diversity 
within groups. For example, one cannot automati-
cally assume that a Cuban immigrant adheres to 
traditional beliefs. Often, there are many variables, 
such as level of acculturation, age at immigration, 
educational level, and socioeconomic status, that 
influence health ideologies. Finally, the third com-
ponent involves a negotiation process between 
the client/patient and the professional [40]. The 
negotiation consists of a dialogue that involves a 

genuine respect of beliefs. It is important to re-
member that these beliefs may affect symptoms or 
appropriate interventions in the case of domestic 
violence. 

Culturally sensitive assessment involves a dynamic 
framework whereby the practitioner engages in 
a continual process of questioning. These com
ponents are meant to provide an introduction to 
help practitioners recognize the range of dimen-
sions, including physical, biological, social, and 
cultural factors, that affect immigrants and ethnic 
minorities. By incorporating cultural sensitivity 
into the assessment of individuals with a history of 
being victims or perpetrators of domestic violence, 
it may be possible to intervene and offer treatment 
more effectively.

Interventions for  
Domestic Violence

Safety Planning
All practitioners who deal with domestic violence 
should periodically review safety planning with 
victims. Homicide is of high risk for victims, thus 
safety planning is crucial. When advocating a safety 
plan, it is important to:

•	 Encourage the victim to be aware  
of weapons in the house.

•	 Have victims make a plan of what to  
do if violence escalates and where to  
go if leaving is an option.

•	 If children are old enough, they should  
be instructed about the safety plan and 
assigned roles.

•	 When possible, women should save some 
money in a private bank account or hide 
money for escape. Women should be 
informed that if the abuser finds out about  
a separate bank account, she could be in 
danger.
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•	 Encourage victims to keep a bag packed  
with necessities and stored in a safe place  
in the event leaving must be immediate.

•	 Advise victims to work out a code word  
or signal with the children so they will  
know when to implement an escape plan.

•	 Encourage victims to keep a list of  
important phone numbers in their  
packed bag. Memorizing important  
numbers provides more safety.

•	 Recommend that copies of important 
documents and necessary items be available.

Although safety planning may be advocated, it does 
not necessarily mean victims will employ safety 
planning guidelines.

Legal Interventions
There are five states with mandatory reporting laws 
to address domestic violence [15]. For example, 
California requires healthcare providers to report 
injuries resulting from firearm or assaultive violence, 
including injuries from intimate violence. However, 
there is a great amount of controversy among help-
ing professionals about mandatory reporting laws. 
Those in favor of mandatory reporting for adult 
domestic violence maintain these laws improve the 
safety of the victim and will assist law enforcement 
to effectively intervene. Simultaneously, those who 
oppose the mandatory reporting laws also consider 
mandatory reporting creates a safety issue and may 
violate victims’ rights of autonomy [3].

Domestic violence victims can obtain protective 
orders through a civil proceeding [16]. Until the 
enactment of Pennsylvania’s Protection of Abuse 
Act in 1976, only two states had protective order 
legislation [16]. Protective orders now prohibit the 
abuser from communicating with the victim and/
or other family members in a threatening manner. 
The order also prohibits the abuser from going to 
the home or place of employment of the victim or 
family members. Violations of protective orders 
can result in fines, imprisonment or a combination 
of both [16].

Support Groups 
Support groups for crime victims can be beneficial. 
Often, victims think they are the only ones who 
have experienced the abuse. Victims may express 
shame and guilt, assume responsibility for the inci-
dent, and question what they did wrong to provoke 
the abuse. Support groups offer the opportunity 
for victims to meet others who are going through 
similar experiences and have similar feelings and 
concerns. Because batterers often utilize psychologi-
cal tactics, such as isolation to keep the victim away 
from interacting and talking with family, friends, 
and other individuals, the victim’s primary source 
of information, companionship, and support comes 
from the batterer [17]. Support groups diminish 
victims’ sense of isolation and provide education.

Shelters
Shelters provide a haven for domestic violence 
victims and their children. They provide temporary 
emergency housing and a range of services to help 
victims “get back on their feet.” Services vary but 
may include job training, support groups, skills 
development groups, and counseling.

RESOURCES AND REFERRALS

After identifying victims and their abusers, health-
care professionals should immediately implement 
a plan of action that includes providing a referral 
to a local domestic violence shelter to assist the 
victim and the victim’s family. The acute situa-
tion should be referred immediately to local law 
enforcement officials. Other resources in an acute 
situation include crisis hotlines and rape relief cen-
ters. Once a victim is introduced into the system, 
counseling and follow-up is generally available by 
individual counselors who specialize in the care of 
battered women and their spouses and children. 
These may include social workers, psychologists, 
psychiatrists, other mental health workers, and 
community mental health services. The goals are 
to make the resources accessible and safe, and to 
enhance support for women who are unsure of 
their options [38].
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American Bar Association  
Commission on Domestic Violence
Provides valuable information about a wide-
range of domestic violence issues and extensive 
links to other resources and organizations.
http://www.abanet.org/domviol/home.html

Communities Against Violence Network
CAVNET is a nonprofit organization and  
has developed an international network of 
professionals addressing domestic violence, 
sexual assault, rape, incest, stalking, and crime 
victims with disabilities, bringing together  
a diverse community which includes law 
enforcement, judges, clergy, lawyers, social 
workers, domestic violence shelters, rape crisis 
centers, disability advocates, and hundreds  
of others.
http://cavnet2.org

Family Violence Prevention Fund 
Works in the area of preventing family violence. 
Provides information on public policy, violence 
in different population groups, and general 
information on resources.
http://endabuse.org

Minnesota Center Against  
Violence and Abuse (MINCAVA)
The mission of MINCAVA is to support 
research, education, and access to violence-
related resources.
http://www.mincava.umn.edu

National Coalition Against Domestic Violence
Serves as a national information and referral 
center for the general public, practitioners, 
organizations, and the victims of domestic 
violence.
http://www.ncadv.org

National Center for Victims of Crime
The National Center for Victims of Crime  
is recognized as the nation’s leading advocate  
for crime victims. 
http://www.ncvc.org

National Organization for Victim Assistance
Private, non-profit organization committed  
to the recognition and implementation of  
victim rights and services.
http://www.trynova.org

Office on Violence Against Women
Handles the U.S. Department of Justice’s legal 
and policy issues regarding violence against 
women, provides national and international 
leadership, and responds to requests for 
information regarding violence against women.
http://www.usdoj.gov/ovw

Resources for Ethnic Minority 
and Immigrant Women
Asian and Pacific Islander  
Institute on Domestic Violence
Is a network of professionals from various 
disciplines to serve as a forum and clearinghouse 
to provide information on domestic violence  
in the Asian and Pacific Islander communities.
http://www.apiahf.org/apidvinstitute/
ResearchAndPolicy/resources.htm

Institute on Domestic Violence  
in the African American Community
An interdisciplinary forum by which scholars 
and practitioners can disseminate information 
about domestic violence in the African 
American community. 
http://www.dvinstitute.org

The National Latino Alliance for the 
Elimination of Domestic Violence (Alianza) 
Part of a national effort to address the domestic 
violence needs and concerns of under-served 
populations. It represents a growing network  
of Latina and Latino advocates, practitioners, 
researchers, community activists, and survivors 
of domestic violence.
http://www.dvalianza.org
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Resources for Women  
with Disabilities
Center for Research on  
Women with Disabilities
http://www.bcm.edu/crowd

Resources for  
the Gay community
Gay Men’s Domestic Violence Project
Provides community education and direct 
services to gay, bisexual, and transgendered  
male victims and survivors of domestic violence.
http://www.gmdvp.org

National Gay and Lesbian Taskforce
http://www.thetaskforce.org

Annual Report on Lesbian, Gay,  
Bisexual, Transgender Domestic Violence
http://www.ncavp.org

Conclusion

To lump all behavior in chaotic relationships under 
the category of violence can be misleading to the 
public. The common image of violence for the 
majority of people is physical harm, attack, and 
observable injury. Differentiating types of behav-
ior in intimate relationships is necessary to define 
consequences related to outcome studies to form 
an evidence base for treatment. The formulation 
of accurate definitions is instrumental in design-
ing methodology to compare differences. More 
accurate and sensitive instruments to measure the 
depth of the social problem are needed to reveal 
differences in gender initiated violence, show the 
accuracy of occurrences of mutual battering, and 
quantify post-effects of intimate violence on men, 
women, and children.

The long-term focus on domestic violence is 
responsible for major reforms on multiple levels 
within various systemic functions related to crimi-
nal prosecution, legislative views and actions, and 
healthcare protocols. Given the pervasive nature 
of abuse in relationships, histories of partners 
including mental, psychological, and behavioral 
documentation is vital when determining the causes 
and effects of abuse. How historical and cultural 
belief systems are connected to domestic violence is 
essential in determining an accurate measurement 
of intimate violence.
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Faculty Biographies

Marjorie Conner Allen, BSN, JD, received her Bach-
elor of Science in Nursing degree from the University 
of Florida, Gainesville, in 1984. She began her nursing 
career at Shands Teaching Hospital and Clinics at the 
University of Florida, Gainesville. While practicing 
nursing at Shands, she gave continuing education semi-
nars regarding the nursing implications for dealing with 
adolescents with terminal illness. In 1988, Ms. Allen 
moved to Atlanta, Georgia where she worked at Egleston 
Children’s Hospital at Emory University in the bone 
marrow transplant unit. In the fall of 1989, she began 
law school at Florida State University. After graduating 
from law school in 1992, Ms. Allen took a two-year job 
as law clerk to the Honorable William Terrell Hodges, 
United States District Judge for the Middle District of 
Florida. After completing her clerkship, Ms. Allen began 
her employment with the law firm of Smith, Hulsey & 
Busey in Jacksonville, Florida where she has worked 
in the litigation department defending hospitals and 
nurses in medical malpractice actions. Ms. Allen resides 
in Jacksonville and is currently in-house counsel to the 
Mayo Clinic Jacksonville.

Alice Yick Flanagan, PhD, MSW, received her Master’s 
in Social Work from Columbia University, School of 
Social Work. She has clinical experience in mental 
health in correctional settings, psychiatric hospitals, and 
community health centers. In 1997, she received her 
PhD from UCLA, School of Public Policy and Social 
Research. Dr. Yick Flanagan completed a year-long 
post-doctoral fellowship at Hunter College, School of 
Social Work in 1999. In that year she taught the course 
Research Methods and Violence Against Women to 
Master’s degree students, as well as conducting quali-
tative research studies on death and dying in Chinese 
American families. 

Currently Dr. Yick Flanagan is a faculty member at 
Capella University, School of Human Services and 
Canyon College, Department of Social Work. She is the 
founder of E-Research, an e-mail newsletter that focuses 
on topics of health, mental health, and violence in a 
cross-cultural context. Dr. Yick Flanagan has recently 
moved her research focus to the area of racism and 
mental health consequences in ethnic minority com-
munities. She and her fellow colleagues are currently 
administering a survey on Asian Americans, Hispanics, 
and African Americans’ experiences with racism and 
discrimination.

Dee Spring, PhD, MFT, ATR-BC, an international 
lecturer, specializes in the treatment of individuals 
who experienced “intimate” trauma with resultant 
PTSD; she is a consultant and qualified expert witness 
in several states. She has written professional articles, 
book chapters, and authored two books. Dr. Spring has 
taught at many universities and conducted training for 
professionals in a variety of settings. Additionally, she 
designed, implemented and directed the first federally 
funded rape crisis center in the world to utilize visual 
art in crisis intervention and treatment for victims of 
sexual assault. She is Past President of the California 
Society for the Study of Trauma and Dissociation and a 
past member of the Board of Directors of the American 
Art Therapy Association, receiving awards from both for 
clinical and educational achievements, contributions, 
and innovations related to research and use of visual 
art in trauma treatment.
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