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Preface

This clinical training companion is written with a generalist mental
health professional in mind. We draw together research from diverse
sources and offer practical applications of those findings in the light
of key public policies and legal issues. Although no single book can
offer a definitive statement on how to assess and treat intimate
partner violence problems, this manual has the goal of putting the
complexities into a manageable and empirically justified clinical
practice. We attempt to draw clinicians’ practices into closer
agreement with the consensus of existing research and policy litera-
tures. We also discuss diverse research findings and legal resources
with the purpose of improving clinicians’ competence and confi-
dence in treating clients for whom intimate partner violence is an
issue.

COMMON PITFALLS FACED BY MENTAL HEALTH
PROFESSIONALS

Research over the past 2 decades has improved our understanding
of how intimate partner violence affects mental health for both vic-
tims and offenders. In fact, the associations between violence, mental
health, and substance abuse have been shown to be very complex.
Mental health problems can increase the risk of violence among
offenders and can contribute to greater risk for victims as well.
In addition, substance abuse has complex associations with both
offender patterns and victimization. The extent of research can be
overwhelming and confusing to clinicians who are providing mental
health or substance abuse treatment services. In spite of the wealth

ix
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of new information, the research literature does not always indicate
how clinicians should use these findings in treatment. In addition,
many new policies, laws, and regulations have been developed na-
tionwide to enhance the protections available to victims. New stan-
dards of care and clinical duties have been recommended in
response to new research and changed public policies. The net effect
of these changes is an increasingly complex legal environment within
which treatment services are provided. Clinicians may find them-
selves practicing at legal and clinical levels without a sure footing
in either area.

The challenges posed by intimate partner violence cases expose
clinicians to unique potential pitfalls in their practice. The failure
to detect abuse or to fully appreciate its potential risks, the applica-
tion of traditional models of intervention, the lack of clarity on clini-
cal roles in the forensic area, and other pitfalls expose a clinician
to the possibility of failing to provide quality care or failing to ade-
quately protect a client’s well-being. The latter chapters of this text
draw attention to some of the common pitfalls encountered by clini-
cians in intimate partner violence cases. These include:

1. Practice outside the boundaries of competence
2. Failure to assess intimate partner violence
3. Over and under-reactions to client disclosures of vic-

timization
4. Loss of client privacy by introducing clinical records in

court cases
5. Blurred boundaries and overreach by clinicians testifying

in court
6. Overreliance on syndromal labels
7. Individual psychotherapy with intimate partner violence

offenders
8. Cautions about marital or couples therapy
9. Cautions about alcohol and drug abuse counseling

10. Cautions about pastoral or Christian counseling

This clinical guide offers suggestions in each of these areas in order
to help the clinician build a manageable, effective, and defensible
practice environment adaptable to the clinical, legal, and ethical
complexities that are characteristic of intimate partner violence
cases.
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CHAPTER SUMMARIES

This clinical training companion is comprised of eight chapters that
explore background information, provide suggestions on assessment
and basic treatment options for both victims and offenders, and
then guide clinicians through the clinical and forensic practice envi-
ronment associated with intimate partner violence cases. Chapter
1 provides an overview of the prevalence of violence against women
based on research literature. National studies suggest that the vic-
timization of women is very prevalent, that most often the offender
is an intimate partner, and that women are more likely to be killed
by an intimate partner than by any other type of offender. The
research also provides important frequency and severity informa-
tion with major clinical implications for mental health and substance
abuse clinicians. The types of intimate violence experienced by
women, including physical and sexual violence, psychological abuse,
and stalking, are also described in the chapter. Finally, Chapter 1
focuses on risk factors for victimization, specifically focusing on
those associated with lethality and physical injury.

Chapter 2 focuses on mental health and substance abuse as they
relate to victimization experiences. Because clinical populations may
have higher rates of abuse victimization or perpetration, this chapter
explores the ways that abuse can affect mental health and substance
abuse. The chapter discusses the prevalence of abuse within clinical
caseloads, from general outpatient settings to services for women
with severe mental illness. The major findings with respect to the
mental health outcomes associated with intimate partner violence
are summarized, with a particular focus on depression, suicidality,
posttraumatic stress disorder, and substance use and abuse. The
acute and chronic physical health implications of victimization for
women and the impact of witnessing adult violence on children in
the home are discussed.

Chapter 3 reviews clinical characteristics of intimate partner vio-
lence offenders and provides information about general types of
offending behavior. Research has begun to identify types of offend-
ers, but the clinical value of typologies still appears to be limited.
However, understanding the major patterns of offending can help
mental health and substance abuse treatment providers in assessing
and treating clients with offender behaviors. An overview of key
clinical characteristics of offenders, including personality disorders,
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substance abuse, depression, and other disorders is provided in
the chapter.

Chapter 4 discusses effective clinical practice with victims of inti-
mate partner violence. The chapter addresses appropriate screening
for current and historic abuse in general client populations and more
extensive assessments if a client discloses victimization. Clinicians
are encouraged to engage in safety planning with victims, focusing
on three key phases: how to identify that risk or danger is increasing,
how to identify the specific steps the victim may take upon recogniz-
ing those danger cues, and how to maintain safety upon her depar-
ture from the offender.

Chapter 5 reviews clinical intervention with intimate partner vio-
lence offenders. The chapter discusses the factors associated with
risk for violence among offenders and presents information on
screening, assessment, and treatment selection for offenders. The
chapter also gives cautions regarding the risks attendant to inappro-
priate treatment and emphasizes the importance of structured group
programs for offenders.

Chapter 6 describes the roles and actions recommended for men-
tal health professionals when providing clinical services in cases of
intimate partner violence. These recommendations derive from an
understanding of intimate partner violence as criminal conduct with
serious consequences for victims and offenders. The chapter sug-
gests that mental health professionals have specific clinical duties
of care, duties to warn and protect, and duties to report in intimate
partner violence situations. Duties of care include being able to
identify clients with characteristics associated with violence victim-
ization or perpetration and being able to intervene appropriately.
Duties to warn and protect include notifying potential victims of
threats and assisting victims with safety planning. Duties to report
include reporting child abuse either to protective services or law
enforcement as well as reporting spouse abuse to adult protective
service agencies.

Chapter 7 describes how the intersection between the mental
health and justice systems brings with it unique roles for mental
health professionals who must be attuned to the safety of clients
and cognizant of how standards of conduct typically applied to
clinical practice may change in this area of clinical work. A broader
role for mental health professionals in intimate partner violence
cases is outlined. The chapter includes recommendations for how
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mental health professionals can relate more effectively with the
court system and describes common pitfalls for clinicians in these
cases, particularly as they relate to assessment, confidentiality, roles
in court, boundary issues, and the misapplication of common clinical
modalities. Finally, the chapter addresses the negative impact clini-
cal work in the intimate partner violence domain can have on clini-
cians who regularly hear stories of trauma and abuse from their
clients.

Chapter 8 provides a modest legal primer for mental health profes-
sionals who work with victims and offenders. It focuses on the experi-
ence of intimate partner violence victims in the court and the
criminal justice remedies and civil orders of protection they find
there. Issues that arise in custody proceedings are also discussed.

Each chapter in the clinical training companion begins with an
introductory paragraph outlining the topics to be covered. Likewise,
each chapter ends with a summary paragraph and a series of ques-
tions for readers to use to ensure comprehension of key chapter
content.

CONCLUSION

This clinical training companion was developed as a user-friendly
resource and aid to the mental health or substance abuse profes-
sional who wants to improve clinical practice but who cannot read
hundreds of pages of journal articles on the topic. Understanding
that clinicians have their clients’ best interests at heart, this text
was developed to summarize key findings into manageable practice
improvements that clinicians can implement in most practice set-
tings. The goal of the book is to provide tools for the introduction
of wiser and more empirically supportable practices in mental health
and substance abuse treatment settings.



This page intentionally left blank 



Chapter 1

Scope and Dynamics of Violence
Against Women

Current research has important implications for clinical practice,
and recently, research attention has focused on the degree to
which women are harmed by male violence. Chapter 1 reviews
the literature on the incidence and prevalence of violence against
women to raise the awareness of clinicians to both its frequency
and severity. National studies reveal that the victimization of
women is common, that most often the offender is an intimate
partner, and that women are more likely to be injured or killed by
an intimate partner than by any other type of offender. Chapter
1 discusses the use of violence by women, distinguishing these
acts from those of primary aggressive partners.

Chapter 1 differentiates the types of violence experienced by
women in the context of intimate partner violence: including physi-
cal, sexual, and psychological abuse. The chapter also discusses
stalking as a form of victimization. The chapter emphasizes a broad
definition for violence against women to promote a fuller under-
standing of the phenomenon and to ensure the inclusion of types
of maltreatment that research suggests is most harmful to victims.
The sections within chapter 1 include the following:

• Incidence and prevalence of violence against women
• Intimate partners as aggressors
• Violence perpetrated by women: the myth of mutuality
• Types of intimate partner violence and abuse
• Risk and dangerousness for adult victims

1



2 Intimate Partner Violence

“The exact dimensions of violence against women are frequently
disputed, yet even conservative estimates indicate that millions
of American women experience violent victimization.” (Crowell &
Burgess, 1996, p. 8)

INCIDENCE AND PREVALENCE OF VIOLENCE
AGAINST WOMEN

An important evolution in the understanding of intimate partner
violence in the United States has occurred. Research has grown
exponentially since the 1960s when the first efforts were initiated.
Research findings and changes in public policy over the past few
decades have increased general public and treating professionals’
awareness of the extent of violence in family and intimate relation-
ships. In the 1960s, studies began to reveal the extent of child mal-
treatment (Gil, 1970). In the 1970s, largely as a result of the women’s
movement, researchers began to focus on spouse as well as child
abuse (Gelles, 1979), and abuse of the elderly began to receive atten-
tion in the 1980’s (Steinmetz, 1978). Similarly, in the late 1970’s,
reports of child sexual abuse began to increase (Finkelhor, 1979,
1984), and research in the 1980s addressed the incidence of rape in
marital relationships (Russell, 1982; Shields, Resick, & Hanneke,
1990).

Mental health and substance abuse clinicians must consider re-
search about the prevalence and types of intimate partner violence
to better understand characteristics of clinical populations. The data
from general population studies can lead to changes in the way that
disorders are understood and treated. Current research trends have
important implications for clinical practice and, recently, research
has focused on the degree to which women are harmed by male
violence. The National Violence Against Women Survey (NVAW), a
national telephone survey on the incidence and prevalence of woman
abuse was conducted recently in households across the country.
This study reported that approximately 52% of women reported
being physically assaulted in their lifetime and almost 18% reported
being victims of rape or attempted rape at some point in their lives.
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In addition, 8% reported the experience of stalking victimization.
The percent of stalked women increased to 12% if the standard
for the level of fear required of victims was decreased (Tjaden &
Thoennes, 2000). These findings apply to general household popula-
tions and did not include women who were in institutions, who were
homeless, or who did not have telephones—an important limitation
when applying these data to clinical populations.

In the context of intimate relationships, both the prevalence and
severity of violence show differences between men and women. The
National Violence Against Women Survey, for example, documented
higher lifetime rates of intimate partner violence for women, greater
frequency of assaults, and more severe injury (Tjaden & Thoennes,
2000). Following are some of the results of the survey.

Rate of Violence: Lifetime rates of physical assault by intimate are
higher for women (25%) than for men (7.6%).

Frequency of Assault: Women victimized by intimate partners expe-
rience an average of 6.9 assaults, while men average 4.4 assaults.

Injury Severity: Women experience more chronic and injurious
violence than do men; 41.5% of women versus 19.9% of men were
injured during their most recent physical assault.

Clinicians who treat women who are members of ethnic minorities
should take note of the limited findings about intimate partner vio-
lence in culturally diverse populations. In general, minority women,
particularly those who live in poverty, are particularly at risk for
victimization (Belle, 1990; O’Carroll & Mercy, 1986). In fact, at least
one study found that femicide is the leading cause of death in the
United States among young African American women aged 15–45
years (Greenfield et al., 1998), though homicide rates are extremely
high for African American males as well. In addition, while some
studies show little or no significant differences between African
American, Hispanic, and other racial and ethnic minority populations
(e.g., National Violence Against Women Survey as reported in Tja-
den & Thoennes, 2000), estimates from the National Crime Victimiza-
tion Survey (NCVS) indicate that between 1993 and 1998, African
American women experienced intimate partner violence at a rate
35% higher than did White women (Rennison & Welchans, 2000).
Other research indicates that more than half the women murdered
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(53%) are African American Women (Bailey et al., 1997). Clinicians
working with African American women victimized by intimate part-
ner violence must become sensitized to the cultural context within
which African American women decide whether to reach out for aid
or remain reluctant to report their partner to a system perceived
to be biased against African American men (Rasche, 1995). These
women may also feel intense social pressure to set aside their indi-
vidual needs for the survival of the family unit (Billingsley, 1992).
Said another way, “If domestic violence service providers and re-
searchers are committed to preventing intimate partner violence
among African Americans, they must be prepared to acknowledge
and build on the fact that African Americans live a bicultural reality”
(Hampton, Oliver, & Margarian, 2003, p. 548).

The complexity of studying violence against Hispanic women de-
rives in part from the fact that this group includes women from
many different countries and cultures. Torres (1991) has noted that
Hispanics in the United States originate from at least 32 different
countries. One example of a key difference between groups is that
rates of violence against Mexican-born Mexican American women
were lower than for American-born Mexican American women (Sor-
enson & Telles, 1991). A study with women in a shelter for battered
women found no differences in rates of violence across ethnicity
but found that Hispanic women reported longer duration of abuse,
a tendency to marry at a younger age, greater poverty, lower educa-
tion, and larger families than other women (Gondolf, Fisher, & McFer-
ron, 1988). Additional research is needed on the prevalence and the
unique characteristics of intimate partner abuse in African American,
Hispanic, Native American, Asian, and other important groups in
order to guide practitioners on issues they may need to factor into
effective assessment and treatment.

The incidence and prevalence data provided in this chapter should
be of interest not just to criminologists or social scientists, but also
to clinical staff. The message to clinicians from these data is that
the size of the problem of violence against women is so great that
victims and offenders are very likely to be found in the caseloads
of any generalist clinician.

INTIMATE PARTNERS AS AGGRESSORS

The findings of the National Violence Against Women Survey and
similar studies emphasize that, for women, victimization is most
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likely to occur in the context of an intimate relationship, not at the
hands of a stranger. Historically, studies have shown that a woman
is more likely to be assaulted, raped, or killed by a current or former
male intimate than by any other type of assailant (Browne & Williams,
1993; Finkelhor & Yllo, 1985; Langan & Innes, 1986; Russell, 1982;
Koss, 1992). The National Violence Against Women Survey found
that the majority of women responding to the survey said it was an
intimate partner who had raped (62%), physically assaulted (72%),
or stalked (60%) them after they turned 18 years of age (Tjaden &
Thoennes, 2000). In a comprehensive analysis of existing research,
intimate partner violence accounted for 21% of violent crime against
women compared to 2% for men (Greenfield et al., 1998).

Additionally, studies show that women are more likely to be killed
by their intimate partners than by any other type of perpetrator
(Kellermann & Mercy 1992; Koss et al., 1994; McGuire & Pastore,
1996) while men, on the other hand, are more likely to die at the
hand of a stranger or unidentified assailant (Kellermann & Mercy,
1992; Mercy & Saltzman, 1989). The 1996 National Crime Victimiza-
tion Survey revealed that three out of every four victims of intimate
murder were female (Greenfield et al., 1998). Similarly, among mur-
der victims for every age group, females are much more likely than
males to have been murdered by an intimate (Cooper & Eaves, 1996).
NCVS reports the following data (Bachman & Saltzman, 1995):

• Nearly 30% of female homicide victims were killed by their
husbands, former husbands, or boyfriends.

• Just over 3% of male homicide victims were known to have
been killed by their wives, former wives, or girlfriends.

• The rate of intimate-offender attacks on women separated from
their husbands was about 3 times higher than that of divorced
women and about 25 times higher than that of married women.

The fact that most acts of violence against women are carried out
by intimate partners may have an impact on the type of injury
sustained by the woman. The severity and repetition of violence in
intimate contexts may increase because close partners have ready
access to their victims, substantial time with which to commit acts
of aggression, and the opportunity to inflict harm in private (Koss
et al, 1994). The National Violence Against Women Survey provides
evidence for this argument, as women in the study who reported
being physically assaulted by an intimate partner had been assaulted
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an average of almost seven times. In addition, intimate offenders
may engage in acts of aggravated or serious violence because they
believe that sanctions, or even identification, can often be avoided
(Gillespie, 1989). Collectively, these studies lend empirical credence
to claims that, as a gender, women are safer on the street than in
their own homes.

VIOLENCE PERPETRATED BY WOMEN:
THE MYTH OF MUTUALITY

Over the years, studies measuring the incidence and prevalence
of violence in intimate relationships have documented the use of
aggression by both partners. In national surveys, about as many
women as men report having used violence at least one time during
their relationship (Straus, 1990). In addition to the documentation
of violence by both men and women in general samples, clinicians
know that couples often enter treatment programs with reports of
both partners’ use of violence. In fact, one study found that 71% of
couples presenting for general marital therapy reported physical
aggression in their relationships within the past year (Cascardi,
Langhinrichsen, & Vivian, 1992).

These findings can be interpreted to mean that women and men
are equally violent toward partners. In one very crude sense, this
may be correct—if one only examines self-reported acts without
controlling for frequency or severity. The Conflict Tactics Scale
(CTS) (Straus & Gelles, 1979) for example, asks couples to respond
to questions about specific acts of abuse as yes/no options. The
scale does not probe for injury or harm caused by the acts, merely
their presence. Findings from this instrument suggest equal violence
by women and men. However, when more thorough assessment is
made of violent acts, it is apparent that an “equality” conclusion is
incorrect. Men commit assaultive acts within relationships signifi-
cantly more frequently than do women (21% greater for assault and
42% greater for severe acts of abuse) (Straus, 1989). Further, men
are more inclined to engage in multiple aggressive acts within the
course of one incident of abuse than are women (Straus et al., 1980;
Straus & Gelles, 1990). Another problem with the equality hypothesis
is that national surveys do not measure the intent of the actor. They
do not distinguish, for example, whether an act of pushing or hitting
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was in self-defense or a primary act of aggression. They also omit
psychological abuse committed in conjunction with physical assault,
and they ignore whether the assault was an isolated act or part of
a pattern of systematic control and terror against the partner. Finally,
not all national incidence surveys document the impact of the abuse
on the victim; consistently, women are much more likely to sustain
injury during attacks by male partners than the reverse (Stets &
Straus, 1990). In a study of couples entering therapy, in 86% of cases
both the husband and wife were reported to use aggression, but
wives were more likely than were husbands to be negatively affected
and to sustain severe injuries. Specifically, 13% of the women sus-
tained substantial injury (e.g., broken bones or teeth or injury to
sensory organs), and 34% of the husbands were classified as se-
verely aggressive.

For clinicians, these data mean that violence reported by clients
must be contextualized. The simple report by one or both parties
that a woman has engaged in an act of violence does not translate
into the simple belief that violence in the relationship is mutual.
Mutuality of intimate partner violence is, more often than not, an-
other confounding factor that can distort the understanding of the
impact of violence on relationships. This is not to say that women
are never violent; it is to say that when women commit violence, it
likely has very different characteristics and outcomes and that these
differences may be clinically important. Mutuality is, more often
than not, a myth that is shattered by understanding the context
within which the violence has occurred.

TYPES OF VIOLENCE AGAINST WOMEN

Violence against women should be understood by clinicians, not as
a singular act or form of abuse, but rather as the aggregate of physi-
cally, sexually and psychologically abusive behaviors directed by
one partner against another. Generally, when one form of abuse
exists, it is coupled with other forms as well. Almost by definition,
the infliction of physical assault also involves the infliction of fear.
Likewise, sexual assault or exploitation is usually accompanied by
other violent acts, and offenders’ attempts to control and dominate
the victims’ environment are also common in cases of physical
abuse. Furthermore, intimate partner violence occurs, not as spo-
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The American Psychological Association’s Task Force on Male
Violence Against Women defined male violence against women as
“physical, visual, verbal, or sexual acts that are experienced by a
woman or a girl as a threat, invasion, or assault and that have the
effect of hurting her or degrading her and/or taking away her ability
to control contact (intimate or otherwise) with another individual.”
(Koss et al., 1994, p. xvi)

radic, discrete inflictions of violence, but rather as continued expo-
sure to multiple forms of abuse. One form of abuse is interspersed
with another, giving an overall abusive quality to the relationship.

Understanding violence against women as multiple forms of abuse,
not just physical assault, is important for clinicians who must ad-
dress all the key experiences of a woman that impact her mental
health status. For example, if a clinician approaches violence against
women with an assumption that it is limited to physical assault,
then the experience of psychological maltreatment, which some
research suggests is most harmful to victims (e.g., Follingstad et al.,
1990), will be overlooked.

Some of the most common forms of violence inflicted on women
are defined in the following sections; these include physical, sexual,
and emotional or psychological abuse. In addition, stalking is also
discussed as a variant of intimate partner violence.

PHYSICAL VIOLENCE AND ABUSE

In the context of a client’s violent intimate relationship, clinicians
will be told about acts of physical assault resulting in injury or
physical pain to the victim. Physical violence includes behaviors
such as pushing, shoving, slapping, hitting, kicking, biting, choking,
burning, the use of weapons, or other acts that result in injury or
death (Crowell & Burgess, 1996). It has been estimated that between
1 in 3 and 1 in 4 women experience physical assault at the hands
of an intimate at some point during their lives (Browne & Williams,
1993; Tjaden & Thoennes, 2000a). Although some studies find lower
annual rates of partner violence, at least one study found annual
rates of partner violence as high as 1 in 12 women (Plichta, 1996). In
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the Commonwealth Fund Survey, 8% of women experienced physical
abuse in the year prior to the study (Plichta, 1996). The National
Family Violence Survey also measured acts of severe violence against
women and found that, in the year preceding the survey, more than
3 out of every 100, or 1.8 million women, were severely assaulted
(defined as being punched, kicked, choked, hit with an object, beaten
up, threatened with a knife or a gun, or had a knife or gun used
on them) (Straus & Gelles, 1990). Physical assault has also been
measured in a national study of college women, with findings that
32% of college women had experienced physical aggression from a
date or other intimate partner (White & Koss, 1991). Taken together,
the last two decades of national incidence and prevalence studies
now provide evidence that as many as 4 million women every year in
the United States will experience severe or life-threatening physical
assault perpetrated by a male partner (Koss et al., 1994).

Physical assault in a relationship rarely occurs as an isolated
event; it is customarily a recurrent feature of the offender’s behavior
and a chronic trauma for the victim (Cascardi & O’Leary, 1992;
Straus, 1990). Some researchers suggest that physical abuse tends
to escalate in frequency or become more severe as it continues
(Walker, 1984), while others suggest that the rates evidenced early
in the relationship tend to stabilize over time (Follingstad, Hause,
Rutledge, & Polek, 1992). Although research shows varying patterns
of violence in relationships as years progress, a reduction or tapering
off of violence is least likely to occur in severely aggressive offenders
(Jacobson, Gottman, Gornter, Berns, & Shortt, 1996; Quigley & Leo-
nard, 1996).

Clinicians must also be aware that even in cases in which the
physical violence ceases to occur on a regular basis, the infliction of
emotional or psychological abuse may persist (Jacobson & Gottman,
1998; Jacobson et al., 1996) and serve as a constant reminder that
the offender is capable of physical assault at any time. To the extent
that violence is often used by offenders as a means of controlling
the victim, the physical assault is no longer needed as an instrument
of control, the fear associated with the threat of harm is sufficient.

SEXUAL VIOLENCE AND ABUSE

In addition to physical assault, clients will also describe acts of
sexual violence involving nonconsenting sexual encounters in which
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they have either been pressured, coerced (explicitly or implicitly),
or forced into with the partner. Sexual violence includes behaviors
such as forcible penetration, vaginally, anally or orally by the offend-
er’s sexual organs, other body parts, or objects; and forced sex with
other persons (Bachman & Saltzman, 1995; Russell, 1982).

The National Violence Against Women Survey found that 18% of
all women reported the experience of completed or attempted rape
during their lifetime, with over two thirds of those victims reporting
the offender to be an intimate (Tjaden & Thoennes, 2000). Other
studies have shown that the lifetime prevalence of sexual violence
within intimate relationships is 9% to 14% in the general population
of women (Basile, 2002; Finkelhor & Yllo, 1985; Kilpatrick et al, 1992;
Russell, 1982). Rates of sexual violence against women are much
higher when focusing only on relationships in which other forms of
physical violence are also present. For example, 40% to 46% of bat-
tered women are reported to have suffered sexual violence by their
partner (Campbell, 1989; Finkelhor & Yllo, 1985; Campbell & Soeken,
1999; Shields & Hanneke, 1983).

In the early 1980’s, research began to document sexual violence
occurring in marital relationships. In one early study, more than
twice as many women reported being raped by husbands or ex-
husbands than being raped by strangers or acquaintances (Russell,
1982), leading researchers to describe rape by a spouse as one of
the forms of sexual coercion a woman is most likely to experience
(Finkelhor & Yllo, 1985). Specifically, Diana Russell (1982) found that
over 12% of women reported that their husband committed acts
against them which would qualify legally as rape. Undoubtedly, this
figure is lower than the actual incidence of marital rape; because
many victims and offenders hold the belief that rape is an act commit-
ted by a stranger, and they are unwilling to label the experience of
forced sexual relations with a spouse as rape.

Among the population of women who seek protective shelter from
violence, marital rape incidence is found to be even higher at 59%
(Shields, Resick & Hanneke, 1990). Important for clinicians is the
fact that sexual violence by a spouse is often a repeated victimiza-
tion, with 69% to 83% of marital rape victims in clinical (Bergen,
1996) and nonclinical (Russell, 1982) samples reporting multiple
victimizations. In addition, Bergen (1995) found that spousal rape
victims were raped more than 20 times by the same partner. This
distinguishes intimate partner sexual assault victims from stranger
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rape victims (1.3 average rapes) and acquaintance rape victims (1.4
average rapes) (Russell, 1982).

While society has historically downplayed the harm resulting from
rape that occurs in the context of marriage, being married to the
offender does not decrease the severity of the impact of a rape.
To the contrary, victims of rape by partners experience significant
physical harm. For example, approximately one-third of women in
a clinical sample had been sexually assaulted during pregnancy
(Bergen, 1996), and numerous studies have found partner rape to
be associated with increased severity and frequency of violence
against the victim and an elevated risk for homicide (Campbell, 1989;
Campbell & Soeken, 1999; Campbell et al., 2003). Victims of rape by
spouses and boyfriends have also been reported to sustain greater
physical injuries than victims of rapes committed by acquaintances
(Stermac, Del Bove, & Addison, 2001). The degree of violent coercion
is not linearly related to the degree of intimacy, however; although
spouses and boyfriends were equally likely to use physical violence
in at least one study, boyfriends used more coercion, weapons, and
physical restraint during the rape than did spouses or acquaintances
(Stermac et al., 2001).

The psychological impact of rape by an intimate is also substantial,
and involves significant trauma both in the immediate aftermath and
over the long term. Contrary to the myth, marital or intimate partner
rape is not less traumatizing than being raped by a stranger; in fact
intimate partner rape is equal to or more traumatizing than rape
by a stranger (Kilpatrick, Best, Saunders, & Veronen, 1988; Riggs,
Kilpatrick & Resick, 1992). In addition, studies comparing psychologi-
cal sequelae in women experiencing only physical violence with
women who have been physically battered and raped by an intimate
partner find that battered and raped women display higher levels
of psychological distress and symptomatology compared to women
who were physically battered only (Shields & Hanneke, 1983; Shields,
Resick, & Hanneke, 1990; Whatley, 1993). While higher distress levels
for these women may be attributable to the fact that relationships
involving both physical and sexual violence are also those in which
the physical aggression is the most severe (Kilpatrick, Best, Saun-
ders, & Veronen, 1988; Shields & Hanneke, 1983); but it is also the
case that research that separates the effects of physical and sexual
violence find that rape carries with it the most severe effects. As
noted by the authors in one study, “These results suggest that, in
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the case of intimate partner violence, the severity of sexual violence
may account for the bulk of subsequent PTSD symptoms. Even within
the context of ongoing physical violence, the experience of sexual
violence directly results in more severe PTSD” (Bennice, Resick,
Mechanic, & Astin, 2003, p. 92). As will be discussed in chapter 4,
it is important for clinicians to assess for the presence of sexual
violence and to ensure that treatment plans focus specifically on
sexual victimization.

According to researchers in one marital rape study, the victims
they spoke to

“ . . . felt an overwhelming sense of shock, followed by a profound sense
of despondency. They could not believe that their husbands, who were
supposed to have a special regard for them, could have done something
so frightening, so humiliating and so demeaning. Compounding the be-
trayal for many women was the realization that their husbands had no
awareness of the effect of the brutal behavior” (Finkelhor & Yllo, 1985,
p. 118).

“In addition to the immediate trauma of marital rape, the victims we talked
to reported serious long-term effects. Some were still experiencing them
5 or 10 years after they had divorced their husbands. They talked about
an inability to trust. They talked about lingering fear and emotional pain.
They talked about terrifying flashbacks and nightmares. They talked about
apprehensions about men and sexual dysfunctions—problems that kept
them from having a social life, or that interfered with subsequent mar-
riages” (Finkelhor & Yllo, 1985, p. 126).

PSYCHOLOGICAL ABUSE

In the context of a client’s violent intimate relationship, clinicians
will hear about acts of emotional or psychological abuse. In fact,
the vast majority of women who experience physical abuse by a
partner are also psychologically maltreated (Follingstad et al., 1990),
and physical aggression rarely occurs in the absence of psychologi-
cal abuse (Henning & Klesges, 2003). In particular, men with antiso-
cial characteristics (as measured by prior arrests for nonfamily
violence, nonviolent arrests, deviant peer relations, recent sub-
stance abuse, and employment problems) are more psychologically
abusive to their partners than are other men (Henning & Klesges,
2003).
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“A few researchers have even suggested that learning to cope with
the threat of violent victimization is a normative developmental
task for females in the United States” (Gilfus, 1995, as cited in
Crowell & Burgess, 1996, p. 8).

Because psychological abuse targets a victim’s thoughts, feelings,
and perceptions, it has the potential of profoundly impacting how
a woman views her sense of self, her relationship with her partner,
and her relationship to the world around her (Marshall, 1994a).
Psychological abuse, through words, facial expressions, gestures,
and acts of commission or ommission, can convey severely damaging
messages to a woman—but because of their discreet nature, they
may never be noticed or viewed as malignant by others around the
woman. As noted by one author,

“Defining the nature of abuse to which the battered woman is exposed
involves far more than describing simply the acts of violence or even the
sequence of events that led to the acute battering. Understanding the
battered woman’s experience also requires understanding the meaning
associated with the abusive context, whether or not, at any particular
point in time, the battered woman herself is entirely aware of that meaning
on a conscious level.” (Dutton, 1992b, p. 6).

Psychological abuse often co-occurs with physical and sexual vio-
lence (Browne, 1987; Follingstad et al., 1990; Hart & Brassard, 1991;
Sabourin et al., 1993), and the early presence of psychological abuse
tends to result in physical abuse within the first few years of the
relationship (Murphy & O’Leary, 1989; O’Leary, Malone, & Tyree,
1994). Specifically, psychological abuse consists of such behaviors
as the following (Follingstad et al., 1990):

• ridicule, harassment, and name calling, designed to erode the
woman’s self-esteem and to cause her to believe that she is
not worthwhile;

• isolation, designed to separate a woman from her family or
other support systems and to control with whom she has
contact,
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• restraint, designed to prevent a woman from access to bank
accounts, finances, and other resources and to thwart her in-
dependence,

• extreme jealousy or possessiveness acompanied by excessive
monitoring of behavior and repeated accusations of infidelity,

• verbal threats of harm, abuse, or torture directed at the woman,
the children, or other family of the woman, or the woman’s
friends,

• threats to abandon, leave, divorce, or initiate an affair with
another woman if the victim does not comply with the wishes
of the offender, and

• damage or destruction of a woman’s possessions or personal
property.

Psychological abuse can be thought of as an “ongoing process in
which one individual systematically diminishes and destroys the
inner self of another” (Loring, 1994, p. 1) and as “a process of deliber-
ate intimidation intended to coerce the victims to do the will of the
victimizer” (Jones, 1994, p. 88). These views of psychological abuse
suggest that the clinician should focus, not just on the offender’s
conduct, but on his intent and on the adverse consequences or
effects that behavior has on the mental health of the victim.

Psychological abuse is often used to instill fear and a pervasive
anxiety that gives the offender greater control over the partner.
When coupled with physical violence—even if they are rare epi-
sodes—the threats take on added force. In these cases, the victim’s
anticipatory anxiety resulting from threats can be as debilitating as
the violence itself. In fact, some research suggests that psychological
abuse is a better predictor of a woman’s fear of subsequent violence
than the severity of the earlier violence itself (Marshall, 1999), and,
for some victims, threats can have a more paralyzing effect than
acts of outright violence—particularly when the threats involve the
victim’s children or when they are punctuated with occasional vio-
lent acts. Finally, the offender’s unpredictable juxtaposition of physi-
cal violence and psychological abuse with loving behaviors may
increase the victim’s uncertainty about herself and her perceptions
(Marshall, 1994b).

Clinicians should be sensitive to a client’s report of psychological
abuse, not only because it may portend the concurrent or future
presence of physical abuse (Stets, 1990), but also because psycholog-
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ical victimization can have significant impact on the mental health
of the client. In fact, many of the negative effects previously attrib-
uted to physical assault may actually be byproducts of coexisting
psychological abuse (Engels & Moisan, 1994; Marshall, 1994b). Self-
reports from some battered women describe the psychological
abuse, particularly ridicule, as the most painful form of abuse they
experienced (Follingstad et al., 1990). Fear of the offender and the
risk of harm to which he exposes the victim may influence a woman
to remain in the violent relationship because she comes to believe
that leaving the offender will increase her risk of harm (Jacobson &
Gottman, 1998).

Psychological maltreatment is often used by an offender as a
means of establishing control over the victim, as expressed by Her-
man 1992, p. 77):

“The methods of establishing control over another person are based upon
the systematic, repetititve infliction of psychological trauma. They are the
organized techniques of disempowerment and disconnection. Methods of
psychological control are designed to instill terror and helplessness and
to destroy the victim’s sense of self in relation to others. Although violence
is a universal method of terror, the perpetrators may use violence infre-
quently, as last resort. It is not necessary to use violence often to keep
the victim in a constant state of fear. The threat of death or serious harm
is much more frequent than the actual resort to violence.

In addition to inducing fear, the perpetrator seeks to destroy the victim’s
sense of autonomy. This is achieved by scrutiny and control of the victim’s
body and bodily functions. The perpetrator supervises what the victim
eats, when she sleeps, when she goes to the toilet, what she wears. When
the victim is deprived of food, sleep, or exercise, this control results in
physical debilitation. But even when the victim’s basic physical needs
are adequately met, this assault on bodily autonomy shames and demor-
alizes her.”

STALKING IN THE CONTEXT OF INTIMATE PARTNER VIOLENCE

Stalking, like most forms of psychological maltreatment, is intended
to control the victim or inflict fear in her. It is broken out as a
separate form here because it has just begun to receive empirical
attention in the violence against women field. The first national study
to specifically measure the prevalence of stalking found rates higher
than expected - revealing a rate of 8% for women (12% when using
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a lower standard of fear in the definition) and 4% for men (Tjaden &
Thoennes, 2000). A recent analysis of over 100 studies of stalking-
related phenomena revealed an even higher prevalence rate, with
23.5% of women and 10.5% of men having experienced stalking (Spitz-
berg, 2002). As has been the pattern with every other form of abuse
described in this chapter, most often women are stalked by someone
known to them (77% of cases), with over two thirds of stalkers being
current or former intimate partners (Tjaden & Thoennes, 2000).
There is also evidence that intimate stalkers pose more risk than
stalkers who have no current or prior relationship with the victim:
in a study comparing intimate to nonintimate stalkers in a police
sample, intimate stalkers were more dangerous and more likely to
act on their verbalized threats to the victim (Palarea et al., 1999).

National studies show that stalking often occurs concurrently with
other forms of violence against a partner (Logan, Leukefeld, &
Walker, 2000; Spitzberg & Rhea, 1999; Tjaden & Thoennes, 2000). In
the National Violence Against Women Survey, 81% of women who
were stalked by a current or former partner were also physically
assaulted by that individual and 31% also experienced sexual vio-
lence (Tjaden & Thoennes, 2000). Other studies have found that
stalking is related to verbal and physical forms of abuse (Bjerregaard,
2000; Coleman, 1997) and sexual coercion (Spitzburg & Rhea, 1999). A
study of severely battered women also found a link between physical
assault and stalking (Mechanic et al., 2000). The National Violence
Against Women Survey also documented a relationship between
stalking and controlling and other emotionally abusive behavior on
the part of the offender. Specifically, offenders who stalked were
more likely than those who did not stalk the victim to exhibit jeal-
ousy, possessiveness and to limit the victim’s contact with other
people (Tjaden & Thoennes, 1998).

It also appears that the degree of dangerousness of a case may
increase when stalking is present (Coleman, 1997; Meloy, 1998). In
a study of femicide cases, 23.4% of the women in the study who had
been murdered by a current or former partner had been stalked
prior to the fatal crime (Moracco et al., 1998); and in a 10-state study
of actual and attempted intimate partner femicide, a majority of
victims experienced at least 1 episode of stalking in the year proceed-
ing their death (76% of femicide and 85% of attempted femicide
victims) (McFarlane et al., 1999). In addition, femicide victims in this
study who were physically abused prior to the murder were also
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far more likely to be stalked than were non-physically abused
women, again documenting the pairing of stalking and violent
behavior.

Given the frequency of violent behavior on the part of stalkers, it
is not surprising that stalkers often have criminal histories. Between
39% and 66% of stalkers have committed prior criminal offenses
(Harmon, Rosner & Owen, 1995; Jordan, Logan, Walker, & Nigoff,
2003; Meloy, 1996; Mullen & Pathé, 1994; Mullen, Pathé, Purcell &
Stewart, 1999), and protective order histories among stalkers are
also common (Jordan et al., 2003; Logan, Nigoff, Walker & Jordan,
2002).

RISK AND DANGEROUSNESS FOR ADULT VICTIMS

One of the most significant challenges of clinical practice in the
intimate partner violence domain is that often clients are at risk of
violence and harm. Victimization is most often a chronic, repeated
form of trauma, such that revictimization of a client during the
course of therapy is a distinct possibility. Clients can be at risk of
multiple forms of victimization that can grow in severity over time.
As a result, an understanding of the factors associated with risk to
a woman client is an important component of effective clinical care.

In one of the most comprehensive studies to date of risk associated
with intimate partner femicide, key markers of a victim’s risk were
identified. These included the offender’s access to a gun; previous
threats with a weapon; having the offender’s stepchild in the home;
and physical estrangement or separation, especially from an of-
fender with particularly controlling traits (Campbell et al., 2003).
Other significant risks included stalking, forced sex, and abuse of
the victim during her pregnancy. Protective factors identified within
the study included the victim and offender never having lived to-
gether and the offender having been arrested before for his violence
(Campbell et al., 2003).

Research has identified several other risk factors associated with
physical, sexual, psychological abuse, stalking, and homicide:

Separation: An important contextual factor to consider when eval-
uating or assessing risk is separation. This is a key point for clini-
cians, as a significant percentage of women do leave violent
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relationships; in fact, research shows that intimate partner violence
can play an important role in a woman’s decision to leave (Amato &
Rodgers, 1997; Kurz, 1996). Contrary to publicly held opinions about
battered women, a significant percentage of women do not stay in
violent relationships, as evidenced by one study that found that 38%
of the women in the sample had separated within 2 years (Jacobson,
Gotman, Gortner, Berns, & Shortt, 1996); and a second study in
which almost two thirds (63%) of the battered women in the study
had left the abuse at the time of the 2-year follow-up (Campbell,
Miller, Cardwell, & Belknap, 1994).

There is evidence that the point of separation from a violent rela-
tionship poses one of the most dangerous times for a woman. Women
separated from their spouses are 3 times more likely to be victimized
than divorced women and 25 times more likely to be victimized than
are women still married to the violent partner (Bachman & Saltzman,
1995). Studies of intimate homicides show that murder is frequently
preceded by a history of physical and other domestic abuse and
often involves a recent attempt at or completion of separation by the
victim (Arbuckle et al., 1996; Wilson & Daly, 1993; Ellis & DeKeseredy,
1997; Sev’er, 1997; Stark & Flitcraft, 1996; Browne & Williams, 1993;
Campbell, 1992). In a 10-state study of cases involving the murder
of the woman, separation was identified as a risk marker for femicide
(Campbell et al., 2003). In a study of intimate partner violence homi-
cides in Ohio, more than half of the victims were killed at the point
of separation (Campbell, 1992); and in a study of men incarcerated
for killing their female partners, over half the murders occurred
when the men were separated from their intimates (Stout, 1993).
The time frame for separation is another important factor in intimate
partner violence homicides, with most occurring within the first 1
to 2 months following separation (Stout, 1993; Wilson & Daly, 1993;
Wallace, 1986).

A study of women in a battered women’s shelter found that one-
third of the victims had been physically assaulted during separation,
with half of those assaults occurring within the first 10 weeks of the
initial separation and most of the assaults being severe (e.g., the
victims were kicked, raped, choked, stabbed, and/or shot) (Fleury,
Sullivan, & Bybee, 2000). Estranged wives are also four times more
likely to report that husbands raped, assaulted, or stalked them than
were women living with husbands (Tjaden & Thoennes, 2000). The
National Violence Against Women Survey found a higher rate of
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stalking after the relationship ended, with 43% of victims reporting
post-relationship stalking, 21% reporting stalking during the relation-
ship, and 36% reporting stalking during and after the pendency of
the relationship (Tjaden & Thoennes, 2000). Other research shows
that 46% of stalking victims are physically attacked after leaving an
intimate relationship, and that 86% experience physical injury as a
result (Brewster, 2000). In addition to escalated risk of continued
physical assault and stalking, separation often entails ongoing psy-
chological abuse of women (Hotton, 2001; Logan, Walker, Jordan, &
Campbell, 2004).

Exposure to Parental Violence: A woman’s chances of physical
injury from intimate partner violence increase if her partner’s father
had ever been violent toward his mother; or if her father had ever
been violent toward her mother (Thompson et al., 2001; Saunders,
1995).

Timing of Assault: A woman’s chances of physical injury increase
if the violence in her relationship began prior to marriage (Thompson
et al., 2001).

Presence of Children: A woman’s chances of physical injury from
intimate partner violence increase if children are present at the time
of the incident (Thompson et al., 2001).

Alcohol: A woman’s chances of physical injury increase if the of-
fender was drinking at the time of the assault (Thompson et al.,
2001). This finding has also been reported by other researchers who
found that women whose partners abused alcohol were more than
12 times as likely as women whose partners did not to incur acute
injury as a result of the violence (Kyriacou et al., 1998). In cases of
sexual assault, substance use by male offenders has been associated
with increased both physical violence (Abbey, Clinton-Sherrod,
McAuslan, Zawacki, & Buck, 2003; Ullman, Karabatsos, & Koss, 1999)
and victim injury (Coker et al., 1998; Martin & Bachman, 1998).

Prior Abuse: If the same partner has previously victimized a
woman, her chances of physical injury increase (Thompson et al.,
2001);
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Firearms and Violence Against Women

Women (and men) are more likely to be murdered with a firearm
than by any other means (Kellermann & Mercy, 1992). The risk of
homicide in the home by an intimate partner is 7.8% higher if a
firearm is kept in the home. (Kellermann et al., 1993)

Fear of Death: Women in relationships who report fearing for their
lives are also the women most likely to sustain physical injury from
their partners (Thompson et al., 2001). In other words, a victim’s
perception of vulnerability or lack of safety as expressed through
her fear often indicates an actual level of danger, and, if expressed
in a counseling session, should guide clinicians to discuss protec-
tive remedies.

Emotional Abuse: A woman’s chances of physical injury from inti-
mate partner violence increase if she reported that her partner had
engaged in moderate or high levels of emotional abuse against her;
in other words, severe emotional or psychological abuse often oc-
curs in tandem with physical abuse in these cases (Thompson et
al., 2001).

Generalized aggression: A woman’s chance of physical injury from
intimate partner violence increases if the offender is violent both
toward family members and toward persons outside the family
(Campbell, 1986; Farr, 2002; Holtzworth-Munroe & Stuart, 1994; Saun-
ders, 1995).

Weapons: A woman’s chance of physical injury is associated with
use or threatened use of a weapon (Campbell, 1986); in other words,
if a woman discloses in a counseling session that her partner threat-
ened her with a weapon, clinicians should address the potential of
her elevated risk.

Forced Sex: A woman’s chance of physical injury is associated in
the research with having been forced by the offender to have sex
(Campbell, 1986; Campbell, 2003).
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Threats to kill: offenders who overtly threaten to kill a woman are
also those more likely to routinely inflict physical injury on her
(Campbell, 1986).

Control of the Victim’s Activities: A woman’s chance of physical
injury is associated with an offender controlling the victim on a daily
basis (Campbell, 1986).

Offender Threats of Suicide: a woman’s chance of physical injury
is associated with threats by the offender to commit suicide (Camp-
bell, 1986).

Chapter 1 reviewed the literature on the incidence and prevalence
of violence against women; noting that the victimization of women
is common, that most often the offender is an intimate partner,
and that women are more likely to be injured or killed by an
intimate partner than by any other type of offender. Chapter 1
clarified misconceptions related to the use of violence by women
against their partners and described the types of violence experi-
enced by women in the context of intimate partner violence. Read-
ers should be able to answer the following questions following a
review of chapter 1:

• How prevalent are crimes of violence against women?
• What should a working definition of violence against women

include?
• What is the most common type of relationship between victims

and offenders in cases of femicide?
• If a client discloses that she is being stalked by her partner,

what are the primary clinical concerns?
• A domestic violence victim comes to your office for services a

week after separating from a violent husband. What are your
clinical concerns?

• What are some key risk markers for future physical assault or
death of a victim?



Chapter 2

Clinical Effects Associated
With Victimization

Chapter 2 focuses on why intimate partner violence is a pressing
concern for the mental health community. The chapter opens with
a discussion of the prevalence of abuse within clinical caseloads,
from general outpatient settings to services for women with severe
mental illness. Chapter 2 then summarizes the literature concern-
ing the psychological effects of victimization, particularly focusing
on depression, suicidality, posttraumatic stress disorder, and sub-
stance use and abuse. Physical health implications for victims and
the impact on children of witnessing violence in the home are also
discussed. The sections within chapter 2 include the following:

• Victimization experiences among women in mental health
populations

• Mental health effects for women victimized by intimate part-
ner violence

• Substance use among intimate partner violence victims
• Physical health impact of victimization
• Impact of intimate partner violence on child witnesses

VICTIMIZATION EXPERIENCES AMONG WOMEN
IN MENTAL HEALTH POPULATIONS

Historically, victimization was not understood as a significant con-
tributor to mental health problems. Research and clinical experience

22
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Common Psychological Effects of Domestic Violence

• fear and terror
• low self-esteem
• difficulty concentrating
• difficulty with trust and intimacy
• sexual difficulties
• anxiety
• problems with memory
• cognitive confusion
• depression
• anger and irritability
• shame and embarrassment
• health concerns
• nightmares
• increased startle response and physiological arousal
• numbing and avoidance

Report of the American Psychological Association’s Presidential Task Force on
Violence and the Family (1996)

of the past 2 decades, however, have highlighted the mental health
adversities for women victimized by crime, particularly when perpe-
trated by intimate partners. Even as mental health professionals
have begun to develop specialized interventions for intimate partner
violence, the literature has shown that crime victims are not a new
population for mental health providers. Violent crime is a significant
contributor to mental health problems, with as much as 10% to
20% of mental health care expenditures in the United States being
attributable to crime (Cohen & Miller, 1998).

In addition to causing mental health problems, victimization is
common among women with severe mental illnesses. While intimate
partner violence may not cause major mental disorders, it is clear
that women diagnosed with a severe mental illness (SMI) have an
additional vulnerability to victimization. In a recent review of studies
on physical and sexual violence against women with SMI, between
51% and 97% reported experiencing lifetime physical and sexual
assault from intimate, family, or other offenders, with many of those
reports including multiple acts of victimization (Goodman, Rosen-
berg, Mueser, & Drake, 1997). Lifetime experiences of victimization
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for women with SMI are so common, in fact, that one researcher (who
found that 87% of the women in her study had such an experience)
suggested that “victimization appears to be the norm for this sample”
(Goodman et al., 2001, p. 623).

In addition to lifetime experiences of harm, clinicians must be
alert to recent experiences of violence for women with SMI. In one
study, for example, almost 80% of recently hospitalized women had
been physically assaulted by a partner or relative in the past 12
months (Cascardi et al., 1996), and in a second study, over one third
of the women reported either physical or sexual assault in the past
year (Goodman et al., 2001). The findings of this study, in comparison
to the National Violence Against Women Survey, mean that women
with SMI are 16 times more likely to experience violent victimization
than are general community samples of women (Goodman et al.,
2001).

The next section summarizes research findings concerning the
mental health effects of intimate partner violence victimization, par-
ticularly depression, suicidality, PTSD, and substance use and abuse.
Research has documented extremely divergent patterns of intimate
partner violence and differences in the reactions of victims based
on those varying experiences (Follingstad, Brennan et al., 1991; Sny-
der & Fruchtman, 1981).

MENTAL HEALTH EFFECTS FOR WOMEN VICTIMIZED
BY INTIMATE PARTNER VIOLENCE

Victims of intimate partner violence may suffer both acute and
chronic mental health problems, including depression, anxiety, dis-
sociation, cognitive impairments, and substance abuse, and in fact,
most of the major non-organic forms of mental distress and disorder
have been associated with the interpersonal victimization of women
(Briere & Jordan, in press). Violence by a spouse or partner is as
psychologically traumatizing for the victim as is stranger-perpe-
trated assaults (Riggs et al., 1992). Further, although even one epi-
sode of violence can inflict psychological trauma on a victim, in the
areas of physical and sexual violence and stalking, abuse is often
repetitive, and severity and repetition of violence are associated with
greater psychological impairment (Follingstad, Brennan et al., 1991).

As discussed earlier, the specific form of abuse experienced by a
victim may relate to the psychological effects she experiences. In
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addition to effects resulting from physical violence, for example,
adverse mental health sequelae have been found in women victim-
ized by sexual assault (Kilpatrick et al., 1997; Campbell & Soeken,
1999; Mackey et al., 1992; Kilpatrick, Resick, & Veronen, 1981). The
magnitude of the impact on a victim is predicted by both objective
and subjective characteristic of the sexual assault incident and can
be seen in a wide range of psychological symptoms (Koss et al.,
1994). Symptoms evolve over time and include anxiety, depression,
sexual dysfunction, and interpersonal difficulties (Ellis, 1983; Han-
son, 1990; Lurigio & Resick, 1990; Resick, 1990).

In addition to physical and sexual assault, the experience of being
stalked can have profound effects on the mental health of a victim,
including anxiety, depression, sleeplessness, anger, intense stress,
and symptoms of trauma (Davis, Coker, & Sanderson, 2002; Pathé &
Mullen, 1997; Hall, 1998; Spitzberg et al., 1998; Mechanic, 2000). Some
studies report that victims compare the experience of being stalked
for long periods of time to psychological terrorism. In one study of
victims, 83% reported that their “personalities had changed” and
that following the crime they experienced several negative feelings,
including feeling paranoid, easily frightened, more aggressive, and
less trusting (Hall, 1998). Although stalking may lead to physical
violence, in the majority of cases, it is the fear of violence and
the protracted and unpredictable nature of the victimization that
appears to have the greatest effect on the victim (Davis, Coker, &
Sanderson, 2002). For example, the average length of a stalking vic-
timization has been estimated to be 24 months (Tjaden & Thoennes,
1998), and for intimate partner violence victims, the stalking often
occurs both during relationship and after separation (Tjaden &
Thoennes, 1998; McFarlane et al., 1999). Stalking victims may also
suffer psychologically because they frequently experience multiple
forms of abuse when stalked. For example, the National Violence
Against Women Survey found that 81% of stalking victims were also
victims of physical assault, and 31% were also sexually victimized
(Tjaden & Thoennes, 2000). Among the deleterious effects of stalking
is the isolation that results from a victim’s chronic fear and mistrust
of others (Mullen et al., 2000). This reaction may reflect the victim’s
attempt to reduce her level of fear or to gain control of her environ-
ment, but the negative side effect is to reduce social supports and
her ability to reach out for help. As will be discussed in Chapter 4,
these issues become relevant when the clinician works with the
victim in safety planning.
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Finally, as noted earlier, victims often report that psychological
abuse has the greatest negative impact on their well being (Follings-
tad et al., 1990). Psychological abuse increases risk for depressive
symptoms among women, even in the absence of physical violence
(Migeot & Lester, 1996; Vitanza et al., 1995).

Intimate partner victimization has many complex associations
with mental health problems. While research has provided much
support for an association between abuse experiences and mental
health problems, the exact cause—effect relationships of violence
and depression, anxiety, PTSD, and other problems remain unclear.
For example, victimization can occur to three individuals, but only
one might develop PTSD. A second might suffer from depression,
and a third might evidence no overt symptoms at all. In addition,
beyond differences in specific types of problems resulting from vic-
timization, individual differences exist in severity, duration, and re-
sultant disruption in daily life. Post-victimization effects for any
singular victim are mitigated or exacerbated by a number of factors,
including the direct effects of the victimization experience and its
various characteristics, historical variables and other victim-specific
factors that existed prior to the victimization, and the social and
cultural context in which the violence took place (Briere & Jordan,
in press).

Clinicians will see the behavioral, cognitive, and emotional conse-
quences of victimization in the lives of their clients, but it is im-
portant to avoid the temptation to pathologize victims. Some authors
have expressed a justifiable concern that a focus on psychological
effects or characteristics can lead to victim blaming (e.g.: Schechter,
1987), an unintended consequence clinicians are cautioned to avoid.
This discussion of mental health problems cautions against exces-
sive focus on disorder among victims; rather, it encourages sensitiv-
ity to the kinds of emotional and psychological problems that can
result from victimization.

Characteristics of the individual victim are salient to how she may
react to abuse. For example, prior trauma history may exacerbate
psychological difficulties for women facing intimate partner violence
(Dutton, 1992a; Foa, Cascardi, Zoellner, & Feeny, 2000). In addition,
for a clinician to understand a client’s psychological reaction to
intimate violence, he or she must look beyond the specific type of
abuse experienced to incorporate the woman’s perception of her
circumstances. In other words, a victim’s perceived vulnerability to
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physical and psychological danger and her perceived loss of control
or power may worsen the psychological effects of victimization. The
influence of these perceptions is powerful and is distinguishable
from those effects resulting strictly from the type of physical abuse
she experienced (Smith, Tessaro, & Earp, 1995).

DEPRESSION AND SUICIDALITY

Intimate partner violence victims suffer high rates of depression.
Although the causes of any mental disorder are numerous and com-
plex, victimization poses a special risk factor for depression (Glea-
son, 1993). In one study, 83% of women leaving a domestic violence
shelter reported depressive symptoms (Campbell, Sullivan & David-
son, 1995). Other studies with samples of women in shelters have
found rates of depression ranging from 28% to 47% (Khan, 1993;
Orava et al., 1996; Sato & Heiby, 1992; Surtees, 1995; West et al.,
1990). Studies of women seeking treatment in health clinics and
inpatient programs have also shown rates of depression, with 69%
of abused women in one chart review study evidencing depression
(Carmen et al., 1984). In a study using a national sample of battered
women, researchers found that of the 37.5% of women who had high
levels of depressive symptoms, 16.5% had experienced violence at
the hands of their partner in the past year (Plichta & Weisman, 1995).

The degree of depression is significantly related to the frequency
and severity of the abuse (Migeot & Lester, 1996; Vitanza et al., 1995;
Cascardi & O’Leary, 1992; Follingstad et al., 1991). For example, in
a study of women seeking therapeutic help from a domestic violence
agency, researchers found that as the severity of abuse increased,
depressive symptoms increased (Cascardi & O’Leary, 1992).

The physical and emotional effects of intimate partner violence
and threat may improve once the victim is no longer in the dangerous
relationship. In a study of 234 battered women, most perceived their
physical and emotional health as deteriorating from the initial stages
of the relationship, worsening during the time of abuse, and improv-
ing once the relationship ended (Follingstad, Brennan et al., 1991).
In one study that followed abused women for over 2 years, 91% of
the sample had clear patterns of decreased depression following
the end of the abusive relationship (Campbell et al., 1994). Similarly,
women have been found to be significantly less depressed after a stay
in a domestic violence shelter (Campbell, Sullivan & Davidson, 1995).
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There is also some evidence, at least among battered women
exiting shelters, that those women most at risk for long-term depres-
sion can be identified early and that they can benefit from social
supports as mitigators of depression (Anderson et al., 2003). Al-
though these studies suggest that the removal of violence from the
life of a woman can reduce levels of depression, clinicians must also
be alert to the stressors associated with leaving a relationship that
can exacerbate rates of depression in their clients. Levels of depres-
sion and PTSD in women who have separated from an abusive rela-
tionship can equal or even exceed those of women who are still
involved in the violent relationship (e.g.: Herbert, Silver, & Ellard,
1991; Lerner & Kennedy, 2000). The act of separation from a relation-
ship can bring with it multiple secondary stressors, including contin-
ued or intensified attacks from the offender; significant reduction
in financial status and social support; grieving over the loss of a
relationship, the strain of single parenthood; and numerous other
factors. The experience of separating from a partner in the context
of victimization may compound the intensity and difficulty of separa-
tion as it is experienced by women leaving non-violent relationships
(Logan, Walker, Jordan & Campbell, 2004). In other words, making
life-altering decisions while experiencing fear and threat to physical
integrity not only increases the typical levels of stress associated
with separation, it also creates an experience that is fundamentally
very different. When this is the case, rather than a return to pre-
trauma levels of functioning, clinicians should be prepared to ad-
dress a spiral of increasingly negative changes in psychological well
being for some women.

Finally, although it is clear that depression and victimization are
associated, the exact nature of the relationship and the way in which
depression will be manifested in any singular victim is complex and
may also reflect factors such as childhood physical and sexual abuse
experiences and other historical variables, concurrent exposure to
other stressors, the sense of self within the relationship, and the
social and cultural context in which the violence took place (Briere &
Jordan, in press; Campbell et al., 1997; Carlson, McNutt, & Choi,
2003).

Intimate partner violence is also a significant risk factor for suicidal
behavior among women (Abbott, Johnson, Koziol-McLain, & Lo-
wenstein, 1995; Bergman & Brismar, 1991; Kaplan, Asnis, Lipschitz, &
Chorney, 1995; Roberts, Lawrence, O’Toole, & Raphael, 1997; Stark &
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Flitcraft, 1996). In a sample of women seeking help at an emergency
room, those who reported prior intimate partner violence were much
more likely than were women without an abuse history to have
made suicide attempts (26% versus 8%) (Abbott, Johnson, Koziol-
McLain, & Lowenstein, 1995). Similarly, in a study of clients in an
outpatient mental health setting, physical abuse in adulthood was
significantly related to increased rates for lifetime suicide attempts
(Kaplan et al., 1995). Golding (1999) found a mean rate of 23.7% of
battered women had attempted suicide, compared to .01%–4.3% in
the general population of women (Moscicki et al., 1988). Across
studies included in the review, the highest attempted suicide rates
occurred among psychiatric patients and domestic violence shelter
residents. Finally, in a study of African American women who had
experienced interpersonal violence within the past year, several risk
factors differentiated women who made suicide attempts from those
who did not, including high levels of depressive symptomatology,
hopelessness, drug use, and a history of childhood abuse or neglect
(Thompson, Kaslow, & Kingree, 2002).

POSTTRAUMATIC STRESS REACTIONS

Research on trauma has greatly increased over the past two decades.
One result of this research is that there is no simple picture of PTSD,
its cause, or its treatment. Unlike most other psychiatric disorders,
the criteria for PTSD include an anchor event or mental construct
of a fearful event. The importance of this criterion is to place empha-
sis on an environmental trigger for the disorder. This attention to
an external force allows the behaviors or symptoms seen in women
suffering from abuse to be contextualized as a response to the trauma
of the abuse experience rather than as some intrapsychic weakness
on the part of the victim. Similarly, many symptoms attributed to
women harmed by violence may in fact be part of a posttraumatic
stress reaction rather than the manifestation of a more chronic
mental disorder (Dutton, 1992c; Herman, 1992).

Specifically, clinicians may witness clients describing fear and
terror, flashbacks during which prior episodes of violence are re-
lived, marked expressions of denial and avoidance, loss of memory
for aspects of the traumatic incident, constricted affect, psychic
numbing, chronic anxiety and hypervigilance, difficulty sleeping,
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nightmares, and marked physiological reactivity (Dutton, 1992b).
However, the complexity of the victimization experience brings chal-
lenges to clinicians attempting to understand a client’s symptoms
within the PTSD framework. First, as noted by Koss et al. (1994):

“Providers may be particularly confused when periods of denial—an inte-
gral part of survival for most individuals faced with ongoing aggression—
are interspersed with expressions of extreme fear or desperation at the
dangers being faced. Recognizing the potential for at least some posttrau-
matic stress responses to be present in any individual exposed to physical
attack, threat, or rape gives clinicians and researchers a basis from which
to evaluate seemingly contradictory or inconsistent responses.” (Koss et
al., 1994, p. 91)

“Extreme traumatic stressors,” which are included in the criterion
definition of PTSD, are very characteristic of the experience of a
woman victimized by violence from a partner; and stressors inflicted
by a person are particularly likely to cause acute psychological
distress (Davidson & Baum, 1990). The construct of posttraumatic
stress is also useful with victims of intimate partner violence, be-
cause it encourages a focus on the cause of the stress (the outside
coercion of a violent partner) rather than on an attributed “weak-
ness” of the woman. In addition, this approach emphasizes that
many of the current psychological experiences of the victim are
normal human responses to a traumatic event, a message that can
be very reassuring for victims.

Women victimized by rape, stalking, or domestic violence fre-
quently present symptoms of PTSD (Mechanic, 2000; Pathé & Mullen,
1997; Kilpatrick & Resnick, 1993; Kilpatrick et al., 1997; Astin, Law-
rence & Foy, 1993). In a study of women seeking treatment for bat-
tering, 84% were diagnosed with PTSD on the Clinician-Administered
PTSD Scale (Kubany, Leisen, Kaplan, & Kelly, 2000). A recent review
of multiple studies reported a mean prevalence PTSD rate of 63.8%
compared to lifetime prevalence in general populations of women
of 1.3% to 12.3% (Golding, 1999). A review of 11 studies documented
prevalence ranging from 31% to 84% (Cascardi et al., 1999). The
disparity across these studies is likely attributable to sample differ-
ences (shelter samples evidence higher rates than community sam-
ples) and assessment methods (self-report measures showed higher
rates than clinician-administered scales).

As noted earlier for general mental health effects, the cognitive,
psychological, and behavior responses of women who experience
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intimate partner violence are not singular or standardized. In fact,
although some types of criminal victimization are associated with
higher rates of PTSD (Kilpatrick & Resnick, 1993), generally the same
list of psychological outcomes can be seen by clinicians for each of
the major forms of interpersonal violence (physical, sexual, etc.).
Yet, while all of these PTSD-related symptoms may be seen in a
victim of intimate partner violence, any given victim is unlikely to
evidence all these reactions, and studies indicate that victimized
women vary considerably in the severity of their post-victimiza-
tion reactions.

It is important for clinicians to identify those factors related to a
client and her experience that will impact the likelihood of her suffer-
ing post trauma and other types of abuse-related reactions. Gener-
ally, research on the severity of abuse experiences considers four
key factors:

• characteristics of the victim,
• severity of the trauma experience,
• characteristics of the victim’s reaction to the trauma, and
• the presence of social support following the event.

As to individual characteristics, posttrauma reactions are more
prevalent in women than in men (e.g.: Breslau, Davis, Andreski, &
Peterson, 1991). In fact, lifetime prevalence of PTSD for women was
twice that for men in a major epidemiological study, the National
Comorbidity Study (Kessler, Sonnega, Bromet, Hughes, & Nelson,
1995). Research has also suggested that the actual susceptibility to
PTSD may be related to genetic and other preexisting factors (Shalev,
1996; True & Pitman, 1999). Hence, certain people may carry higher
risk factors for developing PTSD following an abusive event; how-
ever, these individuals might never have developed any mental
health problems in the absence of an abusive experience (Shalev,
1996). A history of exposure to trauma may also predict how a victim
experiences the current trauma (Kilpatrick, Resnick, Saunders, &
Best, 1998). Generally speaking, greater severity of PTSD symptoms
are likely in individuals who have a prior trauma experience (Ozer,
Best, Lipsey, & Weiss, 2003). As a result, a woman experiencing
intimate partner violence who presents with psychological symp-
toms may be suffering not only from the current events, but also
from earlier victimization experiences that have their own negative
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effects. The effects of these different incidents may be additive (i.e.,
the woman’s current symptomatic state may reflect historic but
continuing symptoms, plus those symptoms arising from a current
assault), or may be interactive (i.e., effects of the earlier trauma may
magnify the impacts of the latter trauma, or the latter trauma may
trigger a resurgence of symptoms from the earlier assault) (Briere &
Spinazzola, in press).

A history of psychological problems, including depression, may
also complicate a woman’s recovery from violence. Prior adjustment
problems are associated with higher PTSD symptoms following
trauma (Ozer, Best, Lipsey, & Weiss, 2003). Family psychiatric his-
tory, intelligence, childhood adversity, and trauma are also individ-
ual characteristics that impact how a person responds to trauma
(Brewin, Andrews, & Valentine, 2000).

As to the severity of the trauma, the likelihood of developing PTSD
following a traumatic event appears to increase when the victim
experiences the stressors under conditions of perceived life threat,
injury, substantial force, extreme fear or terror, and a sense of help-
lessness at the time of the traumatic event (Davidson & Foa, 1993;
Herman, 1992; Ozer, Best, Lipsey, & Weiss, 2003; Resnick, Kilpatrick,
Dansky, Saunders, & Best, 1993). In an analysis of 12 studies of cases
where the victims perceived that their life was in danger during the
traumatic episode, perceived life threat was a more robust predictor
of PTSD for interpersonal violence victims than for combat veterans
(Ozer et al., 2003). In addition, among severely battered women, the
severity and recency of violence and verbal abuse have been found to
be related to PTSD (Dutton, 1992c; Houskamp & Foy, 1991; Saunders,
1994). Trauma characterized by unpredictability or a victim’s lack
of control—perhaps because they violate expectations of a safe
environment—are also believed to increase vulnerability to PTSD
(Foa et al., 1992).

Third, a woman’s reactions at the time of the traumatic event
(peritraumatic reactions) may be important predictors of later symp-
toms of PTSD. Extreme anxiety, fear, horror, panic, and/or negative
emotional reactions (e.g., helplessness, guilt, and shame) have been
suggested as important predictors of the likelihood of experiencing
PTSD (Bernat, Ronfeldt, Calhoun, & Arias, 1998). In addition to peri-
traumatic emotional responses, individuals who have dissociative
experiences during or immediately after the traumatic event tend
to have appreciably higher levels of PTSD symptoms (Ozer et al.,
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2003). Although peritraumatic reactions will be an important assess-
ment item, clinicians should be cautious not to interpret a woman’s
severe reactivity to a trauma experience as an affect-regulation prob-
lem or characterologic hyperresponsiveness, when, in fact, that re-
sponse may well be an interaction between prior trauma exposure
and current victimization experiences (Briere & Spinazzola, in
press).

Finally, more recent reviews of posttrauma research have begun
to focus on the degree of support experienced by a victim following
exposure to trauma. In general, individuals who report lower levels
of perceived social support after the traumatic event report higher
levels of PTSD (Ozer et al., 2003). Isolation from family, friends, and
support systems has been identified as a specific form of psychologi-
cal abuse experienced by the majority of victims of intimate partner
violence (Follingstad et al., 1990). Therefore, clinicians should assess
the degree of social support and formal or informal support system
that are available to clients and that can be incorporated into treat-
ment planning.

Although posttrauma reactions in victims of intimate partner vio-
lence are common, use of a PTSD diagnosis for intimate partner
violence cases is not without challenge. The diagnosis of posttrau-
matic stress disorder emphasizes a discrete traumatic event and
symptoms that follow. Prolonged and repeated traumas, by the very
nature of their chronicity, may have unique long-term effects and
have been described with terms such as complex PTSD or compli-
cated PTSD (Herman, 1992). Not only is the nature of intimate partner
violence chronic and ongoing, the threat of further traumatization
is realistic. As a result, trauma-related behaviors seen by clinicians
may be normalized reactions to chronic exposure to threat and the
anticipation of future trauma, not just a reaction to a prior event
(Dutton, 1992b; Foa, Cascardi, Zoellner, & Feeny, 2000). Put another
way, victims may show clinical symptoms in a realistic anticipation
of future trauma, not just as a reaction to a prior victimization
(Dutton, 1992b).

Further, a diagnosis of PTSD does not automatically inform clini-
cians of treatment implications. For example, in one study, 81% of
the battered women and almost 63% of the women experiencing
only verbal abuse met diagnostic criteria for PTSD (Kemp, Green,
Hovanitz, & Rawlings, 1995). These very different abuse experiences
resulted in the same diagnosis but called for different treatment
approaches.
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In sum, part of the complexity of postvictimization responses in
women suffering violence arises from the equivalent complexity of
interpersonal violence (i.e., it comes in different forms, with differing
levels of predictability and with differing levels of severity and fre-
quency). It is generally not enough for a clinician to know that a
woman was raped or battered when assessing the etiology of a
mental health problem; it is also important to ascertain the fre-
quency, severity, duration, and other characteristics of her experi-
ence(s), and whether other forms of victimization also occurred.
This fact emphasizes the need for thorough assessment by clinicians,
as discussed in later chapters.

ANXIETY AND OTHER FEAR-RELATED EFFECTS

In the same way that depression has been found to have a higher
prevalence in battered women compared to the general population
of women, studies also find comparatively higher rates of anxiety
(Gleason, 1993). Numerous studies have also documented height-
ened anxiety in women victimized by intimate partner violence (Fol-
ingstad et al., 1991; Kemp, Green, Hovanitz, & Rawlings, 1995).

SUBSTANCE USE AMONG VICTIMS OF INTIMATE
PARTNER VIOLENCE

In addition to the mental health effects of victimization, clinicians
will see a complex relationship between the abuse experienced by
their clients and the use of substances. While studies have for some
time identified a relationship between offending behavior and sub-
stance abuse (Leonard & Quigley, 1999; Maiden, 1997; Roizen, 1997),
studies also now suggest a significant association between victimiza-
tion and substance use (Arellano, 1996; Kilpatrick et al., 1997; Kil-
patrick et al., 2000). As mentioned above in discussing mental health
problems among victims, there are cautions about exploring sub-
stance abuse among victims to avoid blaming victims for their expo-
sure to abuse. Lifestyle choices, cyclical patterns of abuse
experiences and victimization and related associations should be
understood as behaviorally related but not causal: in other words,
a woman’s behavior or lifestyle choice does not cause her victimiza-
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tion. It is important, however, to examine substance use as a contrib-
uting factor for victimization and as a concern for clinical treatment
approaches for persons with victimization. For example, one study
found from a sample of women from community health clinics that
46.3% of women reporting partner violence also reported current
drug or alcohol abuse compared to 15.3% of women not reporting
intimate partner violence experiences (McCauley et al., 1995). In
that victimization and substance use often co-occur in the life of a
woman, they should be comprehensively addressed in treatment.

Women typically have lower rates of alcohol and drug abuse than
do men (Robins & Regier, 1991). For example, lifetime prevalence
of alcohol abuse or dependence is estimated at 23.8% of men and
4.6% of women (Robins & Regier, 1991). Similarly, data from the
National Comorbidity Survey showed that a women’s lifetime preva-
lence of alcohol abuse is 6.3%, and drug abuse is 3.5% (Kessler et al.,
1994; Kessler et al., 1995). Prevalence rates among women suffering
intimate partner violence, however, appear to be much higher. For
example, in one study, 51% of the battered women, compared to
28% of the control group of women, were high consumers of alcohol
(Bergman et al., 1987), and in a second study, women in abusive
relationships were significantly more likely than were women in
nonabusive relationships to abuse alcohol (Barnett & Fagan, 1993).
Similarly, alcohol consumption rates have been estimated to be
about five times greater among victims of intimate partner violence
than among the general population of women (Grant et al., 1994;
Robins & Regier, 1991). In addition to showing the prevalence of
substance use among victim populations, research has also exam-
ined rates of victimization history among substance abusing women.
Prevalence rates for intimate partner violence experiences among
clinical samples of substance-using women range from 41% to 80%
of women (Bennett & Lawson, 1994; Dansky, Saladin, Brady, & Kil-
patrick, 1995; Miller & Downs, 1993). In addition, it appears that
women entering treatment for drug abuse problems have high rates
of physical and sexual abuse experiences (Covington, 1997; Dunn et
al., 1994; Gil-Rivas et al., 1996; Miller & Downs, 1993).

Not only are substance use and victimization frequently associ-
ated, when they do coexist, substance use often changes the nature
of the victimization experience. For example, some research sug-
gests that substance using offenders use weapons more often than
do nondrinking offenders, and victims of substance using offenders
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are more likely than other victims to be injured (Brecklin, 2002).
The association of drinking on the part of the offender and more
severe injury to the victim has been found in numerous studies
(Martin & Bachman, 1997; Pernanen, 1991). In addition, in a study
of intimate partner violence cases ending in homicide of the woman,
drug abuse on the part of the offender was “associated with patterns
of intimate partner abuse that increase femicide risk” (Campbell et
al., 2003, pg. 7).

Substance abuse patterns and victimization may be related in
complex and interactive ways. First, women with substance use
problems may be more vulnerable to victimization than nonsub-
stance abusing women because they suffer an impaired ability to
detect predatory assailants or because of increased exposure to
potential offenders because of lifestyles associated with substance
use (Acierno et al., 1999; Testa & Livingston, 2000). Illegal and legal
drugs may be used in situations that carry their own independent
risks for harm, such as bars or drug exchange situations. In other
words, independent of the chemical properties of the substances,
the proximity to drug-taking culture means an increased risk of harm
(Cohen & Felson, 1979; Hindelang, Gottfredson, & Garofalo, 1978).
Second, evidence exists that alcohol has a negative effect on judg-
ment (Norris, Nurius, & Dimeff, 1996; Peterson, Rothfleisch, Zelazo, &
Pihl, 1990; Testa & Parks, 1996), and as a result, substance use can
impair decision-making, which may increase a woman’s vulnerability
to revictimization. In addition, alcohol use can impair inhibition or
increase impulsive behavior (Fillmore & Vogel-Sprott, 1999; Fillmore
Dixon, & Schweizer, 2000) such that a woman who is intoxicated
may downplay the risks in a specific situation or be more likely to
make impulsive decisions that increase her vulnerability to victimiza-
tion. It is also the case that certain types of offenders may target
substance-abusing women due to their perceived increased vulnera-
bility (Kilpatrick et al., 1997). It is important to note that the sub-
stance use—victimization relationship may not be the same for
alcohol as for drugs. In at least one study examining whether victim-
ization led to assault, the association was supported for drug use
but not for exclusive alcohol abuse (Kilpatrick et al., 1997).

A second key interaction between victimization and substance use
is that women may use substances to self-medicate for the physical
and emotional pain they experience from the victimization (Beckham
et al., 1998; Khantzian, 1990, 1997; McCormick & Smith, 1995; Wills &
Filer, 1996; Wills & Hirky, 1996). This phenomenon has been called
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chemical avoidance (Briere, 1989) and describes the relieving effect
substances can have in removing the negative emotions that often
accompany or follow a victimization experience. Substance abuse
has serious negative consequences for women even if, in the short
term, it helps to relieve physical and emotional pain. Notably, in
that the probability of a behavior’s reoccurring is increased if it
alleviates an aversive situation, the frequency of substance use be-
haviors are expected to increase if they are effective in diminishing
the painful effects of victimization (Kilpatrick et al., 1997).

In addition to associations with repeat victimization, the coping
strategy of substance abuse can contribute to mental health prob-
lems, increasing the need to use substances to reduce the mental
health problems, and thereby creating yet another type of vicious
cycle (Kushner, Abrams, & Borchardt, 2000; Newcomb, Vargas-Car-
mona, & Galaif, 1999; Swendsen & Merikangas, 2000). For example,
as was discussed, PTSD often results from victimization experiences,
and the experience of posttrauma symptoms has been shown to be
associated with the increased risk of substance abuse (Breslau,
Davis, Peterson, & Schultz, 1997; Chilcoat & Breslau, 1998; Epstein,
Saunders, Kilpatrick, & Resnick, 1998; Stewart, 1996). Similarly, a
review of data from a national probability sample of adult women
found that experiencing a crime increased the risk of developing
alcohol problems, and PTSD was an additional major risk factor for
alcohol problems within the victimized groups (Kilpatrick & Resnick,
1993). Thus, women who experience victimization and who develop
PTSD may be at greater risk for developing alcohol problems. Fur-
ther, in an analysis of multiple factors including interpersonal trauma
(adult violence and childhood sexual abuse), substance abuse, and
mother’s alcohol use, each of these three experiences predicted the
severity of a woman’s later alcohol use (Clark & Foy, 2000). These
studies illuminate the complexity of issues facing clinicians who
work with victims, and these findings must be incorporated into
assessment and treatment if these programs are to be effective
and safe.

PHYSICAL HEALTH IMPACT OF INTIMATE PARTNER
VIOLENCE

Intimate partner violence is directly linked to a number of negative
physical health consequences for women, the most obvious being
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Women suffering intimate partner violence often attribute physical
health problems to the physical and psychological abuse they
suffer at the hands of their partners (Eby et al., 1995).

that the physical infliction of violence can be a “direct pathway” to
acute injuries on the part of a woman (Coker et al., 2000). In the
National Violence Against Women Survey, women physically as-
saulted by an intimate had been assaulted an average of almost 7
times, and approximately 1 in 3 women sexually and/or physically
assaulted since age 18 reported being physically injured during their
most recent assault (Tjaden & Thoennes, 2000). In a hospital emer-
gency room study, more than one third of women seeking emergency
medical care for violence-related injuries had been injured by a
current or former spouse (Rand & Strom, 1997). Not surprisingly,
as a result, common locations for injuries among battered women
are the face, neck, upper torso, breast, or abdomen (Campbell et
al., 2002), a fact that should encourage clinicians to assess for the
presence of intimate partner violence when these injuries are visible.
While these types of injuries are common, however, studies which
have attempted to discern a certain “pattern” of injury in victims of
intimate partner violence have not been successful, a finding leading
to a recommendation for universal screening for intimate partner
violence in health care settings (Plichta, in press).

In addition to the short-term consequences of acute injury, women
also suffer chronic effects from being victimized by intimate partner
violence, including pain or discomfort from headaches, back pain,
fainting, seizures or related central nervous system complaints
(Campbell et al., 2002; Coker et al, 2000; Diaz-Olavarreita, Campbell,
Garcia de la Cadena, Paz, & Villa, 1999; Leserman, Li, Drossman, &
Hu, 1998; Plichta, 1996). Chronic pain, miscarriage, irritable-bowel
syndrome, and psychosomatic and somatic complaints have also
been associated with victimization (Coben et al., 1999; Dutton et al.,
1997). The likelihood of closed head injury for victims has not been
adequately researched, but there is some evidence suggesting a risk
of this type of injury, as well as postconcussional symptoms such
as headache, fatigue, dizziness, insomnia, difficulty concentrating,
and memory problems (Slagle, 1990). Victims of intimate partner
violence are more likely than other women to have gynecological
symptoms, including sexually transmitted diseases, vaginal bleeding
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or infection, fibroids, pelvis pain, and urinary tract infections (Camp-
bell et al., 2002; Coker et al., 2000; Leserman et al., 1998; Letourneau,
Holmes, & Chasendunn-Roark, 1999; Plichta, 1996). Although many
of the acute and chronic health problems noted above result from
the infliction of physical injury on a woman, intimate partner violence
can also harm a woman’s health due to the associated psychological
maltreatment she experiences. Through this more indirect pathway
of psychological abuse and chronic stress, other symptoms and
illnesses evidenced in women include; hypertension; functional gas-
trointestinal disorders and appetite loss, viral infections, and cardiac
problems (Coker et al., 2000; Leserman et al., 1998).

Finally, abuse of many women does not cease even during preg-
nancy; and profound health consequences are the result (Gazmar-
arian et al., 1996; Helton, McFarlane, & Anderson, 1987; McFarlane,
Parker, Soeken, & Bullock, 1992; Plichta, 1996). Abused pregnant
women are more likely to use substances and less likely to obtain
prenatal care than are nonabused women (Plichta, in press). Low
birth weight has been associated with violence before and during
pregnancy (McFarlane, Parker, & Soeken, 1996), and miscarriage and
spontaneous abortion have also been found in abused pregnant
women (McFarlane et al., 1992). Women who suffer abuse during
pregnancy are at increased risk of homicide (McFarlane, Parker &
Soeken, 1995); in fact, homicide is the leading cause of mortality in
women in the immediate pre- and postdelivery time period (Dan-
nenberg et al., 1995; Fildes, Reed, Jones, Martin & Barrett, 1992).
Similarly, physical abuse during pregnancy is associated with a vic-
tim’s experiencing more severe abuse in general from her partner
(Campbell, 1995).

The acute and chronic impact of intimate partner violence often
results in increased health-care utilization by victims. Research sug-
gests that victims see primary-care physicians, specialists, and emer-
gency room physicians more frequently than do nonvictims (Kendall-
Tackett, 2003), an increase that does not occur prior to the onset
of violence, and that includes visits for more than just treatment of
abuse-related injuries (Kimerling & Calhoun, 1994).

IMPACT OF INTIMATE PARTNER VIOLENCE
ON CHILD WITNESSES

Historically, children have been the “forgotten victims” of intimate
partner violence, based on the mistaken belief that children can
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I couldn’t lift the baby up or anything. She would cry, and I would
feel so bad because I couldn’t pick her up, and I couldn’t feed
her . . . because I couldn’t move my arm.”

Quote from a battered woman as reported in Hilton (1992, p. 80)

somehow escape direct exposure to the violence and its effects. In
reality, however, national surveys find that 11%–20% of adults report
witnessing violent partner incidents (Henning et al., 1996; Straus &
Smith, 1990), and at least 3.3 million American children between the
ages of 3 and 17 years are exposed to marital violence each year
(Carlson, 1984).

More recent estimates have reached much higher, including esti-
mates based on the National Family Violence Survey’s projection
that 10 million American children have been exposed to intimate
partner violence (Straus, 1992), and a survey of undergraduate col-
lege students showing that 17.8 million children were exposed to
intimate partner violence during their childhoods (Silvern et al.,
1995). In addition, 50% of men who frequently assault wives also
assault their children (Suh & Abel, 1990; Bowker, Arbitell & McFer-
ron, 1988), and when considering cases in which police responded
to a domestic disturbance call, children were directly involved 9%–
27% of the time (Fantuzzo, et al., 1997). Intimate partner violence
has been shown to occur disproportionately in homes with children
under the age of 5 years (Taylor, 1994). In addition to incidence,
studies show that children who witness intimate partner violence
are most often exposed to multiple occurrences. Studies with adults
who recall witnessing intimate partner violence during their child-
hoods are aware of an average of 9 instances (Straus, 1992). (While
studies show that multiple incident exposure is most commonly
reported by children, it is likely that adults who report retrospec-
tively about their childhoods are more likely to remember violence
if it occurred multiple times.)

Children’s exposure to intimate partner violence includes cases
in which children witness adult violence, cases in which they are also
targeted for abuse, and cases where a child is injured by stepping in
to protect a victimized parent. Studies find a relationship between
witnessing and experiencing violence in the home (Litrownik, New-
ton, Hunter, English, & Everson, 2003), with the overlap between
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violence against adults and the physical or sexual abuse of children
in the home reaching 30%–70% of cases (Suh & Abel, 1990; Bowker,
Arbitell & McFerron, 1988). There is also substantial evidence from
shelter samples that intimate partner violence often co-occurs with
child abuse (Appel & Holden, 1998; Jouriles & Norwood, 1995;
Moore & Pepler, 1998; O’Keefe, 1995). In one study, children were
not only witnesses to violence in the home, 45% of women in the
study reported that children were often the focus of the argument
that preceded the act of violence against them (Hilton, 1992). Adoles-
cents in homes with intimate partner violence are also at heightened
risk for physical abuse compared to adolescents in nonviolent homes
(Tajima, 2002). Abuse of the mother usually precedes violence
against the child, and a positive correlation exists between the sever-
ity of abuse directed at spouses and children (Bowker et al., 1988;
Stark & Flitcraft, 1988).

The effects of intimate partner violence on a child witness are
manifested in emotional, behavioral, cognitive, and physical spheres
of the child’s life (Edleson, 1999; Graham-Bermann & Levendosky,
1998). Some children withdraw and show internalized behavioral
and emotional difficulties, such as somatic disorders, insomnia,
heightened anxiety, depression, guilt, and damaged self-esteem (Gra-
ham-Bermann, 1998; Hughes & Graham-Bermann, 1998; Jaffe,
Wolfe, & Wilson, 1990; Hughes, 1988; Pynoos & Eth, 1984). In a study
examining the effects of intimate partner violence on preschoolers’
intellectual functioning, researchers found that child witnesses had
significantly poorer verbal abilities than did nonwitnesses (Huth-
Bocks, Levendosky, & Semel, 2001). Children’s reactions to wit-
nessing domestic abuse may also be aggressive in nature: for exam-
ple, child may model the offender and act out with parents, siblings,
peers or other social relationships (Hughes & Graham-Bermann,
1998; Margolin, 1998; Straus, Gelles, & Steinmetz, 1980). When the
attention of both adults in the home is focused on intimate partner
conflict and violence, children may also be neglected and at risk for
developing psychological adjustment problems (Straus et al., 1980).
Studies show that, on the average, approximately 35–45% of children
who witness violence in the home score in the clinical problem
range on standardized measures of psychopathology (Hughes, 1997).
Children who both witness adult violence and are themselves physi-
cally abused show higher levels of distress (Hughes, Parkinson, &
Vargo, 1989) and exhibit more behavioral problems (O’Keefe, 1995)



42 Intimate Partner Violence

than do children without violent exposure or only one type of violent
experience. When child witnesses are compared to children experi-
encing direct maltreatment, in fact, each type of abuse experience
has been found to produce unique negative outcomes for the chil-
dren involved (Edleson, 1999). Adding to the complexity is that
children not only experience different forms of violence concur-
rently, as noted, they also experience multiple episodes of traumatic
incidents (Saunders, 2003).

Posttrauma symptoms are often seen in child witnesses of vio-
lence, in large part due to the overstimulation and terror to which
they are routinely exposed (Silvern & Kaersvange, 1989). In fact,
numerous studies now document posttraumatic stress in child wit-
nesses to intimate partner violence (Kilpatrick & Williams, 1997;
Lehmann, 1997; Mertin & Mohr, 2002). In a study of children whose
mothers had been residents in a woman’s shelter, distressing
thoughts, conscious avoidance, hypervigilance, and sleep difficulties
were the most common experiences, with 20% of the children meet-
ing the criteria for a diagnosis of posttraumatic stress disorder (Mer-
tin & Mohr, 2002).

Clinicians working with children from homes where there is inti-
mate partner violence should conduct a comprehensive assessment
of the child. Before the impact of the child’s experiences can be
understood, the clinician must know if children saw violent behavior
(incidents) and how often they saw it (chronicity); also, the clinician
needs to know details of violent incidents the children saw (severity),
and who was responsible for the incidents. These reports can come
in part from nonoffending parents, but studies suggest that mother
and child reports of whether the child was witness to the violence
are not always consistent; in other words, parents may not always
understand what their children see, hear, or understand (Jouriles,
Mehta, McDonald, & Francis, 1997; Sternberg et al., 1993). Assess-
ment should include the levels of exposure to different types of
violence (e.g., the witnessing of intimate partner violence and of
physical abuse of a child), as studies show that these different experi-
ences can predict subsequent aggressive and anxious/depressed
problem behaviors in children (Litrownik, et al., 2003). Specifically,
child psychological and physical victimization predicts aggressive
behavior, whereas only psychological victimization and witnessing
adult violence has been found to predict anxious and depressed
behavior in children (Litrownik et al., 2003). In addition, understand-
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ing the different types of violence experienced is important, as the
impact on a child may be caused by just one form of the abuse
experienced or it may result from the cumulative or compounded
effects of being exposed to multiple forms of abuse.

The severity of violence witnessed should also be assessed, as
research suggests that child witnesses encounter serious levels of
abuse. For example, one third of women in a study who reported
witnessing intimate partner violence as a child had seen fathers kick,
bite, hit with fists; 6% had seen mothers “beat up,” 3% had witnessed
choking and threats with weapons; and 1% had seen use of knives
or guns (Henning et al., 1996). Most children in shelters have wit-
nessed acts of severe violence (Hilton, 1992; Holden & Ritchie, 1991),
and in a study of sheltered women who had been raped by a partner,
18% reported that their children had witnessed that violent act
(Campbell & Alford, 1989).

Finally, clinicians should assess for the presence of risk factors
associated with abuse to the child, and protective factors available
in the child’s environment that can mitigate the impact of the abuse
experience. The presence of young caregivers, low education level
or income, and lack of a social support network for the victim com-
pound the risk for child maltreatment associated with intimate part-
ner violence (Cox, Kotch, & Everson, 2003). Protective factors
associated with child witnesses overcoming the adversity include
parental competence (Graham-Bermann & Levendosky, 1998); the
mother’s mental health (Hughes & Luke, 1998; Jaffe, Wolfe, & Wilson,
1990); and the presence of social supports (Hughes, Graham-Ber-
mann, & Gruber, 2001).

Chapter 2 discussed the prevalence of abuse in clinical caseloads
and summarized the mental health effects of intimate partner vio-
lence, focusing on depression and suicidality, posttrauma reac-
tions, anxiety and other mental health problems, and substance
abuse. The physical health effects of victimization were also dis-
cussed, as was the impact of intimate partner violence on child
witnesses. Readers should be able to answer the following ques-
tions following a review of chapter 2:

• What are the characteristics of intimate partner violence most
likely to be associated with posttrauma reactions?
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• What are the characteristics of stalking victimization that are
likely to be associated with negative mental health effects?

• What is the relationship between victimization and substance
abuse?

• What areas of assessment should be addressed when inter-
viewing a child who has witnessed intimate partner violence?



Chapter 3

Clinical Characteristics of Intimate
Partner Violence Offenders

Chapter 3 reviews clinical characteristics of intimate partner vio-
lence offenders and provides information about general types of
offending behavior. While research has begun to identify types of
offenders, the clinical value of typologies still appears to be limited.
However, understanding the major patterns of offending can help
clinicians assess and treat clients with offender behaviors. Chapter
3 provides an overview of key clinical characteristics of offenders;
including personality disorders, substance abuse, depression, and
other disorders. The sections within chapter 3 include the
following:

• Typologies of intimate partner violence offenders
• Mental health, substance abuse, and other clinical characteris-

tics of intimate partner violence offenders

TYPOLOGIES OF INTIMATE PARTNER VIOLENCE
OFFENDERS

Historically, attempts to understand the characteristics of offenders
of intimate partner violence have relied on comparisons of maritally
violent versus nonviolent men, an approach that suggests that the

45
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batterers are a homogeneous group. Instead, it is now clear from
research and clinical practice that intimate partner offenders are
heterogeneous and have varying patterns and motivations for vio-
lence, as well as varied personality and psychological traits.

As a way of promoting better understanding of violent and abusive
behavior, research has suggested typologies of intimate partner vio-
lence offenders. Part of the impetus for this research has been to
rectify earlier misunderstandings of intimate partner violence as
merely a communication disorder among partners in a relationship.
Although typologies have been developed in part with a belief that
they lead to more appropriate treatment (Huss & Langhinrichsen-
Rohling, 2000), existing typologies may actually be more helpful as
guides to patterns of abuse and offender traits associated with those
patterns rather than as profiles that can be applied to specific cases.
There are few offenders who fit entirely into one classification since
most offenders have complex histories and complex patterns of
violence that include multiple forms of abuse. As with diagnostic
classifications, these types have uncertain boundaries, and, with the
exception of the offenders with antisocial personalities, it may be
that little is gained by trying to apply these in a diagnostic sense.
The typologies can, however, help clinicians understand the scope
and pattern of abusive behavior that offenders can exhibit. In addi-
tion, the listing of traits associated with these types can prompt
clinicians to explore more behaviors when clients give partial evi-
dence of intimate partner violence perpetration.

Many typologies of batterers differentiate offender types along
three dimensions: (1) frequency and severity of violence, (2) victim-
ization targets—that is, family only or people in general, and (3)
psychopathology status. In regard to the first dimension, while fre-
quency and severity of violence are two distinct behaviors, they have
generally been considered together in typologies and are believed to
be positively correlated (Holtzworth-Munroe & Stuart, 1994). In other
words, offenders who inflict the most serious injuries are also more
likely to commit abuse frequently, and more frequent abusers are
more likely to inflict serious injury. In assessment, evidence of severe
injury or very frequent acts of violence should suggest to a clinician
that the other characteristic needs assessment as well.

Second, the types of targeted victims can be important in distin-
guishing different offender types. This criterion differentiates be-
tween offenders whose violence is directed generally to others,
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including strangers and acquaintances, or to family members only
(Holtzworth-Munroe & Stuart, 1994; Saunders, 1992). Researchers
note that offenders who are more generally violent have been found
to engage in more severe violence than do family-only offenders
(Holtzworth-Munroe & Stuart, 1994). Hence, clients who appear to
be more generally violent should be assessed for severity and fre-
quency of violent acts.

Third, as will be discussed in the following section, the existence
of psychopathology or personality disorders (specifically including
antisocial personality disorder, posttraumatic stress, and borderline
personality organization) has been documented in battering men
(Hamberger & Hastings, 1991; Saunders, 1992). Personality disorders
and psychopathology are thought to be common among domestic
violence offenders, with one study reporting that only 12 out of 99
men in a court-ordered treatment program showed no evidence of
either personality disorder or other psychopathy (Hamberger &
Hastings, 1986). Huss and Langhinrichsen-Rohling (2000) have pro-
posed that psychopaths represent a significant subgroup of batter-
ers who respond uniquely to punishment and treatment. These
authors also suggest that psychopathic batterers inflict the most
severe and most frequent physical and emotional abuse against
their partners.

OFFENDER SUB-TYPES

Holtzworth-Munroe and Stuart (1994) conducted a review of existing
typologies in the literature and developed a model using the three
dimensions just described to identify subtypes of batterers: family
only, generally violent/antisocial, and dysphoric/borderline:

Family-Only Batterers

Family-only batterers are believed to engage in the least severe
violence against their partners and may be the least likely to engage
in systematic psychological abuse or sexual violence. Violence com-
mitted by this subtype of batterers is generally targeted at members
of the offender’s family, not at persons outside, a factor that may
result in less experience or contact with the criminal justice system.
Family-only batterers appear to evidence little psychopathology and
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Holtzworth-Munroe & Stuart Offender Typology

1. Family-only offenders;
2. Dysphoric-borderline offenders
3. Generally violent antisocial offenders (Holtzworth-Munroe &

Stuart, 1994)

either no personality disorder or a passive-dependent personality
disorder. If all battering men are considered (both those from the
community and those from treatment groups) Holtzworth-Munroe
and Stuart hypothesize that this subtype likely constitutes up to
50% of violent partners.

Generally Violent/Antisocial Batterers

Generally violent/antisocial batterers engage in moderate to severe
violence against their partners, including both psychological abuse
and sexual violence. Offenders in this subtype engage in the most
extrafamilial aggression and have the most extensive history of crimi-
nal conduct and related court involvement. Generally, violent/antiso-
cial batterers are likely to have problems with alcohol and drug
abuse, and they are the most likely to have an antisocial personality
disorder or psychopathy. Holtzworth-Munroe and Stuart hypothe-
size that this subtype likely constitutes up to 25% of violent partners.
This type of offender trait is very different from the emotionally
unstable, borderline-like offenders who lose control of their emo-
tions. Antisocials in this classification use violence purposefully in
order to dominate and get their way. Their violence is poorly ex-
plained by any hypothesis other than their perceived needs for
dominance over others.

Dysphoric/Borderline Batterers

Dysphoric/borderline batterers engage in violence that can range
from moderate to severe. Their violence against their partners can
also include both psychological abuse and sexual violence. While
the violence committed by this subtype is primarily targeted at
family members, some extrafamilial violence and criminal conduct
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may also be exhibited. Dysphoric/borderline batterers are the most
psychologically distressed and emotionally volatile of the three sub-
types, evidencing borderline and schizoidal personality characteris-
tics. These batterers may also have problems with alcohol and drug
abuse. It is estimated that this subgroup constitutes approximately
25% of batterer samples. The dysphoric offender is a likely candidate
for admission to mental health clinics and substance abuse programs
due to their evident emotional problems. As with other clients with
poor emotion regulation, they may explain or rationalize their behav-
ior as a result of extreme emotion rather than harmful intent. They
may also try to explain their violence as a product of alcohol or
drugs and may express remorse when threatened with loss of the re-
lationship.

While this conceptualization of offender types has been widely
disseminated, its predictive validity remains uncertain. Holtzworth-
Munroe and colleagues (2003) studied the typologies in their sample
for 1.5 and 3 years to observe the stability of the types over time.
One of the questions to be resolved by the follow-up study was to
ascertain whether the less severe group, the family-only violent men,
was simply earlier in their development toward violence. In other
words, the types might represent phases on a temporal continuum
rather than stable types related to overall character or disorder
among the men. However, this study supported the idea that the
three major types are relatively stable over time, suggesting that
those who present with higher levels of violence (borderlines and
generally violent males) remain more violent over time than family-
only violent males (Holtzworth-Munroe, et al., 2003). Findings relat-
ing to the persistence of antisocial traits are consistent with research
on childhood conduct disorder and its prediction of adult abusive
behavior and substance abuse (Magdol, Moffitt, Caspi & Silva, 1998).
Also among the findings was support for the addition of a low level
antisocial type (Holtzworth-Munroe, et al., 2003).

MENTAL HEALTH, SUBSTANCE ABUSE AND OTHER
CLINICAL CHARACTERISTICS OF INTIMATE PARTNER
VIOLENCE OFFENDERS

Male intimate partner violence offenders have been assessed in
comparison to nonviolent males to examine differences in clinical
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characteristics and prevalence of mental disorders. While research
has found conflicting evidence about the severity of mental disorders
among offenders, there is a consensus in the literature about a
greater likelihood of mood disorders, substance abuse, and personal-
ity disorders among offenders than among nonviolent males. Also,
while research has generally supported the idea that offenders have
more mental health and substance abuse problems than nonviolent
males, there is little support for the idea that mental disorders or
substance abuse directly cause intimate partner violence. Rather,
these conditions may be seen as risk factors that contribute to
violence in complex ways. Some researchers have found “less” pa-
thology among batterers than was expected (Gondolf, 1999). How-
ever, Gondolf’s (1999) findings of 25% of the 840 batterers in his
study having “severe” mental disorder and 39% having narcissistic
or antisocial tendencies suggests a high rate of emotional problems
among intimate partner violence offenders. In the 1999 study, Gon-
dolf compared batterers to the clinical population used to norm the
Millon Clinical Multiaxial Inventory I-III (MCMI-III) and to a clinical
population of substance abusers. Hence, the findings for batterers
were lower on most measures compared to these other clinical
populations. However, these prevalence rates of mental disorder
are much higher than the epidemiological estimates for males in the
general population.

Among the mental disorders that are commonly cited in the litera-
ture on intimate partner violence offenders, personality disorders,
substance abuse, and depression appear to be the most significant.
These three disorder groups have considerable co-occurrence and
share a general likelihood of affective instability. In exploring mental
disorders among intimate partner violence offenders, it is important
to be reminded of the limitations of research findings to date. Most
studies have focused on clinical populations of offenders or ones
who have been identified by the criminal justice system and thus
may not be representative of all offenders. However, for mental
health and substance abuse treatment clinicians, these findings may
sensitize assessment and treatment regarding the extent and degree
of violence among clinical populations.

PERSONALITY DISORDERS

Early research reported evidence of personality disorders among
male domestic violence offenders (Hamberger & Hastings, 1988).
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There has also been evidence of borderline personality disorder
(BPD) as well as antisocial personality disorder (ASPD). This is not
surprising, since both of these disorders have social and relationship
disturbances as key criteria for the diagnoses (American Psychologi-
cal Association [APA], 2000). Other studies have supported the find-
ing of BPD among intimate partner violence offenders by examining
violent males, maritally discordant males, and happily married males
with more of the violent males reporting BPD and related symptoms
(Murphy, Meyer & O’Leary, 1993). In addition, studies using the
construct of borderline personality organization rather than the
Diagnostic and Statistical Manual’s (DSM’s) diagnostic criteria for
BPD, have reported prevalence of these traits among offenders Dut-
ton (1995b, 1998). However, clinicians should approach these studies
somewhat cautiously, since it is unclear how these data contribute
to treatment. For example, the criteria selected by Dutton (1994)
for the borderline personality organization include a fragile sense
of self, intolerance of abandonment, impulsivity, intense anger, and
a demanding style with others—particularly with the partner on
whom they are dependent. These personality traits appear to be
simply descriptive of offender traits in general and may represent
a different clinical language for offender behavior and personality.
In addition, other research with over 800 domestic violence offend-
ers from different jurisdictions and treatment settings has found a
low percentage of batterers with borderline personality disorder,
but a high percentage of batterers with narcissistic and antisocial
traits as measured by the MCMI-III (Gondolf, 1999). The issue is
further confused by a lack of consensus in the literature about the
prevalence of personality disorders among batterers. Based on avail-
able research, sampling differences appear to have a major affect
on prevalence findings, since studies of other clinical populations
show higher ratings of borderline and antisocial personality among
offenders compared to controls (Wonderlich, Beatty, Christie & Sta-
ton, 1993).

Antisocial personality disorder may represent a limited percent-
age of intimate partner violence offenders, but this group may also
represent a particularly dangerous type of offender. In an important
study of very violent couples, a study that excluded couples with
only pushing or shoving as the physical violence expressions, a
significant difference among types of offenders emerged that was
associated with greater stealth of perpetration. Named the “cobras,”
these offenders had traits that have been identified with antisocial
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males that included lower physiological arousal to conflict and vio-
lence (Jacobson & Gottman, 1998). Antisocial males have long been
identified as having lower heart rates than do nonantisocial males
and lower physiological reactivity to violence and threats of aggres-
sion (Raine, 1996). There are at least 16 studies among noninstitu-
tionalized antisocials that present these same findings about lower
heart rate across the age spectrum from 8 to 10 year old boys to
teenaged boys and girls, thus suggesting it an enduring dispositional
trait (Raine, 1996). In fact, this relationship even extends to differenti-
ating among criminals wherein the more violent the male, the lower
the heart rate (Raine, 1996). The domestic violence study found the
same pattern in that the more planful, stealthy offenders had the
lower physiological reactivity (Jacobson & Gottman, 1998). In more
psychological terms, this lower heart rate and lower arousal rate
suggest that these offenders have less fear, less ability to process
negative events, and less ability to foresee negative consequences
to their violence. Of all the “type” descriptions that could be clinically
useful, this finding about cold, calculating offenders may be most
important. The identification of low-reactivity antisocial offenders
may be one of the more important “types” to bear in mind in clinical
practice, since these traits are so clearly associated with extreme
violence.

Two other clinical areas that are often associated with BPD, attach-
ment disorders and trauma related symptoms, have also been exam-
ined by researchers studying intimate partner violence offenders
(Dutton, 1995a; 1995b; 1998). Consistent with the application of bor-
derline personality organization, Dutton identified disrupted attach-
ment and excessive fear of rejection or abandonment, both of which
have been associated with attachment disorders (Bowlby, 1977). The
idea of attachment disorder may help explain offenders’ dependency
and jealousy regarding their partners. Partner-assaultive men have
been identified as more dependent than are nonviolent men who
have discordant relationships (Murphy, Meyer & O’Leary, 1994).
Dutton, Saunders, Starzomsky, and Bartholomew (1994) reported
that nonviolent males have far more secure attachments than violent
males and that attachment problems were related to trauma symp-
toms and borderline personality organization. Trauma symptoms
among offenders raises an additional clinical complexity for most
clinicians, since trauma suggests a treatment approach using empa-
thy and support, whereas treatment for offender behavior suggests
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a more confrontive and focused approach. These clinical approaches
tend toward opposite directions; hence, a consideration of trauma
as the shaping diagnostic characteristic of offenders should be ap-
proached cautiously.

While the narcissistic, borderline, and antisocial personalities
share a conceptual fit in the B cluster of personality disorders, the
description of their characteristics in the intimate partner violence
offender literature seem quite different and even polarized with the
borderline narcissist at one end and the antisocial at the other. The
trauma/attachment disorder portrait suggests intense emotionality
and rage, while the antisocial type appears cold and emotionally
unreactive; perhaps unattached versus experiencing insecure at-
tachments. However, other studies have had difficulty distinguishing
adequately among borderline and antisocial types, since many inti-
mate partner violence offenders scored high on both personality
scales (Waltz, Babcock, Jacobson, & Gottman, 2000).

DEPRESSION

Intimate partner violence offenders have reported high levels of
depression, with depression levels showing an almost linear relation-
ship with levels of violence (in other words, the greater the depres-
sion, the more extreme the violence), suggesting an important
relationship between depression and levels of aggression (Maiuro,
Cahn, Vitaliano, Wagner, & Zegree, 1988; Pan, Neidig, & O’Leary,
1994). When depression is accompanied by trait hostility, the risk
of violence is greater. In fact, current thinking suggests that hostile
depression may involve personality and substance abuse as well
(Flett & Hewitt, 2002). This would suggest that clinicians might be
vigilant about their understanding of depression since it may inter-
sect in very complex ways with personality, substance abuse, and
violence. The picture of sad or withdrawn depression is very differ-
ent from the type of depression identified in these offender studies.

SUBSTANCE ABUSE

Research shows a strong correlation between substance abuse and
intimate partner violence. Rates of alcohol abuse and dependency
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among offenders are two to seven times higher than for males in
the general population (Grant et al., 1994). Studies of intimate partner
violence offenders in treatment also show high rates of alcohol usage
(Barnett & Fagan, 1993; Julian & McKenry, 1993; Telch & Lindquist,
1984). Similarly, men seeking treatment for alcoholism have higher
rates of violence perpetration than do men in the general population
(O’Farrell, Van Hutton, & Murphy, 1999). Finally, chronic alcohol
abuse by offenders, rather than acute intoxication, is a better pre-
dictor of battering (Tolman & Bennett, 1990).

In addition to research showing a general correlation between
substance abuse and intimate partner violence, studies now also
document the frequency of alcohol use during violence incidents. In
one study, husbands were significantly more likely to report drinking
alcohol in conjunction with episodes of physical aggression than in
episodes involving only verbal conflicts (Leonard & Quigley, 1999);
and 22% of males and 10% of females in another study reported
consuming alcohol prior to the most recent and most severe occur-
rence of domestic assault (Kantor & Straus, 1987).

Use of alcohol during domestic violence incidents is associated
with increased severity of injury to victims (e.g.: Roizen, 1997). In a
study of almost 400 battered women, researchers compared four
domestic violence incidents involving substance abuse with four
incidents without the concurrent use of alcohol and found that of-
fenders abusing alcohol were more likely to inflict injury on the
victim than were offenders with no alcohol use (Eberle, 1982). Simi-
larly, another study found that over a quarter of victims were injured
when the offender was drinking, compared to 13% when no drinking
was involved in the incident (Pernanen, 1991). Finally, Brecklin
(2002) found alcohol use by offenders was associated with greater
likelihood of physical injury and marginally associated with more
medical-attention seeking by the victim.

While there is extensive research on substance abuse and vio-
lence, directly applicable and clinically useful information is limited.
The major findings suggest very complex relationships between vio-
lence, substance abuse, personality disorder or traits, depression,
cognitive functioning (particularly frontal-lobe activity), and context.
Substance abuse adds considerable complexity to the understanding
of aggression in intimate partner violence offenders. While it is
tempting to see the specific drug or alcohol as a cause of violence,
this interpretation is not supported by the evidence. The intuitive
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understanding of substance use on violence is shaped by anecdote,
not empirical evidence, which suggest many different contributing,
exacerbating, or potentiating roles for substances in the expression
of aggression (Pernanen, 1991; Roizen 1997). Even when substance
abuse is very evident in a case, it is unlikely to be the cause of
the violence; other factors such as personality or the executive
functioning of the frontal lobes may be more explanatory (Pihl &
Hoaken, 2002).

Substance abuse has been associated with antisocial personality
and both have been shown to have possible common genetic bases
(van den Bree, Svikis, & Pickens, 2000). The two disorders represent
risk factors for the other, but also may share genetic contributions
that affect emergence of both problems—at least for some variants
of alcoholism (Cadoret, O’Gorman, Troughton & Heywood, 1985;
Pickens, Svikis, McGue, & LaBuda, 1995). There is limited research
on the heritability of substance abuse other than alcohol.

IMPULSIVITY

There is a large body of research on impulsivity, which has been
associated with intimate partner violence and related problems such
as excessive anger, rage, and explosive behavior (Webster & Jack-
son, 1997). As is evident from the earlier discussion, some offenders
present with deliberative violence that is anything but impulsive.
However, the borderline/narcissistic types may well exhibit impul-
sivity. Impulsivity, in this context refers primarily to the clinical use
of the term, which is a way of saying that cognitive or behavioral
impulses are poorly regulated or managed among some intimate
partner violence offenders. The term may have very different mean-
ings in legal contexts, where it may be used to mitigate willful actions
(Ogloff, 1996). Impulsive violence has also been associated with
biological correlates such as low serotonin levels and low metabo-
lism of glucose in the frontal lobes of the cerebral cortex (Raine et
al., 1994; Volkow et al., 1995). The clinical usefulness of impulsivity
as an explanation for violent behavior is uncertain. The awareness of
psychobiological dysregulation such as deficient serotonin turnover
and glucose metabolic problems (Virkkunen & Linnoila, 1996) does
little to guide clinical decision-making or treatment options. How-
ever, it can be important to understanding the relative persistence
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of impulsive traits, given the biological contributions to the problem.
While serotonin is a likely impulse inhibitor (Coccaro & Kavoussi,
1996), there is little evidence that serotonin-enhancing agents reduce
impulsive aggression.

ANGER AND INTIMATE PARTNER VIOLENCE

Many communities have developed anger management groups for
intimate partner violence offenders. These programs have arisen
with an understanding of offending behavior that appears unrelated
to the majority of research literature on offender traits. To date, the
understanding of anger and its role in intimate partner violence
perpetration is limited primarily to rather enduring anger traits as
opposed to temporary states of anger. Anger management ap-
proaches do not appear to always differentiate between these two
types of anger. Anger management, and the use of anger models to
explain offender behavior, has been limited due to very small sample
sizes (McCarthy-Tucker, Gold, & Garcia, 1999) from narrowly defined
clinical populations or from literature that is clinical in nature (Es-
camilla, 1998; Sanderlin, 2001). In addition, given the high rates of
co-occurring substance abuse among male offenders referred for
anger management (Easton, Swan, & Sinha, 2000), it has been difficult
for research to differentiate anger effects related to substance use
or withdrawal versus trait anger or state conditions.

Trait anger is associated with personality type (Beasely & Stolten-
berg, 1992; Flett & Hewlitt, 2002). One of the expressions of narcis-
sism or borderline personality is an expectation that reality should
conform to the individual’s schema for how it should be (Rothschild,
Dimson, Storaasil, & Clapp, 1997). When reality fails to meet the
demands of the schema, the individual experiences anger or even
rage. These offenders tend to have the expectation of an other-
person-oriented perfectionism (Eckhart, Barbour & Davidson, 1998).
This pattern is abundantly evident in the emotional abuse patterns of
belittling and castigating others who do not conform to the offender’s
standard of perfection. The perfectionism is not turned toward self,
but only toward the partner. This trait sets the stage for virtually
continuous anger that can manifest itself in verbal abuse if not vio-
lence (Flett & Hewitt, 2002; Maiuro, Cahn, Vitaliano, Wagner, &
Zegree, 1988). In addition, there is evidence of anger that is part of
an overall depressive personality (Flett & Hewitt, 2002).
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FAMILY OF ORIGIN ISSUES

Research about the specific contribution of family of origin violence
to adult intimate partner offending is still very limited (Wall & McKee,
2002). However, research suggests that adult intimate partner vio-
lence has some association with a child’s witnessing violence be-
tween parents (Widom, 1989). In addition, in a study with college
males, witnessing father-to-mother severe physical aggression was
predictive of mild and severe aggression in dating relationships
(Cantrell, MacIntyre, Sharkey, & Thompson, 1995).

The primary way to understand family of origin violence contribut-
ing to an adult’s own offending behavior is to see it at as learning
or modeled experience. A boy witnesses violence in the home and
learns that this is the way that men relate to their partners. Often
the lesson is also that little negative consequence results from vio-
lence, and that, in fact, violence is a successful way of gaining control
in the family. This then forms a template for adult behavior later
on. There has been extensive research on social learning theory or
social cognitive theory (Bandura, 1986; Wall & McKee, 2002) that
would support this type of model for intimate partner violence (Wi-
dom & Toch, 2000). In the case of intimate partner violence, however,
a number of other contributing factors also exist, including family-
of-origin substance abuse that has been strongly associated with the
development of antisocial and aggressive traits in child development
(Loeber, Farrington, Stouthamer-Loeber, & Van Kammen, 1998). Dis-
order in family lifestyles, coercion, parental depression and/or anxi-
ety, and other factors also contribute to family-influenced aggression
and antisocial traits (Loeber, et al., 1998). Likewise, a review of
studies that report batterers’ retrospective accounts of their family
background, suggested that later physically violent behavior (ado-
lescent and adult violence, physical abuse of one’s children, and
violence toward spouses and partners) was associated with multiple
family problems such as earlier physical abuse, childhood neglect,
and exposure to adult violence (Malinosky-Rummell & Hansen, 1993).
While these studies and others provide information about intimate
partner offenders tending to have witnessed intimate partner vio-
lence during their childhood, their childhood experience alone
should not be seen as predicting a violent adulthood.

Social learning theory adds one more dimension to the biopsycho-
social contributions toward later violence, and it brings the concept
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of agency into the picture (Bandura, 1999). Agency is the capacity
to act upon the environment and to have awareness of self as an actor
(Bandura, 1999). In other words, social cognitive theory applied to
offenders suggests that intimate partner violence is in part a result
of learning a way of acting toward others, but, at the same time,
being more than a passive transmitter of aggression. This aspect of
social learning is sometimes overlooked in the rush to discover
specific parental behaviors that could have modeled aggression to-
ward partners.

One of the problems in focusing on family of origin violence for
clinicians is that the number of clients who have grown up in ex-
tremely disordered, substance abusing, and violent families is very
great. However, most clients with this background do not go on to
inflict physical violence on adult partners. Hence, it is important
to assess family-of-origin issues very carefully, since they can be
misleading contributing factors in offenders’ behavior, and to see
these issues as some of the many influencing factors in the historical
experience of the offender.

SUMMARY OF CLINICAL CHARACTERISTICS

This brief review of clinical characteristics of intimate partner vio-
lence offenders suggests that several major disorders are most likely
to be associated with offender behavior. It is also evident that these
disorders have complex interactions, with each one contributing to
increased severity or problems in the other. Substance use disorders
exacerbate depression; depression may contribute to personality;
personality type is related to substance abuse; impulsivity is closely
related to personality disorder, criminality, and substance abuse.
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Chapter 3 reviewed clinical characteristics of intimate partner
violence offenders and provided information about general types
of offending behavior. The Chapter provided an overview of key
clinical characteristics of offenders including personality disor-
ders, substance abuse, depression, and other disorders. Readers
should be able to answer the following questions following a review
of Chapter 3:

• What does the literature cite as the three most common mental
disorders in men who are violent with an intimate?

• What is the clinical implication when depression is accompanied
by trait hostility?

• What is the role of anger in cases of intimate partner violence,
and how do anger traits differ from angry states? How are these
two approached clinically?

• Does substance abuse cause intimate partner violence? Why or
why not?



Chapter 4

Clinical Responses to Women
Victimized by Violence

Chapter 4 discusses effective clinical practice with victims of inti-
mate partner violence. The chapter addresses appropriate screen-
ing for current and historic abuse in general client populations
and more extensive assessments if a client discloses victimization.
Chapter 4 also encourages clinicians to engage is safety planning
with victims, focusing around three key phases: how to identify
that risk or danger is increasing, identification of the specific steps
the victim will take upon recognizing those danger cues, and meth-
ods for maintaining safety upon her departure from the offender.
Finally, chapter 4 discusses key clinical issues for victims of part-
ner violence. The sections within chapter 4 include the following:

• Screening for intimate partner violence and abuse history in the
clinical setting

• Safety planning with intimate partner violence victims
• Assessment in preparation for treatment intervention
• Support groups for women victimized by intimate partner

violence
• Clinical intervention for women victimized by intimate partner

violence

60
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SCREENING FOR INTIMATE PARTNER VIOLENCE AND
VICTIMIZATION HISTORY IN THE CLINICAL SETTING

SCREENING

As has been discussed in earlier chapters, the mental health impact
of violence and the presence of victimization history among women
who seek mental health care have been demonstrated. It does not
follow, however, that clinicians view victimization history as clini-
cally relevant, that they routinely screen for abuse, or that they
detect abuse in their clinical caseloads (Jordan & Walker, 1994;
Saunders et al., 1989). When researchers asked clinicians in one
study how they would respond to cases involving partner abuse, the
majority did not identify violence as a presenting problem (Hansen,
Harway, & Cervantes, 1991). Evidence exists that women will re-
spond to abuse inquiries: In a study comparing intake procedures,
fully twice the number of clients disclosed victimization history in
response to a direct question as compared to a conventional intake
interview (Saunders et al., 1989). Similarly, in a chart-review study,
disclosures of abuse history increased 10-fold when clinicians asked
direct questions of psychiatric emergency-room patients (Briere and
Zaidi, 1989). Finally, fewer than 5% of couples seeking marital therapy
will respond spontaneously about the presence of intimate partner
violence, but over two-thirds (66%) report some form of violence in
response to a written self-report measure (O’Leary, Vivian, & Malone,
1992). If clients are not directly and sensitively assessed, the ability
of the clinician to adequately identify abuse, evaluate lethality, and
structure appropriate interventions will be lost.

Asking simplistic questions may not be a sufficient intervention
on the part of a clinician, as evidence exists that victims of intimate
partner violence minimize the extent of the abuse when it is dis-
closed to clinicians or researchers (Dutton, 1992b; Walker, 1994).
Also key to safe and appropriate intervention is that women most
likely to minimize the disclosure of violence may also be those who
have experienced the most severe violence and those who have the
most accepting attitudes toward violence (Dunham & Senn, 2000).
In the study just referenced, it was also the case that the longer the
women waited to disclose, the more they were likely to minimize.
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As a result, clinicians need to show particular levels of sensitivity
and insight when interviewing clients.

While authors of this manual and other writers emphasize struc-
tured assessment and abuse-specific inquiry, clinicians should be
cautioned against using confrontation or insistent approaches to
promote disclosures by women. It would be an error to pressure
women to disclose prior to their attaining a degree of comfort in
the clinical setting and sufficient trust of the clinician. Inherent in
the experience of violence at the hand of an intimate is a trust
violation, such that client readiness to disclose frightening or inti-
mate details may be delayed. In addition, clinicians will want to
avoid giving the impression to any client that she is expected to
have something traumatic to disclose (Briere, 1997).

The use of close-ended questions by clinicians specific to the
assault of women has been recommended (Gondolf, 1998). One ad-
vantage of asking specific questions that call for “yes” or “no” re-
sponses, is that this approach introduces the vocabulary of abuse
and validates these experiences merely by asking about them. Open
ended questions can be used in follow-up to the initial closed ended
ones. In addition, effective screenings should include behavioral
descriptions when assessing for partner violence, as many women
may reframe their experiences as “not getting along” or “fighting
with” their partners rather than applying a term such as battering
or domestic violence (Briere, 1997). Similarly, they may not apply
those terms if they self-attribute blame for the abuse and confusion
regarding definitions of abuse may “arise from psychological de-
fenses against acknowledging traumatic events” (Briere, 1997, p. 82).
Given these factors, it is advisable for clinicians to avoid simply using
a list of traumatic events, but, rather, to describe such behaviors in
a way that the understanding is unambiguous (Briere, 1997).

Some evidence exists that a specific screening tool applied in a
general clinical setting will significantly increase the clinician’s abil-
ity to access information regarding a client’s abuse history (War-
shaw, 1989). While the scientific validity of a brief set of screening
questions has not been fully tested, several items have been sug-
gested (Gondolf, 1998), such as the following:

Screening Questions

1. Are you in any way fearful of your partner?
2. Does your partner have angry outbursts or temper tantrums?
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3. Has your partner stopped you from going places or seeing
people?

4. Has your partner threatened to harm you, your children, or
your relatives?

5. Has your partner ever pushed, grabbed, slapped, or hit you?
6. Has your partner ever pressured you into sexual acts against

your will?

Follow-Up Questions

(Each screening question with a positive response should be fol-
lowed with probes for the most recent incident, duration, frequency,
effect, and response to the incidents (Gondolf, 1998)).

1. When was the most recent incident?
2. How long has this been going on?
3. How often has it happened in the last six months?
4. How has it made you feel?
5. How has it hurt you physically?
6. What help or assistance have you sought?
7. How do you feel about calling the police or going to court to

receive assistance?

Clinicians need to take extra care in assessing for psychological
abuse, as some research suggests that victims may be less able to
identify or name that experience. As discussed in earlier chapters,
psychological abuse can have extremely detrimental effects, but
while physical abuse is easily identifiable and victims know that
physical acts have been used to harm them, some suggest that
victims of psychological abuse may have more difficulty identifying
the fact that abuse is occurring (Loring, 1994) and may therefore be
less adept at defending themselves against this form of victimization
(Marshall, 1994a).
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If clinicians positively assess the presence of abuse in the current
or historic life of a client after use of a screening instrument, a more
detailed abuse history seeking detail on the extent and impact of
the victimization is called for. Numerous tools for assessing abuse
history are available, including the Conflict Tactic Scale (Straus,
1979) and the Danger Assessment Scale (Campbell, 1986; 1995; Stu-
art & Campbell, 1989). The Danger Assessment Scale, one of the
most commonly used risk instruments, is a 15-item questionnaire
compiled from research on homicide and serious injury of victims
of intimate partner violence (Campbell, 1986). Its ease of use comes
from the brevity of the instrument and from the fact that it elicits
information solely from the victim (Goodman, Dutton, & Bennett,
2000). There is growing empirical evidence of the predictive use-
fulness of the Danger Assessment Scale. For example, in one study,
women who had been abused while pregnant scored significantly
higher on the instrument than did women who had been abused
prior to but not during pregnancy (McFarlane, Parker, & Soeken,
1995); and in a pilot study of women in the justice system, the
Danger Assessment Scale contributed to the prediction of short-term
reoccurrence of abuse by arrested offenders (Goodman, Dutton, &
Bennett, 2000).

Finally, numerous instruments exist that provide a structured in-
terview format for assessing trauma (Wilson & Keane, 1996), includ-
ing the Traumatic Events Scale (TES) created by Elliott (1992), and
the self-administered Trauma Symptom Inventory created by Briere
(1995). More in-depth assessment is discussed later in this chapter.

Clinicians should be sensitive to the after effect on the victim of
completing a thorough assessment. For some victims, having the
opportunity to fully disclose the nature of their abuse experience
in the safety of the therapy setting is, in and of itself, therapeutic.
Some women may also be provided additional insight and under-
standing as they see the full extent of their own victimization. That
type of greater understanding can facilitate safety planning and fu-
ture decision making for the women. Clinicians should be mindful,
however, that for others, full disclosure may be attended by an
overwhelming sense of anger, shame, fear, or panic. In addition,
describing abuse experiences in detail may give the effect of recreat-
ing the earlier trauma in the session or in the hours and days that
follow the disclosure. A client’s reaction to the recounting of abuse
experience and the perceived risk she faces should guide the clini-
cian in dosing the pace of disclosure during the assessment process.
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3 Phases of Comprehensive Safety Planning

1. Identification that risk or danger is increasing.
2. Identification of the specific steps the victim will take upon

recognizing danger cues.
3. Methods for maintaining safety upon the victim’s departure

from the offender.

SAFETY PLANNING WITH INTIMATE PARTNER VIOLENCE VICTIMS

At the outset and throughout the duration of the clinical relationship,
clinicians must be prepared to engage in crisis stabilization with
victims of intimate partner violence that uniquely attends to safety
planning. Safety planning is a process of engaging a victim in planning
for both physical and psychological safety. It should not be a singular
or one-time event but, rather, should be an on-going process through-
out the time the client is receiving services. As contextual and clinical
factors associated with a case change, the detail of the safety plan
will need to accommodate the increase or decrease of danger poten-
tial (e.g.: contextual factors such as the offender’s loss of a job,
initiation of stalking the victim, or his increase in alcohol consump-
tion; or clinical factors, such as her growing depression or the begin-
ning of suicide ideation, would necessitate changes in the safety
plan developed by the victim and the clinician).

Safety planning with victims should incorporate risk information
the clinician has gleaned from screening and intake procedures. In
limited instances, police reports or other collateral information will
be available to guide safety planning, but the primary source for
information and risk appraisal will be the woman herself. Research
suggests that incorporating into risk assessments and safety plan-
ning the predictions made by women regarding their own safety can
be extremely useful (Gondolf & Heckert, 2003). In studies with women
whose partners were receiving treatment in offender programs, their
predictions regarding the offender’s likelihood of reassault were the
single best predictor of severe violence (Weisz, Tolman, & Saunders,
2000) and significantly improved prediction accuracy above and
beyond standardized instruments (Heckert & Gondolf, 2002).
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Physical safety planning for victims involves developing detailed,
prearranged plans for ensuring her safety and that of her children
(Hart & Stuehling, 1992). Comprehensive planning should fully en-
compass three key phases: identification that risk or danger is in-
creasing; identification of the specific steps the victim will take upon
recognizing danger cues; and methods for maintaining safety upon
her departure from the offender. Recognizing cues or signs of poten-
tial danger include both characteristics of the offender and charac-
teristics of the prior circumstances of abuse. For example, the
clinician should help the victim identify those behaviors and traits
of the offender that have been associated with violence in the past
(e.g., increase in substance abuse; expression of anger or increased
tension; or introduction of external sources of stress, such as job
loss). It is also helpful to note for the victim those behaviors in
which she may engage that may make her more vulnerable to her
partner’s use of violence against her, specifically including substance
abuse. The identification of circumstances or context associated
with prior abuse may include listing locations where the prior abuse
has happened, a time of day, when other certain peers of the offender
were present, or possibly the context of an argument between the
couple.

After the victim has identified offender and context-related cues,
the second part of the safety plan involves identifying steps she will
take if cues are identified. Steps may include keeping access to
money, an extra set of car keys, knowing how to escape from a
residence or workplace, and having a previously arranged method
of contacting children and other family members or friends to inform
them of the danger situation. Some experts provide the following
common elements for safety plans (Hart & Stuehling, 1992):

• practicing quick exists
• always keeping purse and care keys near the door
• hiding an extra set of keys and money
• storing important documents in a safe place
• keeping a suitcase packed and stored in a safe place at home

or at a friend’s home
• teaching children how to call the police and fire departments
• setting up a code word or signal for children or friends or both

so they will know it is time to begin the safety plan
• knowing the phone number for a battered women’s shelter
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The Essential Protection Resource: Shelters for Battered Women

One of the primary protective resources for victims of intimate
partner violence is a protective shelter. Clinicians should be famil-
iar with the shelter in their communities, as these programs pro-
vide safe housing, advocacy, support groups, crisis hotlines, and
other critical services for victims and their families.

Clinicians should also work very concretely with victims to list
safety resources such as police agencies, crisis hotlines for shelters,
adult protection agencies, and the courts. Clinicians should educate
victims regarding the process of how to access orders of protection
from the court or should refer the victim to advocates who can
provide that critically needed information (see chapter 8 for informa-
tion on legal remedies for victims). In studies that should encourage
clinicians to refer victims to advocates for assistance, battered
women who worked with advocates reported being more effective
in accessing resources than did the women without advocates, re-
ported higher quality of life and social support, and experienced
lower partner revictimization rates (Sullivan, 1991; Sullivan & By-
bee, 1999).

Clinicians and their clients cannot rely on a standardized list of
concrete steps every victim should take, because any safety plan
must be developed individually, taking into consideration the con-
text of the woman’s environment. For example, calling law enforce-
ment agencies may increase the protection for one woman, but
may bring retribution and elevated violence from the offender for
another. Some victims may benefit from telling their employers about
the risk posed to them by their partners, but clinicians are cautioned
to be aware that other women may lose their employment and thus
increase their economic dependence on the offender by disclosing
to a supervisor.

Engaging in the safety planning process is, in effect, a structured
way to assist a woman with problem-solving coping skills. Numerous
studies suggest that it is good for women suffering from intimate
partner violence to engage in problem-focused coping (Arias & Pape,
1999), both because it increases her safety and because the process
itself can lessen depression and related sequelae. Notably, however,
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studies have found that this relationship may only hold true when
social supports are actually available for the woman (Kocot & Good-
man, 2003). Otherwise, creating plans when she does not understand
the resources available to her and when she perceives herself as
having few social supports may actually exacerbate her feelings of
being overwhelmed and, thereby, worsen her mental health status.
This effect should, again, encourage clinicians to conduct safety
planning with victims and also ensure to the extent possible that
they have access to a victim advocate.

In additional to planning for a woman’s physical safety, effective
safety planning should always include an assessment of her mental
state or psychological stability, the outcome of which should influ-
ence clinical intervention and, subsequently, any safety plan. This
includes assessing for any suicide risk or potential homicidal
thoughts against the offender. The presence of depression is im-
portant, as intense sadness or hopelessness may impede the victim’s
effectiveness in safety planning or even her belief that she is worth
protecting. In addition, denial and avoidance symptoms associated
with posttrauma reactions may impair a victim’s ability to monitor
her environment for danger cues. Safety planning should also attend
to risk of increased substance use if that is a clinical issue for the
victim.

The third part of an effective safety plan involves developing steps
to keep a victim and her children safe after her separation from the
offender. This is particularly important in light of the fact that a
victim’s risk of harm does not end when she separates from the
offender, as previously discussed—rather, it may escalate. Effective
safety planning, as a result, attends not just to the safe escape from
violence, but also to the safe separation from the violent partner.
Clinicians should continue to focus on contextual factors with the
victim: including ensuring that she understands (1) how to access
orders of protection from the court, (2) steps to take if the conditions
of an order are violated by an offender; (3) steps to take if the
offender begins to stalk the victim or her children; and (4) manage-
ment of legal issues. In addition, victims who are employed may
need assistance knowing how and when to approach supervisors
and colleagues regarding their circumstances and how to weigh
sharing details to ensure safety while at the workplace versus
exposing themselves to risk of job loss if an employer is not support-
ive. Another unique aspect of safety planning with victims is teaching
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documentation of offender conduct that could be used in a court
proceeding. Particularly in stalking cases in which evidence of a
pattern of repeated conduct or behavior is most often necessary to
convict the offender, clinicians can aid the victim by recommending
that she keep such evidence as logs of phone calls, copies of letters,
or photographs of the offender outside the workplace or residence
of the victim (Davis, Coker, & Sanderson, 2002).

Comprehensive Trauma Assessment Protocol

a) Pretrauma functioning
b) Trauma exposure
c) Social supports
d) Comorbidity
e) Potential malingering or secondary gain
f) Posttraumatic stress response

Briere (1997)

ASSESSMENT IN PREPARATION FOR TREATMENT
INTERVENTION

The discussion of assessment thus far has focused narrowly on
identifying and moderating risk for a victim. If the clinician will
assume a treating role, a fuller and in-depth assessment phase is
also recommended as a means of understanding the nature of the
abuse, its attendant effects, and the strengths and capacities of the
victim to recover her preabuse functioning. Briere (1997) recom-
mends a comprehensive trauma assessment protocol that addresses
six domains or measures: (1) pretrauma functioning, (2) trauma
exposure, (3) social supports, (4) comorbidity, (5) potential malin-
gering or secondary gain, and (6) posttraumatic stress response.
Inquiry into the pretrauma functioning of the victim will assist a
clinician in determining whether depressive or other symptoms ex-
isted prior to the current violence or appear to result from it. In
addition, prior abuse experiences will be clinically relevant in de-
termining what may worsen or mediate the client’s current experi-
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ence: Women with childhood abuse experiences, for example, may
not only suffer from the current violence, but the current abuse may
trigger memories and symptoms associated with the prior victimiza-
tion. Finally, it will be of use to know whether a client has suffered
previously from depression, suicidality, or substance abuse, as these
may be more acute areas of risk in the current situation as a result.
Briere’s comprehensive assessment protocol suggests assessment
in each of the following areas to ascertain pretrauma functioning:

Previous psychological symptoms and disorders

Previous psychiatric or psychological treatment

Alcohol and drug abuse history

Prior occupational functioning

Criminal and incarceration history

Pre-victimization social adjustment

Evidence of pretrauma personality disturbance

Relevant medical history (e.g.: history of brain injury or disorder)

Specific questioning and assessment around the current abuse
experience is important, as it is not sufficient to know that the client
is a victim of interpersonal violence in order to design an appropriate
intervention. As has been discussed in prior sections, the frequency,
severity, duration, and other factors significantly impact the se-
quelae that will be experienced by the victim. As a result, it is
important to assess with some specificity the nature of the abuse
(severity, frequency, duration); it’s immediate impact (any physical
injury), and the victim’s perception of the experience (degree of
fear, presence of terror, perceived risk of death, perceived risk to
the children). Assessment in the area of social supports is important
in safety planning and in identifying strengths in the victim’s environ-
ment. As a clinical matter, it has also been shown that the presence
of support systems following a traumatic event can decrease the
experience of PTSD symptoms (Ozer et al., 2003). Comorbidity re-
lates to concurrent mental health and substance abuse problems
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that will impact the victim’s ability to protect herself from violence
and her ability to fully recover from the current experience.

SUPPORT GROUPS FOR WOMEN VICTIMIZED BY
INTIMATE PARTNER VIOLENCE

The most commonly utilized modality of clinical intervention for
victims of intimate partner violence is group work (Tutty, Bidgood, &
Rothery, 1993). Support groups offer a remedy for the isolation
experienced by many intimate partner violence victims, and they
provide an opportunity for information sharing. Some authors have
argued for the support group model as an anecdote to more inappro-
priate modalities such as traditional marital or family therapy, which
ignore the differential power structure inherent in these relation-
ships (Pressman, 1989; Tutty, Bidgood, & Rothery, 1993). The litera-
ture is limited in describing the efficacy of support groups for women
in violent relationships, but most studies suggest that these groups
are less structured, less didactic, and more focused on the emotional
process for the woman as compared to groups for men who batter,
and that client gains can be realized (Tutty, Bidgood, & Rothery,
1993). Support groups with psychoeducational components can also
provide a mechanism by which women can learn about the dynamics
of abusive relationships, parenting skills, assertiveness skills, and
anger management (Dutton, 1992b).

While specific models vary, general goals for support group work
with women experiencing partner violence have been identified
(Pressman, 1984) and tend to focus on the following:

• the future safety of the woman
• reduction of self-blame and learned helplessness
• enhancement of self-esteem
• an understanding of why battering occurs, including an explora-

tion of sexism and beliefs about male-female roles
• opportunities for the ventilation of anger around being

victimized
• opportunities to express grief at the loss of a relationship
• building support networks that reduce isolation
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TREATMENT SERVICES FOR VICTIMS OF INTIMATE
PARTNER VIOLENCE

THE FIRST TREATMENT APPROACH: USING WHAT WORKS,

AVOIDING WHAT DOESN’T

As was discussed in chapter 2, clinicians who see the consequences
of intimate partner violence in the clinical setting should avoid patho-
logizing victims. This perspective should inform treatment planning,
with the understanding that no change in a woman will, in turn,
change the offender’s behavior: The control of violence rests with
the individual who chooses to perpetrate it. Clinicians should also
take care not to pathologize behaviors that have been used to cope
with routine physical and psychological aggression but, rather,
should understand those behaviors in their context. Some authors
have suggested that such psychological mechanisms as denial, disso-
ciation, and alterations in personality style are strengths rather that
signs of pathology in that they help the victim to survive the expo-
sure to abuse (Dutton, 1992b). Similarly, Briere suggests a pheno-
menologic perspective in working with survivors of trauma whereby
such behaviors are seen as adaptive responses to victimization.
These behaviors may be maladaptive outside the context of the
victim’s experience of intimate partner violence but can be im-
portant, in helping her withstand the abuse to which she was ex-
posed (Briere, 1989). Grounding clinical decisions in this type of
philosophy will help ensure effective interventions more than any
single clinical technique or modality of treatment.

Effective clinical intervention will also be more likely if the clinician
creates an accepting therapeutic environment within which the vic-
tim feels believed. Strong therapeutic relationships are more likely
if a clinician does not overreact to abuse disclosures with facial
expressions or exclamations of horror, or with judgmental reactions
regarding the offender. Clinicians can also create productive treat-
ment environments by conveying a sufficient level of competence
(e.g.,“I have worked with a number of women who have had the
type of experience you are describing”), by emphasizing the client’s
strengths, and by not communicating just one solution to her experi-
ence (e.g., “You clearly can’t go back to him.”).
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COMPREHENSIVE TREATMENT PLANS

An evaluation of the extent of victimization, attendant risk, and
the psychological sequelae experienced by the victim, will be the
building blocks for a comprehensive treatment plan. Treatment
plans should include interventions targeting four key areas:

Behavior. Interventions in the behavioral domain of the client
should attend to increasing safety through the safety planning steps
discussed earlier.

Cognition. Interventions in the cognitive domain of the client
should address her beliefs about the causation of the abuse, percep-
tions, cognitive schemas, self-esteem, expectations, self-efficacy,
and attributions.

Emotion. Treatment plans should include attention to the emo-
tional domain of the client, including such reactions as terror, fear,
anger, depression, anxiety, alcohol or drug abuse; and other areas of
distress. Notably, it is not possible to completely eradicate emotional
trauma reactions if the client continues to be exposed to ongoing
violence, as these may be realistic reactions to imminent threat, and
the client may not be safe in addressing the psychological effects of
victimization outside the therapy setting. In addition, introspective
therapies should not replace safety planning.

Interpersonal Relations. Finally, treatment should also include the
impact on the client’s interpersonal relationships (other than the
offender), including any difficulty trusting, fear of intimacy or
other dysfunctions.

SUBSTANCE USE AND VICTIMIZATION:
A DUAL FOCUSED TREATMENT NEED

There has been limited research on the interface between victimiza-
tion and addiction treatment (Bennett & Lawson, 1994; SAMSHA,
1998). Programs often do not screen for both victimization and sub-
stance abuse problems, many programs do not have cross-trained
staff who are well versed in both substance use and trauma, and
cross referrals are not common among substance abuse and domes-
tic violence programs (Bennett & Lawson, 1994; Collins, Kroutil,
Roland, & Moore-Gurrera, 1997). There are many reasons for the
lack of coordinating treatment between substance abuse and victim-
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ization including fundamental differences in treatment philosophies.
Substance abuse program counselors often focus on the main goal
of abstinence while domestic violence program primarily focus on
safety (Substance Abuse and Mental Health Services Administration
[SAMHSA], 1997). In addition, addiction treatment is often ap-
proached as if addiction were a disease, whereas victimization is
not a disease, but rather a life situation (Bland, 1997).

Although there have been difficulties in coordinating treatment
efforts in the past, there has been increased effort and progress
toward integrated treatment models. A recent review of the literature
suggests there are some basic principles that can be used to facilitate
more effective treatment for women who are experiencing both sub-
stance abuse problems and victimization (Logan, Walker, Cole, &
Leukefeld, 2002): (1) It is important to engage in comprehensive and
ongoing assessment to address the extent of victimization, risk of
revictimization, and substance abuse; (2) in the course of treatment,
clinicians should focus on integrated and comprehensive interven-
tions that address factors contributing to the woman’s presentation
of substance abuse and recent or ongoing victimization, including
lifestyle risk factors, early trauma factors, and co-occurring mental
health problems. For example, Sullivan and Evans (1994) suggested
a five-stage model of treatment for the co-occurrence of current
intimate partner violence and substance abuse that moves from a
focus on the immediate crisis and safety issues to increasing long-
term safety while maintaining abstinence from substance abuse.
Their approach includes a focus on changing client self-perception
from an addicted victim to a recovering survivor. Although this
model lacks empirical evidence of success, the approach combines
safety planning and recovery philosophies coherently; and (3) clini-
cians are advised to expand the breadth of services for women with
co-occurring problems through cross-program referrals to target the
individualized needs of women with victimization and substance-
abuse histories.
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Chapter 4 discussed effective clinical practice with victims of inti-
mate partner violence. The chapter addressed appropriate screen-
ing and assessment techniques and encouraged clinicians to
engage is safety planning that incorporates how to identify the
risk or to perceive that danger is increasing, identification of the
specific steps the victim will take upon recognizing those danger
cues, and methods for maintaining safety upon her departure from
the offender. Finally, chapter 4 discussed clinical intervention with
victims of partner violence. Readers should be able to answer the
following questions following a review of chapter 4:

• What makes assessment for psychological abuse particularly
challenging?

• What are the advantages of a structured interview format with
victims of Intimate partner violence?

• What might be the effects on a client of a thorough assessment
that includes disclosure of significant abuse?

• What are the three key stages to plan for in a comprehensive
treatment plan?

• What are the goals of support groups for victims of intimate
partner violence?



Chapter 5

Clinical Responses to Intimate Partner
Violence Offenders

Chapter V reviews clinical approaches for assessment and treat-
ment of intimate partner violence offenders. Mental health and
substance abuse clinicians should first screen their clients for
indicators of intimate partner violence. If there are indicators of
violent behavior, clinicians should then assess the extent of vio-
lence and the level of danger posed by the behavior. The chapter
explores screening questions as well as risk assessment factors of
offending behavior and suggests clinical responses to the problem.
The sections within Chapter V include:

• Screening for intimate partner violence among offenders in clini-
cal settings

• General approaches to assessment
• Risk assessment in cases of intimate partner violence
• Clinical approaches with intimate partner violence offenders

SCREENING FOR INTIMATE PARTNER VIOLENCE
AMONG OFFENDERS IN CLINICAL SETTINGS

The general client assessment process that is used in mental health
and substance abuse treatment settings often overlooks intimate

76
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partner violence. Traditional mental health and substance abuse
treatment settings routinely explore suicidality, the history of severe
mental disorders, and the risks associated with substance use, as
well as the risk of poor treatment compliance as a way of identifying
clients who may need risk-management attention. While violence in
general is screened for and assessed, intimate partner violence is
less likely to be a focus of traditional assessment. Furthermore,
identification of clients with intimate partner violence behaviors is
made more difficult by their tendency to minimize or deny their
violent conduct (Jacobson & Gottman, 1998). If clients are not overtly
lying about their conduct, their self-reports of violence can still be
distorted by post-offense shame or embarrassment. Client minimiza-
tion may arise from a desire to manage impressions, or it may be
associated with cognitive dissonance wherein the offender does not
identify with the outcomes of his behavior (Sugarman & Hotaling,
1997; Szinovacz & Egley, 1995). In addition, the typical clinical focus
on symptoms of mental disorders and substance abuse may leave
little time for a close exploration of intimate partner violence. In
fact, it remains unclear whether intimate partner violence offending
should be seen as a clinical phenomenon, or simply as illegal behav-
ior (Jacobson & Gottman, 1998). However, the identification of inti-
mate partner violence offenders may be one of the more important
clinical risk assessment functions since the risk of serious harm
resulting from this behavior is very great.

This chapter describes screening and identification, assessment,
and general treatment guidelines for clinical practice with clients
who have intimate partner violence behaviors. In general, this chap-
ter is written for clinical practice where intimate partner violence
is not the primary program focus—that is, it is written for more
general clinical practice. Clinicians who routinely work with court-
referred clients seeking mental health or substance abuse treatment
may need a more rigorous screening and assessment. Clinicians in
programs that target domestic violence typically move directly into
assessment of the level of danger since clients are already identified
as being offenders. In general practice, however, clients may seek
treatment for a variety of problems, and clients may not disclose
violence unless specifically prompted. When intimate partner vio-
lence is not a part of the referral circumstance, it may be discovered
only as treatment issues evolve, and it may take weeks or months
before the clinician is aware of the behavior pattern. Clinicians in
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these cases may have to dramatically rethink their understanding
of clients when intimate partner violence has not been identified
early in treatment. However, when intimate partner violence is the
focal presenting problem, clinicians may be more prepared for risk
management and appropriate treatment. This chapter will prepare
clinicians for the essential assessment and treatment responses re-
lating to intimate partner violence among clients who are offenders.

As a general rule, clinicians who specialize in services to clients
whose presenting problem is intimate partner violence have a higher
duty to provide services that meet applicable clinical and program
standards for specialty practice. On the other hand, clinicians in
generalist settings or in practices focused on traditional mental
health or substance abuse problems may have less duty to provide
treatment specifically targeting violent behavior. However, general-
ist clinicians have important duties to refer high risk clients to spe-
cialty programs and to treat clients in ways that do not inadvertently
exacerbate aggressive behavior. Their duties to refer clients to more
appropriate programs may be an alternative treatment or an adjunct
to current treatment.

Intimate partner violence offenders can emerge in any number of
ways in clinical caseloads. For example, a clinician might be treating
a client for anxiety and depression for several weeks and only learn
about the client’s violent behavior when he gets arrested for an
assault. Also, a clinician might be treating a couple for relationship
problems or problems relating to their child’s behavior, only to
discover—six weeks into treatment—that the unspoken issue has
been sexual and/or physical violence in the marriage. Intimate part-
ner violence can emerge in any client, and clinician vigilance about
the behavior is recommended throughout the treatment process.

Although any client in mental health or substance abuse treatment
might have a history of intimate partner violence, there are several
referral conditions that suggest a greater likelihood of it. Court-
referred clients (including those referred for other crimes and viola-
tions like drug possession or driving under the influence) are more
likely to have antisocial traits that are associated with greater risk
for intimate partner violence. Clients with substance abuse problems
should be screened for intimate partner violence since the literature
suggests complex associations between substance use and aggres-
sion (Pihl & Hoaken, 2002). Since B cluster personality disorders
have been associated with impulsivity, substance abuse, and inter-
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personal conflicts (APA, 2000), clients with these disorders should
be screened carefully for intimate partner violence behaviors as
well. Screening questions can be difficult to manage early in treat-
ment when clinicians are attempting to develop rapport and a thera-
peutic relationship with clients. Questions about the perpetration
of intimate partner violence are, by nature, confrontational and have
the feeling of being accusatory. Questions that are asked in risk
screening and assessment can be perceived as intrusive and focused
on “wrong doing” by clients. Hence, clients may feel “cross-exam-
ined” when using these questions. However, clinicians should not
avoid violence related topics simply to preserve a comfort zone
around the interview.

SCREENING FOR INTIMATE PARTNER VIOLENCE

Clinicians can use five simple questions in screening for a likelihood
of intimate partner violence perpetration in a client (see page 80).
The tone of questions should be matter-of-fact and integrated with
other less pejorative issues, and the style should not be probative
or investigatory in nature. Clients who respond, “yes” to any of these
questions should be considered for a more focused assessment with
regard to the extent and characteristics of their use of violence.
Even if clients only endorse the first question about losing control
of anger, it may be important to follow up with additional questions
at a later time in treatment when defensiveness may be reduced.
Male clients who report “losing control” in regard to anger may be
laying groundwork for rationalizing violent behavior that will emerge
later in treatment.

GENERAL APPROACHES TO ASSESSMENT

After screening for intimate partner violence and upon getting posi-
tive responses to one or more of the screening items, clinicians
should focus on a more in-depth assessment of violent behavior.
Several factors should be taken into account when beginning an
assessment of intimate partner violence. First, if clients have been
court referred, they are in a higher risk group and risk assessment
should be conducted even in the absence of overt presenting prob-
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Sample Screening Questions for General Mental Health
or Substance Abuse Client

Begin with an “envelope” within which you can ask questions
related to intimate partner violence, such as: “Mr. Smith, I would
like to turn to situations in which you have been in conflict with
a girlfriend or spouse. These questions will focus on situations
that may involve anger or physical force. . . . ”

• Has there ever been a time when you thought you lost control
of your anger with a partner?

• Has there ever been a time when you yelled, cursed, or said
demeaning things to hurt your partner?

• Have you ever talked to her in a way that “put her down”?
• Has there ever been a time when you used physical force with

your partner, such as:
— Shoving
— Slapping
— Hitting
— Using something as a weapon

• Has there ever been a time when, in having sex, your partner
would have described it as being against her will?

lems of intimate partner violence. Other clients who have clinical
problems that place them in a higher risk group should also be
assessed thoroughly even if there are few initial indications of violent
behavior. Clients who are in treatment for issues that have little to
do with intimate partner violence or related behaviors should be
assessed for offending behavior only if there are positive responses
to the screening items described.

ASSESSMENT STYLE

An assessment for intimate partner violence is difficult under most
clinical situations, and a clinician’s style can greatly influence the
quality of information obtained. Each of these interviewing recom-
mendations can promote better information sharing and develop-
ment of rapport with clients. The style that is used to interview and
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assess for intimate partner violence needs to be focused and serious,
though not “investigatory” in nature. Clinicians must adopt a ques-
tioning posture that is consistent with their own typical style but
should consider the following recommendations. The interview style
and approach should include

• a matter-of-fact, nonjudgmental, and nonsensational manner
of relating;

• a sense of appropriate proportionality to the questions (they
should not greatly exceed the extent of the behavior problem
so as to belabor the point);

• a firm and focused approach that does not follow client diver-
sions into other topics;

• “funneling” from general situations into specific acts;
• the use of specific, concrete terms rather than generalities to

describe harmful acts;
• the use of questions that allow for self-observational responses,

such as “have you ever found yourself doing . . . ”;
• a rehearsed and ritualized menu or checklist of abuse areas to

be sure that key behaviors or risk factors have not been
overlooked;

• considerate, attentive listening to all client responses;
• asking clients for “clarification” when they give contradictory

answers rather than directly challenging the contradictions; and
• a summary statement given to clients that conveys what has

been heard.

A matter-of-fact, nonjudgmental, and nonsensational manner of relat-
ing. Intimate partner violence can provoke strong feelings from
most persons, including clinicians. While mental health and sub-
stance abuse clinicians are taught to make professional use of feel-
ings and to not allow them to “leak” into clinical process, this often
requires self-discipline, practice, and supervision to accomplish. The
reason why a nonjudgmental approach is so important is that if
offending clients receive punishing affective reactions from clini-
cians, they can be likely to avoid disclosing violent behavior. Like-
wise, avoiding identification with or sympathy for contrite batterers
is important. However, a careful and tactful use of understanding
and empathy can help overcome denial and minimization (Gondolf,
1998). Empathic responses can be mixed with more matter of fact
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questioning in order to facilitate both open communication and
obtaining risk information (Saunders, 1982; 1999).

Appropriate proportionality to questions. Questions should be de-
veloped around the major factors of risk for intimate partner violence
and around behavior patterns exhibited by clients. The questioning
should not belabor topics that are simply more interesting to the
clinician or that appear more sensational. The questions should
target all areas of potential abuse and should expand where there
is evidence of greater problem. However, extensive probing of behav-
iors when clients give little evidence of violence can reduce client
engagement in the interview. The extent of questioning should be
proportionate to findings—that is, clinicians should not overdo it
in the absence of indicators of risk factors.

A firm and focused approach. Clinicians should maintain a non-
emotional, persistent focus on intimate partner violence issues. Cli-
ents may try to divert attention to the victim’s role in situations or
to other areas. The response should be to refocus by ignoring the
diversion content and returning to a follow-up question that is back
on track.

Funneling from general situations to specific acts. Straus and Gelles
(1990) developed the Conflict Tactics Scale (which has since been
modified to include more items) to measure intimate partner vio-
lence. They structured the questionnaire in the context of “conflict,”
a general term that can mean everything from harmless disagree-
ment to physical harm. A funneling approach is recommended in
assessment as well. Aside from the overall context for all questions,
it can be helpful to return to this framework periodically in the
questioning process.

The use of specific, concrete terms. The interview language should
be “clinical” around abuse issues and should not skirt sensitive
terms. For example, in asking questions, concrete behaviors (often
in closed-ended questions) should be considered such as, “When
you said you were ‘rough’ with your wife, did you use your fist
to hit her or use some other object”? Another example would be:
“Describe the incident when you slapped her.” These concrete terms
should be preferred over general questions such as, “Were you
ever abusive toward your wife?” or “What happened in that rough
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incident?” In general clinical practice, clinicians should use close-
ended questions parsimoniously, as they can lead to very distorted
responses. With offenders, however, the use of concrete examples
in the question can convey that clinicians are familiar with these
behaviors and are not naı́ve about them. Furthermore, the use of
specific and direct questions with offenders has been found to elicit
higher rates of abuse disclosure. Gondolf and Foster (1991) examined
a sample of substance abuse clients in which only 5% of clinical
records documented intimate partner violence but nearly 40% of
the men admitted to having assaulted their spouse when asked a
direct question as part of the research survey (Gondolf & Foster,
1991).

Self-observational Responses. A particularly helpful way of pro-
moting self-disclosure of negative behavior is to use questions that
give clients a way to “report” behavior without pressuring them to
“confess” to crimes. Clinicians can accomplish this by using the
phrase “Did you find yourself doing . . . ”. At one level, this language
might seem unnecessary, but, in fact, it is also teaching clients to
pay attention to their behavior—to observe themselves and note
their problem behaviors. The questioning is styled in this manner:
“Have you ever found yourself so angry that you simply blew up
and hit her?” Or, “Did you find yourself being even more physically
violent than you thought you would be?” Even though these ques-
tions are close ended, they afford an opportunity for endorsement
in ways that are less punitive and, therefore, may be more acceptable
for clients. An open-ended version is also helpful such as: “When
she said that, what did you find yourself doing?”

A rehearsed assessment agenda. Since risk assessment of intimate
partner violence is so complex and challenging, it can be useful to
have a rehearsed checklist of key elements to use with every client.
This is not the same thing as following a rigid question-by-question
reading of a psychosocial form. Clinicians can use a rehearsed set
of topic areas, without subjecting clients to too much paperwork.
The temptation to complete a form can easily result in superficial
“checking” the presence of symptoms without attending to the spe-
cific qualities of client behavior.

A considerate, attentive listening stance. As difficult as it can be,
it is also important to use a considerate, polite, and attentive manner
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in assessing intimate partner violence. Many offenders are innately
sensitive to being “dissed” and to even subtle cues of disrespect or
inattention. Inattentive clinical styles can perpetuate client biases
about indifferent and arbitrary authorities and can lead to unproduc-
tive use of services as well as poor assessment information.

The use of “clarification.” Rather than challenging clients to admit
that they gave conflicting answers, it can be helpful for clinicians
to act confused and to “need clarification” about different answers.
By framing the questions as clinician confusion rather than client
error or deception, clients may feel freer to approximate truthful
responses. By providing “help” to clinicians, clients experience an
illusion of more control of the interview and may feel less threatened
about resolving conflicting responses.

A summary statement to clients. Within each of the major domains
of assessment, it can be helpful to summarize for clients what has
been disclosed in the session. This is a way of clarifying for clients
what is being registered and put on the table for consideration in
treatment. This summarizing approach can set the stage for treat-
ment planning.

RISK ASSESSMENT IN CASES OF INTIMATE PARTNER
VIOLENCE

Risk assessment is a method for learning about clients’ risk for
dangerous or harmful behavior. In assessing risk for intimate partner
violence, the focus can include a wide range of clinical and environ-
mental factors. The central function of the risk assessment is to
collect information that can inform treatment plans and risk manage-
ment plans to reduce the likelihood of future violent acts.

RISK ASSESSMENT VERSUS CLINICAL DIAGNOSIS

Risk assessment makes use of diagnostic information, but it is not
the same thing as a clinical diagnosis. Clinicians often use diagnoses
to explain clients’ behavior, but this practice has many limitations
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in capturing the risk for intimate partner violence, since this behavior
can emerge against the backdrop of many different disorders and
even among persons without any diagnosis. Risk assessment focuses
on specific areas that research has shown to be associated with
intimate partner violence.

Risk assessment can be enhanced by using actuarial methods
rather than individual or subjective clinical judgments. Actuarial or
statistical methods of risk assessment have long been used in the
mental health field to assess risk and clinical changes resulting from
treatment (Harris, Rice, & Quinsey, 1993; Miller & Morris, 1988; Mil-
ner & Campbell, 1995). These approaches are similar to those of
insurance companies that set rates based on relative risk factors.
A smoker, for example, has a greater likelihood of having heart
disease than does a nonsmoker, even though in individual cases, a
nonsmoker might die of a heart attack at age 40 and a smoker might
live to age 85 with no cardiac symptoms. Considered across groups
of people, however, the odds are that smokers are more likely to
have heart disease. In addition, clinicians can use actuarial instru-
ments such as the violence Risk Appraisal Guide (VRAG) (Quinsey,
Harris, Rice & Cormier, 1998) to further assess risk. The VRAG com-
bines elements from other instruments along with structured history
collection to estimate risk of future violence across a wide range of
offender types (Quinsey et al, 1998). In addition to this actuarial
instrument, there are also measures of intimate partner violence
such as the Conflict Tactics Scale (CFS) (Straus & Gelles, 1988) and
other measures of anger and hostility that may further clarify the
clinical picture with offenders. These anger instruments include the
Danger Assessment Instrument (Campbell, 1986) and the Spousal
Risk Assessment (SARA) (Kropp, Hart, Webster, & Eaves, 1999). The
Novaco Anger Inventory, consisting of 25 items, has demonstrated
validity and is clinically easy to administer (Huss, Leak, & Davis,
1993).

The Multidimensional Anger Inventory (Siegel, 1986) has assessed
higher levels of anger among maritally violent than nonviolent males
(Dutton, Saunders, Starzomski, & Bartholomew, 1994). In addition, a
36-item anger management scale that assesses escalating strategies,
negative cognitions, self-awareness, and calming strategies has re-
cently been developed and tested among college students (Stith &
Hamby, 2002).
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SOURCES OF INFORMATION

Clinicians may use any number of data collection tools such as the
ones mentioned above or the Conflict Tactics Scale (Strauss & Gelles,
1990). These instruments allow for the collection of the same infor-
mation on all clients and can be useful for understanding clients’
behavior in more specific terms. In addition to formal assessment
or measures, clinicians need to listen to victims’ statements about
violent behavior. Some authors believe that victims have a unique
ability to predict their partner’s violence, as they know the offender
better than anyone else (Hart, 1994; de Becker, 1997). At least one
study showed that survivor predictions of future violence were
strongly associated with actual violence occurring (Weisz et al.,
2000). Research has found that victims and offenders both under-
report compared to police records, but that victims report more
violence and more injury results of violence than do offenders (Heck-
ert & Gondolf, 2000). As noted in chapter 4, however, a victim suffer-
ing from psychological trauma may be less able to accurately assess
danger (Campbell, 1995), or she may minimize the danger as a way
of coping with the threatening situation in which she finds herself
(Dutton & Dionne, 1991). While there may be limitations in victims’
assessments of their own risk, this perspective should be sought
when making risk assessment decisions related to offender conduct.
Many offender treatment programs use partner victim reports to
corroborate offender statements about their violent conduct and to
monitor ongoing safety concerns (Mederos, 2002).

Most risk assessment will be done as part of clinical interviewing.
In these situations, as stated above, it is important to have at least
a structured agenda of areas to cover in the interview. While it is
not clinically imperative to use the same questions with every client
(as would be the case using instruments), it is critical to cover the
same domains with each client. A modular risk assessment frame-
work may be helpful for clinicians in order to ensure that all major
risk areas are covered with each client.

Monahan and Steadman’s (1994) framework consisting of four-risk
domains offers an easily implemented structure that still supports
clinical flexibility in interviewing. This model for risk assessment,
applied to intimate partner violence, explores dispositional, histori-
cal, clinical, and contextual factors associated with intimate partner
violence. The four domains are as follows:



Clinical Responses to Intimate Partner Violence Offenders 87

“Dispositional” Risk Factors are those reflecting the offender’s pre-
dispositions, traits, and tendencies. As such, they include the more
enduring characteristics or styles of the offender. Hostility and im-
pulsivity are examples of key dispositional risk factors. Hostility as
a temperamental, constitutional trait often finds expression in anger.
Anger, as a precursor to aggression, is a subjective emotional state
that results from the combination of a state of physiological arousal,
cognitions of antagonism, and an inclination to act in an antagonistic
or confrontational way toward another person (Novaco, 1994). Anger
as a state—that is, as a momentary reaction to negative events—is
not necessarily clinically important. Trait hostility, however, results
in continual states of anger that can motivate violence. Research
provides support for the idea that trait hostility, interacting with
alcohol abuse, predicts marital aggression (Heyman et al., 1995).
Although most events associated with anger are typically aversive,
or something most individuals would choose to avoid, some offend-
ers may “engineer their own anger experiences by deliberate expo-
sure to either internal or external stimuli; the arousal of anger may
be satisfying as well as being functional” (Novaco, 1994, p. 33). Per-
sons with trait hostility may derive a reward from anger and be
more easily provoked to anger as well. A second important disposi-
tional factor associated with aggression is impulsivity. Barratt (1994)
describes three subfactors of impulsiveness: (1) motor impul-
siveness, which involves acting without thinking; (2) cognitive impul-
siveness, which involves making quick decisions; and (3)
nonplanning impulsiveness, which involves a lack of concern for
the future.

“Clinical” Risk Factors include the various types and symptoms
of mental illness or disorder. While research shows that having a
major mental illness is associated with a significant increase in the
prevalence of violence, having a substance abuse diagnosis poses
a much greater violence risk—particularly under extreme contexts
when offender coping strategies are no longer effective (Pihl &
Hoaken, 2002). In one study of recent violence, the risk among sub-
stance abusers was more than twice that of persons with mental
disorder and several times higher than that of persons with no
identified disorder at all (Swanson, 1994). In addition, substance
abuse interacts with personality in ways that can increase the risk
of aggression (Flett & Hewett, 2002). Studies have shown that person-
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ality disorders are more prevalent among intimate partner violence
offenders than among nonviolent married men. Importantly, person-
ality disorders are also among the clinical risk factors identified in
Monahan and Steadman’s model. Violent behavior, in fact, is in-
cluded in the criterion of two personality disorders: borderline per-
sonality disorder and antisocial personality disorder (DSM-IV, APA,
1994). In addition, some researchers suggest that “repetitive violence
is more likely to stem from relatively enduring personality traits”
than from situational or unpredictable crises (Litwack & Schlesinger,
1987, p. 211). According to Widiger and Trull, “Many of the persons
who abuse their spouses will meet the DSM III-R criteria for antisocial
or borderline personality disorder, and research on the aggressive
correlates of these personality disorders would support their con-
struct validity. However, personality disorders are not necessarily
predictive of future violence among intimate partner violence offend-
ers. The personality traits that are most important and useful in
understanding spouse abuse are only partially or indirectly repre-
sented in the DSM III-R diagnostic constructs (e.g., impulsivity, hostil-
ity, aggression, and lack of empathy)” (Widiger & Trull, 1994, p. 219).
In addition, while psychopathic personality traits have predictive
value for aggression (Hart, Hare, & Forth, 1994), they must be ex-
plored in the context of substance abuse and overall cognitive func-
tioning (Pihl & Hoaken, 2002).

“Historical” Risk Factors refer to events that have occurred in
the offender’s past that predispose him or her to violent acts in
adulthood. The more extensive the offender history of violence, the
greater the likelihood of continued violence. Likewise, a history of
violence that involves more serious harm and injury predicts future
violence. Also, having witnessed spousal violence during childhood
may be a risk factor for certain males (Rossman, 2001; Cantrell et
al, 1995; Widom, 1989; Rosenbaum & O’Leary, 1981). However, these
factors must be explored judiciously, since many persons witness
violence but never become perpetrators of aggressive behavior.

“Contextual” Risk Factors include factors or characteristics of the
offender’s current environment that are facilitative or conducive
to violence. Gondolf (2002) used this conceptualization to assess
reassault in intimate partner violence offenders by assessing situa-
tional factors that contributed to violence risk. Among the salient
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contextual factors is the status of offenders’ relationships with their
partners. Separation has been identified as one of the more lethal risk
factors. The first few days and weeks after separation are particularly
high risk. In addition, research suggests that easy access to weapons
increases the potential for lethality in violent episodes. Another
contextual factor is victim use of alcohol or drugs. Victim substance
use has been found to be associated with greater likelihood of future
victimization. Furthermore, given research on victim risk factors,
social isolation of victims and their substance use should be carefully
explored in assessing risk.

These risk domains might be best understood as a nested system
of factors with multiple interactions among them. The risk factors
are not simply additive; risk assessment must consider the interac-
tions of factors such as substance abuse with personality, with exec-
utive functioning of the frontal lobes, and intersections of these with
situational factors as well.

In addition to these domains of risk, clinicians should explore the
specific history of abusive behavior in the four broad areas de-
scribed earlier in the book (emotional, physical, sexual, and environ-
mental). This includes asking about specific behaviors like those
included in the Conflict Tactics Scale. Sample items from the Con-
flicts Tactics Scale are illustrated in the text box below.

Sample Items from the Conflict Tactics Scale plus Stalking Items

• I insulted or swore at my partner—to assess emotional abuse
• I twisted my partner’s arm—to assess physical abuse
• I made my partner have sex without a condom—to assess sex-

ual abuse
• I used force (like hitting, holding down, or using a weapon) to

make my partner have oral or anal sex—to assess for greater
physical violence

• I punched or hit my partner with something that could hurt—to
assess physical abuse

• I slapped my partner—to assess physical abuse
• I used threats to make my partner have sex—to assess sexual

abuse and threats



90 Intimate Partner Violence

• I followed or spied on my partner—to assess stalking (environ-
mental abuse)

• I showed up at my partner’s place of work or other places where
I thought she would be—to assess stalking

The risk assessment combines information about specific abusive
behavior with more global dispositional, clinical, historical, and lifetime
and current contextual findings. All factors should be considered with-
out a need to cull out the salient focus. Substance abuse presents a
difficult problem in assessment of intimate partner violence not unlike
the problems it presents in other clinical assessments. There is always
a desire to discover the primary problem and focus exclusively on it.
This tendency becomes problematic when clinicians seek to know which
single problem is primary; substance abuse or intimate partner violence.
Essentially, clinicians formulate case-specific theories to explain offend-
ers’ behavior and may select substance abuse as the primary problem
for treatment as a way of indirectly treating intimate partner violence.
This approach, while intuitively sound, is poorly supported by research
understandings of the contribution of substance use to violence (Perna-
nen, 1991, Roizen 1999). Even when substance abuse is very evident in
a case, it is unlikely to be the cause of the violence; other factors, such
as extreme personality traits or impaired executive functioning of the
frontal lobes, may be more explanatory (Pihl & Hoaken, 2002). The
recommended way to treat co-occurring conditions is to use integrated
approaches that address both problem areas simultaneously (Minkoff
2001a; 2001b).

HOW TO USE RISK ASSESSMENT FINDINGS

Clinicians should use findings from a risk assessment interview to
help direct or redirect treatment plans and other interventions. The
discovery of high levels of risk should suggest an immediate need
for interventions that can reduce risk for both victims and offenders.
Plans to reduce risk can include traditional clinical treatment, but
the more important consideration is for safety planning. Safety plan-
ning for victims has been discussed in earlier chapters; however, it
has important implications for offenders as well as for victims. Safety
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A High Risk Case

Dr. Smith was interviewing a 29 year old man who comes to treat-
ment because he is depressed. He reports a history of heavy co-
caine use two years ago, but only alcohol use currently. His live-
in girlfriend had just told him to leave their apartment. He came
for counseling to set the stage for couples counseling, hoping to
get her back. In the assessment, he alluded to being in “juvenile
court as a kid”. He admitted to being “way too emotional—like, I
get carried away and do stuff I don’t want to do”. He gradually
admits to having been “far too hard on Jill”, and clarifies later by
saying he had once threatened her with a gun to keep her home.
He has an unstable employment record and takes offense often
during the questioning process and says he feels “like I’m on trial
or something”. He has two DUI convictions and left high school
at age 18 while still in the 11th grade. He owns two handguns and
reports liking target practice. His last words on leaving the session
were, “I can’t live without her and I don’t want anyone else to have
her either.”

plans can include steps to help offenders inhibit their usual impulses
or plans to be aggressive. This can include the use of “time-outs”
as a way of deferring action until “cool down” time has been
achieved. Time-outs are methods for recognizing warning signs of
aggression and taking a break from the situation until anger or the
need to control has subsided (Wexler, 2000).

When clinicians have assessed extensive patterns of intimate part-
ner violence in mental health or substance abuse clients, the plan
should include referral to a batterer treatment program to better
target clients’ special needs. In cases in which the violence appears
to be acute—more related to specific stressors—and where it lacks
extensive history, clinicians may choose to add behavior manage-
ment to the existing treatment plans. “Treatment as usual” should
be carefully reexamined, however, since traditional client-centered
and supportive psychotherapy may result in inadvertent support
for offenders’ perspective on their relationship and behavior. While
clinicians are unlikely to overtly endorse clients aggressive behavior,
they may provide support for clients’ reported feelings of being
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victimized—distortions that play a major role in fueling the violent
behavior. Upon learning about clients’ violent conduct, clinicians
should avoid inadvertent support for perpetration patterns.

The risk assessment findings provide clinicians with a general
level of risk in each case. Clinicians should be particularly vigilant
about the cardinal risk signs: trait hostility and anger, heavy sub-
stance use, childhood conduct disorder, high impulsivity and a con-
text of recent relationship dissolution or separation. In the case
above, “Dr. Smith” faces a difficult case, having begun a counseling
session that he thought was focused on depression or a loss of a
relationship. Had he not done a risk assessment, Dr. Smith might
have proceeded to provide support to the client by reflecting his
sadness and anger at losing the relationship. But now, with risk
assessment information in hand, he can step back and focus instead
on the patterns that are associated with violence and can begin a
risk reduction treatment plan. This case presents risks in all four
domains: (1) predisposing (hostility and impulsivity), (2) historical
(childhood antisocial and DUIs), (3) clinical (substance abuse); and
(4) contextual (separation from girlfriend).

In the case following, Ms. Wilson has assessed her client and
found few indicators of risk for violence. The one episode reported
immediately led to guilt and withdrawal from further contact. Other
aspects of her client’s life are relatively stable, and he recognizes
what is realistic and what is not. His risk is moderate—particularly
compared with the man in the earlier scenario. By contrast, his
risk factors are potentially high in only two domains: (1) clinical
(depression and anxiety), and (2) contextual (recent divorce). How-
ever, this client recognizes the meaning of the divorce and seems to
accept it, rather than believing he can influence his ex-wife to return.

A Lower Risk Case

Ms. Wilson interviews a 38-year-old man who has just been di-
vorced. He reports thinking about his ex-wife constantly and feeling
very depressed and anxious. He has had trouble at his job of 8
years because his concentration is poor right now. He admits
that during the divorce process, he slapped his ex-wife once and
immediately felt bad about it. He left home that evening and did
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not contact her for several weeks after that. Currently, he would
like to try to get back with his ex-wife but knows this is impossible.
He has 2 years of college and has only worked for two employers
since getting out of school. He says his father was a violent man
and that he does not want to become like his father. He admits to
drinking beers on the weekend, but never gets drunk. He wants
to be able to get over the loss of the relationship.

CLINICAL INTERVENTIONS WITH INTIMATE PARTNER
VIOLENCE OFFENDERS

INTRODUCTORY CAUTIONS

As has been discussed, treatment of intimate partner violence offend-
ers should be thought of as a clinical specialty that requires training
in identification, assessment, and treatment approaches. As with
other specialty practices, generalists may not only fail to properly
assess and treat these problems, but, in using traditional mental
health approaches, can inadvertently provide rationalizations for
offender behavior. These guidelines are intended to provide basic
guidance both for clinicians in general mental health and substance
abuse practice who are not providing intimate partner violence of-
fender treatment programs. Clinicians who are just getting started
in clinical work with offenders may benefit from these recommenda-
tions. The guidelines include two very different sets of objectives
given the differences in treatment settings and clinical missions.
Unlike victim-related mental health or substance abuse problems,
there is less assurance that individual symptom reducing ap-
proaches will be effective. In fact, the concern is the opposite—that
without a thoughtful approach, traditional mental; health or sub-
stance abuse treatment could complicate intimate partner violence
behaviors by providing “clinical rationales” that offenders can use
to excuse or explain their behavior.

ON-GOING SAFETY PLANNING

As was discussed in chapter 4 with respect to victims, safety planning
for offenders is not a one-time event. In fact, safety planning needs
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to be a continuing focus throughout the duration of treatment. Safety
planning has a different thrust for offenders than for victims. With
victims, safety planning is devoted to reducing the likelihood of
serious injury or other harm by strategizing methods for avoiding
the offender or establishing contingencies for managing crises. With
offenders, safety planning is a method for reducing the likelihood
of committing violent acts and of reducing the harm caused by
aggressive behavioral styles. Safety planning can include teaching
social skills related to impulse inhibition, such as the use of time-
outs, but it should not be confused with treatment of the major
factors that drive violent behavior. Time-outs and related methods
do nothing to solve the causes of violent behavior; they merely
contain it and make the situation safer (Wexler, 2000).

In essence, safety planning is a contingency strategy. Gondolf
(1998) suggests safety planning in the form of working with offenders
to help them identify their own strategies for avoiding abuse. Ac-
cording to Gondolf, “Avoidance strategies are usually based on the
selective control that most batterers exercise: Most batterers hit
their partners only at certain times and in certain places” (Gondolf,
1998, p. 146). As a result, safety planning involves helping offenders
identify the circumstances under which they use violence and how
they can use self-talk to de-escalate or avoid those situations. Safety
planning can include the use of time-outs or leaving a situation when
violence seems imminent. In fact, 53% of men who avoid reassaulting
their partners after treatment used interruption methods like time-
outs (Gondolf, 2000).

SUBSTANCE ABUSE TREATMENT

Research suggests that a substantial percentage of intimate partner
violence offenders have substance abuse problems (Holtzworth-
Munroe, Bates, Smutzler, & Sandin, 1997). Approximately 50% of
males entering treatment for substance abuse or dependence have
committed one or more acts of partner violence in the past year,
and alcoholic males were six times more likely to commit partner
violence than were nonalcoholic males (Chermack, Fuller, & Blow,
2000; O’Farrell & Murphy, 1995).

There is very limited information about how to effectively treat
co-occurring substance use disorders and intimate partner violence
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offender behavior. As stated previously, clients in treatment may
be found to have intimate partner violence offense patterns and,
likewise, clients who have violent behaviors are likely to have sub-
stance abuse problems. However, a recent study suggested that only
a few of the offenders in substance abuse treatment receive referrals
for offending behavior (Schumacher, Fals-Stewart, & Leonard, 2003).
In part, this problem can arise when there are no specific intimate
partner violence treatment programs available. However, following
assessment for both problems, treatment should attend to both
issues with substance use being primary only when there is evidence
of dependency such that even short-term absences from substances
are highly improbable. Automatically referring every substance-
abusing offender to substance abuse treatment before focusing on
their violence is not recommended. As with other co-occurring prob-
lems (Minkoff, 2001a; 2001b), an integrated treatment approach is
indicated. An integrated approach means that either a single clini-
cian—or clinician colleagues who can share case information rou-
tinely—treat both conditions simultaneously (Minkoff, 2001b). In
addition, the generally direct and confrontive approach used in inti-
mate partner violence programs may have to be tempered with
motivational approaches so that the substance abuse issues can be
meaningfully engaged. Current treatment approaches to substance
abuse rely on motivational interviewing (Miller & Rollnick, 2002) and
the Transtheoretical Stages of Change model in order to provide
effective treatment (Prochaska, DiClemente & Norcross, 1992; Pro-
chaska, Norcross & DiClemente, 1994). These motivational ap-
proaches, built on the stages of change model, offer a way to
encourage client buy-in to problems in a gradual manner, and they
have been shown to be effective with offender behavior as well
as substance abuse (Ginsburg, Mann, Rotgers, & Weekes, 2002).
Clinicians who do not think they are competent to address both
substance abuse and intimate partner violence offending behavior
should refer clients with these problems to clinicians who are trained
to treat them.

ANGER MANAGEMENT

Given the characteristics of intimate partner violence offenders as
described in chapter 3, any treatment approach should be selected
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with caution and only after a thorough assessment. While the science
on typologies of intimate partner offenders is very limited in its
clinical usefulness, there are findings that should be carefully at-
tended to. As noted in chapter 3, research has identified the traits
associated with a group of offenders who are most likely to be most
violent and harmful as well as least responsive to treatment. Some
have identified this offender as antisocial, while others have de-
scribed him as psychopathic or a “cobra” (Jacobson & Gottman,
1998) (see earlier section on personality disorders). The importance
of these findings is that there may be major differences in how some
offenders process information, experience emotions, and the ways
their emotions are related to their behavior. For example, the more
aggressive offender who also has lower physiological arousal in
conflict, cannot be seen as an individual who “loses control” of his
emotions and over-reacts. Quite the opposite, this offender is more
deliberate and calculating in his abusive behavior, and clinical ap-
proaches that treat him as a captainless boat in high waves of emo-
tion will be gravely in error. Lower arousal rates and lower heart
rates may suggest lower fear levels and/or cognitive differences that
mean a lesser ability to process and appreciate aversive events
(Raine, 1996).

In fact, clinical assessment may reveal that an offender has these
psychopathic characteristics and low arousability that are incompat-
ible with the idea of losing control during an emotional outburst
(Gottman et al., 1995). The identification of psychopathic traits can
suggest a need for thoughtful treatment planning rather than admin-
istering standard clinical approaches for several reasons. First, psy-
chopathic individuals have limited ability to use previous experience
outcomes to modify their conduct (Newman, 1998; Patterson & New-
man, 1993). Second, they may experience satisfaction rather than
anxiety about conflict situations; so, for these clients, anger may
be a useful tool rather than a problem emotion. Third, traditional
psychotherapeutic support of clients’ feelings may be perceived as
endorsement of clients’ use of anger to achieve objectives. If clini-
cians provide supportive comments for client expressions of anger
or resentment, they may inadvertently support clients’ beliefs that
the anger and violence are justified. In these situations, clinicians’
understanding of anger is very different from clients’ understanding
and the result can be an endorsement of violence rather than an
expression of support for a client in stress.
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Anger management is premised on the idea that a person experi-
ences intense anger as a negative emotion and that the person needs
a mechanism to bring it under control. This clinical approach may
be useful for some emotionally unstable offenders, but there is, to
date, no research to support the effectiveness of this intervention
with intimate partner violence offenders. Given the complexities in
conducting controlled trial research on the effectiveness of anger
management, there is virtually no evidence to suggest the effective-
ness of this approach (Novaco, 1997). In addition, it misses the boat
with psychopathic individuals who do not experience anger as an
unwanted emotion. The use of anger management language may
have the inadvertent effect of teaching offenders how to describe
themselves as “losing control” because it is more socially desirable
and acceptable with this clinical explanation. If anger management
approaches are used, they should only be applied when the assess-
ment has revealed a clear pattern of emotional instability and subjec-
tive experience of anger as a negative emotion or a problem.

REFERRAL TO STRUCTURED BATTERER TREATMENT PROGRAMS

Structured intervention programs for domestic violence offenders
began over two decades ago in response to what was seen by inti-
mate partner violence experts as a lack of appropriate intervention
with this population. Structured group psychoeducational ap-
proaches are specific to the problem of battering and use a standard-
ized content. These structured programs also work closely with the
court systems that refer men into treatment. In fact, the Duluth
program, Domestic Abuse Intervention Project (DAIP) focused on
the legal system as a key component to effective reduction of vio-
lence and programs for offenders (Pence, 2002). The Duluth ap-
proach uses education and video scenarios that are used to generate
discussion by the men about what they have witnessed and how
situations could be handled without violence. In addition, this pro-
gram, and many other structured group approaches, uses client
report logs to track control issues and actions during the week.
Structured programs deal with beliefs that support violence and the
cognitive errors such as negative or demeaning views of women that
contribute to violence.

Group treatment has developed as the most common form of
intervention for intimate partner violence offenders, in part because
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it expands the social networks of offenders in order to support
nonviolence (a step to address contextual factors as discussed ear-
lier), as well as providing offenders the opportunity to learn as
well at teach others (Edleson & Tolman, 1992). Group treatment for
intimate partner violence offending behaviors has enjoyed a clinical
acceptance in much the same way that group approaches have been
selected for substance abusers. Research cannot yet address the
efficacy of any specific structured group treatment, but it does pro-
vide limited support for overall program effectiveness.

The effectiveness of structured offender treatment programs has
been evaluated in several studies. The most rigorous of these studies
includes 840 men, 618 of whom were court-referred and were the
primary focus of the evaluation (Gondolf, 2001a). The study used a
sample of offenders treated by four urban offender treatment pro-
grams that had been established for at least 5 years, had linkage
with victim services, followed state standards of care, had a large
number of clients, and used a cognitive-behavioral treatment ap-
proach. Voluntary program participants were nearly twice as likely
to drop out as court-referred men (61% as compared to 33%), and
they were much more likely to reassault their partners (Gondolf,
2002).

As to the effectiveness of treatment with court-referred domestic
violence offenders, Gondolf reported that established, structured
batterer intervention programs result in reduced rearrests for inti-
mate partner violence. Follow-up interviews were conducted with
offenders and their female partners 15 and 30 months after treat-
ment, with a primary focus on reassault. Follow-up data were avail-
able from 413 women (67%) and 260 (42%) of the offender males
(Gondolf, 2000). Forty-one percent of the men reassaulted their part-
ners within the 30 months after treatment intake, and 21% of the
men reassaulted more than once (Gondolf, 2000).

Other evaluations of offender treatment programs have resulted
in mixed findings with modest program effects (Gondolf, 2001). New
York City and Broward County, Florida, both participated in evalua-
tion studies with numerous methodological problems. In general,
there appear to be limited reductions in reassault 15 and 30 months
after treatment intake; however, the percentages of reassault remain
a reminder of the continuing danger that women experience even
after their partners have been exposed to interventions.
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GENERAL RECOMMENDATIONS

Clinicians who identify intimate partner violence offenders among
their clients have several treatment options. Clinicians should revise
their treatment plans so that “treatment as usual” takes into account
the violent conduct. The treatment of depression, substance abuse,
or other purely “clinical” problems may need modification based on
a risk assessment that shows a pattern of intimate partner violence
perpetration. It would be optimistic to assume that treatment of the
clinical disorder will result in de facto treatment of the violence.
However, clinicians without training in intimate partner violence will
have difficulty approaching this problem in a focused way. Referral
to structured offender programs should be considered as an alterna-
tive or adjunct to traditional treatment. Communities that do not
have an established offender treatment program should explore re-
sources to create one. The prevalence of intimate partner violence
among clinical populations is great enough to suggest that this may
be feasible even in less populous communities.

Avoidance of harm is an important goal for clinicians working with
intimate partner violence offenders. The risk assessment should cue
clinicians about the dangers of using inappropriate approaches like
anger management as a broad-brush technique for all offenders.
Clinicians should be careful to not suggest that traditional treatment
of mental disorder or substance abuse will address intimate partner
violence problems. In fact, some traditional treatment approaches
like those that are designed to enhance self-esteem can actually
result in increased aggression (Rice, 1997). Traditional treatment
offers a better platform for treatment of victims than of offenders.
Treatment plans can, at a minimum, focus on safety planning in
every session. This attention to the safety of victims also has the
ethical result of improved safety and independence of offenders,
since continued assaultive behavior may cost him his freedom.
Treatment aims should be focused on short-term concrete tasks,
with clinicians remaining vigilant about the results of interventions
throughout treatment. While continual focus on outcomes is gener-
ally recommended, the need for constant reevaluation of interven-
tions is essential when intimate partner violence is present. This
review of outcomes can include contact with collaterals and victims.
Treatment should be marked by caution, with constant review of
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progress and clinical consultation with peers or supervisors to keep
a focus on what can realistically be undertaken and what should be
avoided. In this way, clinicians in mental health or substance abuse
settings can practice in a safe manner to help offending clients
maintain their own safety while going to greater lengths to ensure
protection of the offenders’ victims as well.

Chapter 5 reviewed clinical approaches for assessment and treat-
ment of intimate partner violence offenders. The identification
of offenders in clinical caseloads was discussed, and practical
questions for screening and approaches to assessment were of-
fered. Chapter 5 also discussed the factors associated with the
risk for violence among offenders and clinical guidelines for risk
assessment were offered. Readers should be able to answer the
following questions following a review of chapter 5:

• Why is identifying intimate partner violence offenders in the
clinical setting a challenge?

• What factors should be considered in risk assessment with
offenders?

• What is the role of survivor predictions in assessing risk levels?
• What are the key dispositional factors in measuring risk?
• What are the implications of substance abuse with respect to

risk assessment?
• Which risk factors in the Monahan-Steadman model are the most

likely to change rapidly?



Chapter 6

The Duties of Mental Health
Professionals in Cases of Intimate

Partner Violence

Chapter 6 focuses on the roles of mental health professionals that
are unique to clinical intervention in cases of violence against
women. These practice parameters are built on two predicates:
that intimate partner violence is a crime, and that working with
victims or offenders brings with it exposure to risk and dangerous-
ness. The chapter sets forth “duties of care,” including clinical
preparation to achieve basic competency and to enable the clini-
cian to identify and respond to violence disclosed by clients on
their caseloads. A “duty to protect” involves safety planning for
victims and an understanding of the appropriate use of hospitaliza-
tion in cases of intimate partner violence. The “duty to warn and
protect” is discussed in the context of the Tarasoff decision of
1976, and a “duty to report” relates to the legal actions required
upon the disclosure of child or adult abuse by a client. Sections
within chapter 6 include the following:

• Principles of intervention in cases of intimate partner violence
• Duty of care
• Duty to protect
• Duty to warn and protect
• Duty to report

101
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PRINCIPLES OF INTERVENTION IN CASES OF INTIMATE
PARTNER VIOLENCE

The roles of clinicians addressing violence against women bring with
them certain duties to the client; to the victim if the client is the
offender; and to the public at large. These duties may be classified
in four major groups: (1) a duty of care, (2) a duty to protect, (3) a
duty to warn, and (4) a duty to report. The four areas of responsibility
are convergent in many ways but are separated here to highlight
burdens of professional responsibility in specific domains.

In the same way that clinicians generally operate with a theoretical
basis, interventions in cases of violence against women also benefit
from grounding in specific principles. An established set of principles
is particularly useful in intimate partner violence because these
cases are often clinically complex and at times require quick deci-
sions in response to dangerous circumstances. Other authors have
also recommended adoption of principles of care or a philosophy of
treatment in intimate partner violence cases (Dutton, 1992b; Wilson,
1989). It is recommended that clinicians adhere to principles that
form a foundation upon which duties can be discharged and clinical
decisions constructed. These include the following seven principles:

• The first principle of care for intervention in cases of intimate
partner violence cases is patterned after the Hippocratic oath,
admonishing physicians to “First, do no harm.” It should never
be lost on a clinician that inappropriate or careless approaches
to treatment with victims or offenders can result in injury or
loss of life to any of the parties involved. Doing “no harm”
means generic clinicians should attain, through training and
other preparation, a basic level of competence to identify vio-
lence victimization in the lives of their clients, to conduct pre-
liminary risk assessments, and to refer clients to clinicians with
appropriate expertise. For clinicians with a specialization in
this type of clinical practice, doing no harm means ensuring that
all treatment programs are consistent with generally accepted
standards of practice for intervention with victims or offenders.

• Most forms of intimate partner violence (e.g., physical assault,
rape, stalking, harassment) meet states’ statutory definitions
for criminal behavior. This fact emphasizes the principle that
intimate partner violence is unacceptable, that the infliction of
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violence is the responsibility of the individual who chooses to
perpetrate it, and that offenders should be held accountable
for violent behavior.

• Women who are living in or who have separated from an abusive
relationship often blame themselves and assume responsibility
for their own victimization. The clinical remedy for this phenom-
ena is that intervention with victims should be predicated on
the principle that victims do not control and cannot be held
responsible for victimization perpetrated by another person.

• Effective and appropriate interevention with women suffering
from the effects of violence is not a model of pathologizing their
reactions but, rather, one of empowerment. It is much more
clinically useful to see reactions to life-threatening trauma as
understandable in their context rather than as symptoms of
a woman’s pathology or disorder. This principle, in practice,
ensures a more accepting and non–victim-blaming environment
for treatment.

• The primary goal of treatment services for intimate partner
violence offenders is the cessation of the violence that will
provide for the safety of victims and their children. This goal
takes priority over family reunification or the resolution of rela-
tionship issues and should be the foundation on which all treat-
ment decisions with offenders are made. Clinicians working
with offenders may wish to establish additional goals for treat-
ment after priorization of nonviolence (e.g., improvement in
employment status, resumption of child support payments,
etc.), but should never lose sight of the first goal.

• The safety of clinicians who provide intimate partner violence
services should be taken into consideration throughout and
following the assessment and treatment process. Safety most
directly relates to physical security but should also include
avoidance of vicarious traumatization and other effects ad-
dressed in chapter 8. Steps to ensure clinician safety may in-
clude adoption of a protocol at an outpatient mental health
office that offender services are not provided after hours when
security in the building is unavailable; it may include not leaving
a clinician alone in the office when victims or offenders will be
seen; and it may include taking extra care to keep information
private regarding where clinicians live.

• Services to victims and offenders of intimate partner violence
lose an element of effectiveness when provided in isolation.
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Thus, a community response (involving advocates and other
criminal justice and court professionals) rather than an individ-
ual agency or clinician response is an important principle of
care in intimate partner violence cases. In practice, this means
clinicians are encouraged to participate in multidisciplinary
teams and, with appropriate client releases of information, to
discuss cases with other involved criminal justice or protective
services agencies.

THE DUTY OF CARE

The incidence figures described in chapter 1 make clear that victim-
ization is common among clinical populations, and, as a result, en-
countering current or historic abuse will not be a rare occurrence
for any practitioner. As a result, all mental health professionals,
regardless of the specific focus of their clinical practice, should
prepare themselves to practice at least at a level of basic competence
to identify and respond to intimate partner violence when it appears
in the lives of clients on their caseloads. At a minimum, clinicians
should be prepared to identify victimization through abuse-specific
screening; to engage in competent risk assessment; and to refer
clients appropriately if treating intimate partner violence is not their
specialty practice. If referral to a clinician with a clinical specialty
in intimate partner violence is not possible, the clinicians should
access consultation and close clinical supervision throughout the
course of treatment with the client.

Discharging the “duty of care” will require clinicians to engage in
activities at two levels. First, clinicians should prepare themselves,
through professional development activities (e.g., reading, educa-
tion, and training), to be familiar with appropriate interventions in
intimate partner violence cases in advance of ever seeing a client.
Second, in addition to clinical preparation, the “duty of care” must
be discharged effectively during the course of treatment intervention
through application of learned principles and ongoing clinical con-
sultation. Effective discharge of the “duty of care” will aid clinicians
in ensuring safety for their clients and in avoiding any conflicts
with the ethical codes of conduct. For example, enhancing practice
competence through preparation will help ensure that a clinician
does not practice outside the boundaries of their clinical compe-



Duties of Mental Health Professionals 105

tence and will reduce the likelihood that a clinician would ever inflict
avoidable harm on a client.

DUTY TO PROTECT

SAFETY PLANNING WITH VICTIMS OF INTIMATE PARTNER VIOLENCE

As was discussed in chapter 4, there are three important aspects
to safety planning and intervention with victims of intimate partner
violence. The first involves steps to increase the victim’s personal
safety and that of the victim’s children. The second relates to ef-
fecting psychological stabilization. The third focuses on methods
for staying safe after the victim has separated from a relationship.
Fulfilling a “duty to protect” by a mental health professional involves
fully engaging in all three aspects of safety planning with a victim
throughout the course of treatment. For clinicians working with
clients who disclose the perpetration of acts of violence, the “duty
to protect” would extend to steps to manage the offender’s danger-
ousness through continuous risk assessment and steps to mitigate
identified risk areas (e.g., substance use, anxiety management, etc.).

THE USE AND MISUSE OF PSYCHIATRIC HOSPITALIZATION

There is some evidence that battered women have been involuntarily
committed to psychiatric hospitals despite their protestations or
claims that their partners were abusing them (Gondolf, 1990; War-
shaw, 1993). Clinicians need to be alert to circumstances whereby
petitions for involuntary hospitalization might be used as a method
of psychological control or harassment by one partner against an-
other. A contextual approach would require a clinician conducting
an evaluation for civil commitment to consider whether the behav-
iors of a woman are understandable and temporary reactions to
violence or terror, or whether they are indicative of an underlying
mental condition that requires involuntary hospitalization.

The misuse of involuntary civil commitment must also be consid-
ered with respect to intimate partner violence offenders. Criteria
for involuntary hospitalization call for a mental illness (a treatable
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condition that has a known or knowable diagnosis and an identifiable
form of care), and evidence of dangerousness. The paucity of re-
search showing major mental illnesses among this population means
that it will be a relatively rare instance in which an intimate partner
violence offender will meet that criterion. While these offenders
do pose differing levels of danger, this alone is not sufficient to
recommend involuntary commitment. Clinicians will err if they be-
lieve that involuntary civil commitment or hospitalization of an of-
fender will afford victims an effective measure of safety. While many
units of psychiatric hospitals are locked, they are not typically suffi-
ciently secure to prevent an offender’s intended escape. In addition,
involuntary commitments are typically short-lived, and an offender
may be discharged quickly without the victim’s knowledge. The
“duty to protect” admonishes clinicians to be careful in meeting
established criteria for involuntary hospitalization and to ensure
that the process is not inappropriately applied in intimate partner
violence cases.

DUTY TO WARN AND PROTECT

THE TARASOFF CASE

In 1969, a graduate student at the University of California at Berkeley
informed his clinician that he planned to kill an unnamed but readily
identifiable woman. The client conveyed to the psychologist his
distress over the young woman’s disinterest in him and stated that
he planned to kill her upon her return from spring break. The client
was temporarily hospitalized for observation, but upon his release,
he went to the woman’s home and, finding her alone, stabbed her
to death. The young woman’s name was Tatiana Tarasoff.

The landmark case of Tarasoff v. Regents of the University of
California (1974, 1976) resulted from a civil lawsuit initiated by Tatia-
na’s family against the University, the clinician, and the campus
police. The Tarasoff case actually consists of two separate court
decisions occurring two years apart. In 1974, the court held that
clinicians have a “duty to warn” intended victims of threats made
by patients. In a 1976 decision, the court altered the standard to
broaden the responsibility of a clinician to use reasonable care to
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protect the intended victim against such danger. The expectation
of clinicians arising out of the Tarasoff cases is twofold. First, they
must exercise a reasonable degree of skill, knowledge, and care
ordinarily possessed and exercised by members of their profession.
Second, “Having exercised such a reasonable degree of skill, thera-
pists who find that a patient poses a serious danger of violence
to others bear a duty to exercise reasonable care to protect the
foreseeable victim of such danger” (Tarasoff, 1976, pp. 438–439).

Clinicians who treat intimate partner violence offenders must be
constantly alert to overt and subtler threats made by their clients,
as the intended victim is, by definition, readily identifiable. Intimate
partner violence offenders very often pose a threat to their partners,
and their threats, specifically, are associated with harm. As noted
in chapter 2, research has shown that an offender’s threats to kill are
associated with a woman’s chance of physical injury from intimate
partner violence (Campbell, 1986). Similarly, studies have found that
a threat of violence and physical harm by the offender was the
best predictor of physical violence as part of a pattern of stalking
(Brewster, 2000).

DUTY TO REPORT

DUTY TO REPORT CHILD ABUSE

Mental health professionals in all states are mandated by state law
to report known or suspected abuse of a child. When intervening
in cases of intimate partner violence, clinicians must be acutely
aware of the protection needs of children in the home, for, as indi-
cated earlier, intimate partner violence and child abuse are corre-
lated in 30%–70% of cases (Suh & Abel, 1990; Bowker, Arbitell, &
McFerron, 1988).

If a clinician knows or suspects that a child in the home of his or
her adult client is being physically or sexually abused, the duty to
report is straightforward and should evoke little controversy or
question. The obligation to a child who is not directly abused but
who lives in the home of an adult client who is a victim of intimate
partner violence is more complicated. At that point, the question is
whether witnessing intimate partner violence rises to the level of
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child maltreatment. Clinicians who have a question regarding a
child’s physical or emotional status when no abuse has been directed
at the child should take steps to have the child seen by a mental
health professional with expertise in treating traumatized children.
Such intervention should be undertaken with the involvement of the
adult victim and should attend to her fears of losing her children
should a child protection agency become involved in her case. At
any point when a clinician suspects that the child is suffering abuse,
whether from witnessing or experiencing violence, further evalua-
tion is not the appropriate step; rather, a report to the child protec-
tion agency is called for. (See chapter 2 for a fuller discussion of
the impact of intimate partner violence on child witnesses.)

Clinicians working with adult victims of intimate partner violence
should also be alert to instances in which an offender uses abuse
allegations against the victim as a means to harass her or to further
his interests in a custody battle. If the clinician is the custody evalua-
tor for the court, questions regarding the presence of intimate part-
ner violence are called for, and the positive presence of intimate
partner violence should impact the specific recommendations made
to a court (see chapter 8 for further discussion on custody issues in
cases of intimate partner violence). Evidence exists that a clinician’s
knowledge of intimate partner violence does not result in changes
to the recommendations presented to the court, an omission that
negatively impacts the welfare and protection needs of a child (Lo-
gan, Walker, Jordan, & Horvath, 2002).

DUTY TO REPORT INTIMATE PARTNER VIOLENCE

While all states have instituted mandatory reporting laws in order
to protect children and vulnerable adults, a few states have also
applied this statutory mandate to spouse abuse or intimate partner
violence cases (Hyman et al., 1995). While the intent of this legislative
policy has been to promote the protection of battered women, sup-
port for such laws and their effectiveness has been mixed. One study
found that 80% of the victims of intimate partner violence believed
that health professionals should have to report cases of spouse or
partner abuse or violence, and just over half of the victims indicated
they would have gone to a doctor or other health care provider
about the violence if they knew that a professional would have had
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to report the abuse (Coulter & Chez, 1997). On the negative side,
however, approximately 40% of the women indicated they would
not seek assistance if they had prior knowledge that the professional
would report the violence following their disclosure. In addition,
40% of the victims in the study worried that reportage would make
their partner angrier, and a third believed that their partner would
mistreat them more if a report were made. Similarly, in a study of
over 1,200 abused women receiving treatment in an emergency room
setting, 55.7% supported and 44.3% opposed mandatory reporting
(Rodriguez et al., 2001). In general, the women supported the adop-
tion of these mandatory interventions; however fewer seemed to
perceive a benefit from the interventions, and some believed they
would be less likely to report future violence as a result of these in-
terventions.

There are important contradictions in the views of the battered
women in these reported studies: while many supported mandatory
reporting in general application to all women, when asked how it
would impact them personally, the level of support appeared to
diminish, and some indicated they would be less likely to reach out
for assistance. The ambivalence of battered women to reportage
and real concerns regarding dangers when reports are made need
to be taken into consideration as clinicians comply with mandatory
reporting laws on behalf of their clients.

REPORTING AND COMPLIANCE WITH FEDERAL LAW RELATED

TO SUBSTANCE-ABUSE TREATMENT

Current federal regulations provide for strict confidentiality of the
records of clients receiving services through alcohol and drug abuse
treatment programs. Specifically, the Regulations on Confidentiality
of Alcohol and Drug Abuse Patient Records (42 CFR, Part 2) provide
that disclosure of any information that would identify a client as
an alcohol or drug abuser is restricted. Historically, confusion has
existed, as this federal regulation has appeared to conflict with state
laws that mandate the reportage of known or suspected abuse or
neglect. Recent changes to the federal confidentiality requirements
have clarified the priority of child abuse reporting. Current regula-
tions eliminate any restriction on compliance with state laws and
allow the reporting of suspected child abuse or neglect (Federal
Register, Vol. 52, No. 110).
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Federal regulations do not specifically address the remaining con-
flict with state laws that mandate reports of adult abuse or neglect.
As a result, clinicians in substance abuse treatment programs will
need to work with the alcohol or drug abuser who is concurrently
an alleged victim or perpetrator of abuse or neglect to self-report
and to encourage him to request voluntary protective services.

Chapter 6 set out principles of intervention in cases of intimate
partner violence designed to guide clinical work in this area. The
chapter also described four duties for mental health professionals
in intimate partner violence cases, including: (1) a duty of care,
(2) a duty to protect, (3) a duty to warn, and (4) a duty to report
(child abuse or intimate partner violence). Readers should be able
to answer the following questions following a review of chapter 6:

• What is the primary goal of treatment for intimate partner vio-
lence offenders?

• What three steps does the “duty of care” require clinicians to
be competent to perform?

• What are the two parallel duties for clinicians as set forth in the
1974 and 1976 Tarasoff decisions?

• How are these duties discharged?
• Why is the duty to report child abuse relevant in intimate partner

violence cases?
• Under what circumstances does a clinician have a duty to report

intimate partner violence?



Chapter 7

The Uniqueness of Mental Health
Practice in the Intimate Partner

Violence Domain

Chapter 7 describes how the intersection between the mental
health and justice systems brings with it unique roles and responsi-
bilities for mental health professionals, who must be attuned to
the safety of clients, and cognizant of how standards of conduct
typically applied to clinical practice may change in this area of
work. An expanded view of who the client is and the need to work
in teams rather than individual clinical practice are examples of
how clinical practice can change. Chapter 7 also describes com-
mon pitfalls encountered by clinicians in these cases, particularly
as they relate to assessment, confidentiality and the management
of client records, roles in court, boundary issues, and the misappli-
cation of common clinical modalities. Finally, the chapter explores
the phenomenon of “secondary traumatization”—the negative im-
pact that clinical work in the intimate partner violence domain
can have on a clinician. The sections within chapter 7 include:

• The integration of mental health practice in the criminal jus-
tice system

• Common pitfalls encountered by clinicians in cases of violence
against women

• The impact of helping: secondary traumatization
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THE INTEGRATION OF MENTAL HEALTH PRACTICE
IN THE CRIMINAL JUSTICE SYSTEM

By definition, intimate partner violence is criminal conduct that
results in harm to a targeted person. As a result, clinicians who treat
victims or offenders or who specialize in the psychological impact
of trauma may find their practice intersecting with the criminal or
civil justice systems. The point of intersection between the mental
health and justice systems brings with it unique roles for clinicians.
They must be attuned to the safety of clients and understand how
standards of practice typically applied in routine clinical practice
may change in application to these cases.

For example, clinicians who assess and treat offenders must take
a broader view of who their client is than do typical clinicians. In
addition to providing services to offenders, treating clinicians are
often required to submit evaluative or progress reports to a court,
a practice that in many states alters the application of laws related
to confidentiality or privileged communication. Specifically, when
an offender has been informed that the assessment or evaluation is
for the court (i.e., when it is court ordered or court mandated),
confidentiality laws related to the offender’s disclosures in that lim-
ited setting are no longer applicable. Under this circumstance, the
court has not become the client (in the strictest sense), but the
obligation the clinician has of preparing reports for a judge who has
mandated a client into treatment changes the nature of a therapy
relationship with the offender-client. In addition, clinicians treating
offenders are encouraged to define “client” in broad terms by main-
taining a vigilant awareness of the degree to which the offender
poses a risk of harm to the victim. Again, the victim is not a client
in the strictest sense if the clinician is working with the offender,
but the clinician incurs a legal and moral responsibility to attend to
her safety when treating an offender. The duty to warn or take steps
to protect intended victims from harm (discussed in chapter 6) is
consistent with this broader view.

In addition to expanding the definition of “client,” practice in the
intimate partner violence domain also means clinicians may need
to expand the number of professionals with whom they have contact
on any given case. Over the past decade, professionals working
in the intimate partner violence field have moved to a model of
multidisciplinary team approaches, replacing single agency or clini-
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cian interventions. This model has afforded communities the oppor-
tunity to develop effective criminal justice responses to the
investigation, prosecution, and treatment of intimate partner
violence.

In addition to providing direct mental health services to a victim
or offender, as a result, clinicians may also be asked to participate in
multidisciplinary teams related to the management of interpersonal
violence cases. Multidisciplinary teams, sometimes termed “coordi-
nating councils,” operate differently across the country. They may
address policy and program development and the organization of
protection and court services in a local community, and they may
also engage in case-management functions. To the extent that a
clinician participates in the latter, it is important to seek appropriate
releases of information from clients before discussing any case
within the context of a team setting. Clinicians who treat offenders
may be excluded from case management teams, as these groups are
often centered around the investigation and prosecution of a case
and therefore would pose a conflict of interest to a clinician treating
the offending client about whom the team was meeting.

Mental health professionals can offer unique expertise to the effec-
tive operation of multidisciplinary teams. These contributions may
include the following:

• assisting a prosecutor’s office in preparing a victim or the vic-
tim’s children for participation in court proceedings,

• providing consultation to criminal justice professionals investi-
gating or prosecuting intimate partner violence, (e.g., assessing
the risk posed by offenders or interpreting the behaviors of
victims within the context of trauma response), and

• participating with team members in needs assessments and
the development of adequate offender treatment and victim
support services within the community.

COMMON PITFALLS ENCOUNTERED BY CLINICIANS
IN INTIMATE PARTNER VIOLENCE CASES

In addition to altering clinical practice, working with victims or
offenders of intimate partner violence exposes clinicians to certain
pitfalls, several of which are described here.
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Common Pitfalls Faced by Mental Health Professionals

• Practice outside the boundaries of competence
• Failure to assess intimate partner violence
• Over- and underreactions to client disclosures of victimization
• Loss of client privacy by introducing clinical records in court

cases
• Blurred boundaries for clinicians in the courtroom
• Overreach by clinicians testifying in court
• Overreliance on syndromal labels
• Cautions about individual psychotherapy with intimate partner

violence offenders
• Cautions about marital or couples therapy
• Cautions about alcohol- and drug-abuse counseling
• Cautions about pastoral or Christian counseling

PRACTICE OUTSIDE THE BOUNDARIES OF COMPETENCE

Traditional clinical training programs have not typically included
intimate partner violence in a significant way within graduate curric-
ula. As a result, substantial numbers of clinicians enter into practice
without sufficient preparation to intervene appropriately with inti-
mate partner violence victims or offenders. Lack of graduate prepara-
tion leaves a clinician vulnerable to pitfalls resulting from practicing
outside the boundaries of competence. The admonishment to psy-
chologists found in the ethical standards of the profession is good
advice to all mental health professionals: “In delivering services to
clients or patients, psychologists must always be mindful that a
primary obligation is to function competently. When providing ser-
vices outside of one’s area of competence, the risk of harm increases
significantly” (Canter, Bennett, Jones, & Nagy, 1994, p. 34). The ethi-
cal standards go on to advise that simply having an “interest” in a
particular area of clinical work does not necessarily qualify one to
deliver services effectively or safely.

As discussed in chapter 6, it is recommended that clinicians iden-
tify victimization through abuse-specific screening; engage in compe-
tent risk assessment; and refer clients appropriately if treating
intimate partner violence is not a primary area of expertise. If a
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clinician wishes to develop a specialty practice with victims or of-
fenders, reading journal articles that provide findings from research
studies or reviews of areas of the literature on intimate partner
violence, attending didactic training programs on the roles and re-
sponsibilities of mental health professionals in these cases, and
receiving clinical supervision from a professional skilled in this spe-
cialty area are recommended. Clinicians wishing to build this spe-
cialty practice are also encouraged to visit local domestic violence
shelters to become familiar with the services of the programs and
the important perspective that victim advocates can offer to work in
the intimate partner violence domain. In addition, to ensure effective
practice, specialty clinicians should be knowledgeable about appli-
cable laws in these cases (e.g., civil protective orders, mandatory
reporting laws).

FAILURE TO ASSESS INTIMATE PARTNER VIOLENCE

As discussed in chapter 6, the presence of victimization history
among a substantial number of women who seek mental health care
is well documented. It does not follow, however, that clinicians
routinely screen for abuse, nor that they detect abuse when working
with clients (Jordan & Walker, 1994; Saunders et al., 1989). If a
clinician is unaware of a client’s exposure to violence, accurate
lethality assessment will not be possible. In addition, if existing
abuse is undetected, the clinician will also be unable to address a
substantial factor effecting the client’s mental health. Finally, unde-
tected intimate partner violence leaves the clinician in the position
of structuring a treatment intervention that could actually increase
risk of harm to the client. A reasonable standard of care to avoid
these pitfalls is to assess intimate partner violence among all fe-
male clients.

From the legal point of view, the failure of a clinician to inquire,
and to document the inquiry, about intimate partner violence can be
cause for a finding of negligence just as it might be with unassessed
suicidality. While not every clinician is expected to be a specialist
in the treatment of intimate partner violence, concerns regarding
client risk and clinician liability mean that the clinician should be
able to assess the likelihood of this problem so that an appropriate
referral can be made.
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OVER AND UNDER-REACTIONS TO CLIENT DISCLOSURES

OF VICTIMIZATION

Both novice and experienced clinicians will be exposed to clients’
disclosures of graphic and severe victimization experiences. The
challenge for clinicians in this circumstance is to respond in a bal-
anced way that encourages the client to continue to disclose informa-
tion at whatever level is needed. As a caring human being, it would
be easy for a clinician to overreact with horror to a client’s disclosure
of her victimization. To do so, however, could communicate to the
client that the clinician is threatened by such information and must
be shielded from further disclosure. An overly emotional response
could also elevate the client’s existing level of fear regarding her
circumstances; or it could leave her feeling more isolated and cause
her to feel ashamed to reach out for assistance. At the other extreme,
a completely unempathetic or matter-of-fact response to a client’s
disclosure could convey lack of caring and reinforce the tendency
to minimize or deny victimization experience that is common to
many victims. The challenge for the clinician is to strike a balance
by communicating concern, care, and openness to further the explo-
ration of the client’s experience. The clinician should not suppress
or deny honest human reactions to disclosures of human violence
and cruelty. In fact, as will be discussed later, clinicians are encour-
aged to be aware of their own experience to hearing trauma stories
from clients, including anger, fear, disgust, detachment, or other
reactions, but should do so through discussion with supportive
colleagues or supervisors outside the clinical setting. A similar bal-
ance must be achieved for clinicians learning of violence perpetra-
tion from a client. In this case, clinicians need to encourage
disclosure from an offending client while remaining clear that vio-
lence is not appropriate behavior.

A second common pitfall for clinicians upon learning of current
abuse from a client is to advise the client how she or he should
behave. It is understandable that a therapist might want to urge a
client to leave an abusive relationship immediately, divorce the vio-
lent partner, or to file criminal charges, but clinicians must be alert
that doing so may encourage unsafe choices by a client. Feeling
pressured by the clinician’s advice, a client may act to seek an arrest
warrant, for example, and may take that step before she has had
adequate opportunity to take steps to be safe from offender retalia-
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tion (e.g., prepare a safety plan, move to a shelter, seek a protective
order). Clinicians should also be sensitive to the fact that making
choices for a client who has been victimized by an intimate partner
is a form of taking control that reinforces one of the aspects of the
abusive relationship. At the point of disclosure, the clinician should
discuss all available sources of protection with a victim and ensure
that she understands all that is available to her and can access what
she wishes. The clinician should not convey that a particular solution
is the only one appropriate for her.

LOSS OF CLIENT PRIVACY BY INTRODUCING CLIENT INFORMATION

IN COURT CASES

Clinicians can also encounter pitfalls if they are not fully sensitive
to the confidentiality of victim statements and the impact of mental
health records being introduced in a court proceeding. Offenders
may attempt, in both civil and criminal proceedings, to access privi-
leged information found in mental health records of a victim (Mur-
phy, 1998), and some have suggested that clients with victimization
histories are among the most likely to have their records subpoenaed
for legal proceedings (Hamby, 2004). Standardized releases of infor-
mation may not adequately prepare a victim for the effect of having
private information (including the mental health effects of her victim-
ization or prior abuse history) revealed in court. At a very basic
level, the release of a record in court may provide the defense with
information such as a new residence or address for a victim, the
very detail she most needs to conceal from the offender to ensure
her safety. In addition, a defense attorney may seek evidence that
a victim has suffered prior abuse as a means of discounting the
victim’s current claim of violence. In a domestic action, opposing
counsel may seek evidence of substance abuse or depression in a
victim to prove unfitness as a parent. Of course, clinicians should
attempt to protect the confidentiality of a client’s records, but if
records have been subpoenaed or will be introduced in the court
proceeding, the clinician must ensure that the victim is fully pre-
pared for the ramifications associated with the loss of her privacy.

In order to fully inform clients regarding the circumstances under
which their records could be turned over to a court, and to ensure
ethical and legal clinical practice, clinicians should become informed
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of differences between subpoenas and court orders related to the
release of records and guide their actions accordingly. For example,
a subpoena is an order of the court for a witness to appear at a
particular time and place to testify. (If the subpoena also requires
the production of records that are in the control of the witness, it
is called a “subpoena duces tecum”). A subpoena is the method
used by parties in a case to obtain testimony from a witness at both
depositions (where testimony under oath is taken outside of court)
and at trial. Subpoenas are usually issued automatically by the court
clerk upon the request of one of the parties, and they are issued
prior to a hearing at which the opposing side has the opportunity
to raise objections to the judge about the records being produced.
If it is the view of the clinician that testimony or the production of
records is not in the best interest of the client, a “motion to quash”
the subpoena may be filed with the court. Upon hearing the evidence
at a hearing, the court will then determine whether the testimony
or records are relevant and therefore should be turned over; or
whether there is not sufficient relevance or the privacy interests of
the client outweigh the benefit of the materials being introduced in
court. Clinicians may also request that only a particular portion of
a record be turned over to the opposing counsel, and may ask that
the judge conduct an in camera (out of the courtroom) review before
rendering an opinion regarding the relevance of the records to the
court proceeding. Specific court procedures related to records and
other evidence are set out in laws and court rules specific to the
state or jurisdiction in which the clinician practices and should be
referenced as a guide to ethical and legal practice.

BLURRED BOUNDARIES FOR CLINICIANS IN THE COURTROOM

A second potential court-related pitfall for clinicians is the blurring
of boundaries regarding their clinical relationship with an individual
client and their testimony as an expert on intimate partner violence
or trauma. Clinicians should be absolutely clear with clients, and
with the attorney who seeks their testimony, regarding that role
they are playing. If a clinician is subpoenaed to testify in court, it
is important to distinguish the role of expert from treating clinician.
A clinician who is treating a victim or offender should not, in most
instances, be the clinician providing expert witness testimony on
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intimate partner violence, posttrauma response, or other matters.
There is a potential conflict inherent in these roles, as the treating
clinician may not be objective. In addition, testimony as an expert
may result in comments made that are not in the best interest
of the client or, at a minimum, that compromise the therapeutic
relationship. Clinicians should be guided by the ethical standards
of practice for their professions to protect both their own practice
and the well being of a client. For example, the ethical standards for
psychologists proscribe conflicting roles: “In most circumstances,
psychologists avoid performing multiple and potentially conflicting
roles in forensic matters” (Canter, Bennett, Jones, & Nagy, 1994,
p. 150).

OVERREACH BY CLINICIANS TESTIFYING IN COURT

Clinicians who testify in court are often encouraged to provide testi-
mony beyond their level of expertise. This may include being asked
by a prosecutor or defense attorney to testify about the topic of
intimate partner violence when that is not the clinician’s specialty
area of practice or when the clinician does not have a working
command of the research literature in this area. While the clinician
may be expert in trauma or forensic psychology, if they do not have
a detailed working knowledge of intimate partner violence, they are
advised to decline to serve as an expert or to clearly communicate
the boundaries of their expertise to the defense counsel or prosecu-
tor. As will be discussed in the following section on syndromal
labels, even evaluating clinicians who are expert in intimate partner
violence may also be at risk for such overreach if they testify that
violence did not occur because they do not see specific evidence
in the demeanor or mental status of the victim. As detailed in chapter
4, victims’ reactions to physical, sexual, and psychological mal-
treatment vary based on numerous internal and external factors,
and clinicians are cautioned regarding offering their expert opinion
until they are fully informed regarding those influences. It would
also be an overreach to testify that a client’s current mental health
problems relate to their prior victimization history instead of to a
current rape, for example. This is something that may be asked of
a clinician by defense counsel.

Finally, clinicians should also be cautious about testifying as an
expert if they have only interviewed one of the parties to a case. This



120 Intimate Partner Violence

is a common pitfall in custody evaluations where intimate partner
violence has occurred between the parents. There is evidence that
custody evaluators are not equally skilled in evaluating for the pres-
ence of intimate partner violence and do not always ensure that
the detection of abuse informs their recommendations to the court
(Logan, Walker, Jordan, & Horvath, 2002). Effective expert testimony
regarding the custody of a child requires evaluation of all parties
and a specific determination regarding the impact of witnessing
violence on the child for whom custody or visitation is being sought
(see chapter 7).

RELIANCE ON SYNDROMAL LABELS

The psychological effects of violence against women have been de-
scribed through development of two specific syndromes. Develop-
ment of the Battered Woman Syndrome (BWS) provided a construct
for beginning to understand the psychological effects of intimate
partner violence (Walker, 1984, 1991). BWS was developed out of
interviews with 435 women suffering from intimate partner victimiza-
tion and was in part intended to redirect focus from the internal
personality features of battered women to the external factor of
violence that elicits psychological responses. This contextualization
of a woman’s emotional, cognitive and behavior reactions was
viewed as less stigmatizing and victim-blaming and helped create
an understanding that victimization experiences were the cause, not
the result, of mental health problems for a woman (Koss et al., 1994).
In the early 1970s, Burgess and Holstrom (1974) organized what they
viewed to be common reactions of rape victims in a two-phase model
consisting of an “acute” stage immediately following the rape, and
a second, “reorganizational” phase evidenced in variable symptoms
occurring in the months following. This second syndrome, named
the rape trauma syndrome (RTS) originated from a study of 146
rape victims and was initially developed to assist therapists and
advocates to structure their intervention with a victim following
the rape. Its development was groundbreaking in characterizing a
woman’s reactions to rape and in providing a catalyst for future
controlled empirical studies with rape victims (Frazier & Borgida,
1985; Boeschen, Sales, & Koss, 1998).

While development of the two syndromes has had extremely posi-
tive effect, use of either one in the courtroom without a clear under-
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standing of their empirical limitations is a potential pitfall for a
clinician. On the positive side, as was stated, RTS served as a spring-
board for more controlled studies on rape and its psychological
impact. In addition, empirical studies in the 1980s and 1990s con-
firmed many of the victim responses characterized in RTS, including
depression, anxiety, fear, and interpersonal problems (Ellis, 1983;
Resick, 1993). Nonetheless, the existence of the model itself has not
been replicated in studies, and many courts have excluded testimony
regarding the syndrome on the grounds that it was prejudicial to
the defense of the alleged offender and could be interpreted as an
expert opinion as to whether the woman was or was not raped (Koss
et al., 1994).

Empirical studies have generally supported the sequelae de-
scribed in the BWS (especially that of PTSD). In addition, Walker’s
pioneering work with BWS pushed the courts to acknowledge the
influence of domestic violence on a woman and that the experience
of abuse is reasonably considered an evidentiary matter in a legal
case. Use of expert witness testimony using BWS also helped expand
the understood meaning of self-defense beyond the narrow immedi-
acy of fighting off a physical attack to incorporate circumstances in
which the woman struck back at the offender when he appeared to
be unexpectant of her aggression. Psychologically, the court was
incorporating how a woman’s affirmative actions were based on her
appraisal of a situation as dangerous, not through the traditional
legal construct of immediacy. Some have argued, however, that the
process by which these positive effects in the courts were achieved
on behalf of battered women carried with it a high price: that being
application of a psychological construct built on the notion that a
woman who acts out violently against the offender is operating under
circumstances of diminished capacity (Stark, 1992). Several authors
have pointed out that BWS was not intended as a diminished capacity
defense, but that in application, this is the effect (Dutton, 1994).

Evaluating the clinical usefulness of these syndromes should in-
clude consideration of three questions: 1) do the symptoms associ-
ated with that syndrome represent the primary psychological
responses to that type of violence; 2) it is valid to view a post-assault
syndrome as a single, unitary phenomenon; and 3) does the presence
of an assault syndrome mean definitively that the assault took place)
(Briere, 2004; Briere & Jordan, in press). RTS and BWS fare moder-
ately well to the first question in that most of the psychological
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reactions they describe have also been documented in other re-
search. The syndromes fare less well when considering the question
of a unitary phenomennon in that the type of reaction by a given
victim to an assault experience will vary significantly based on a
number of other internal and external factors (e.g., prior abuse, co-
existing mental health problems, severity of the current assault,
existence of support following the assault), it is not solely based on
the assault experience. Third, the syndromes fail on the final ques-
tion in that “there is very little reason to believe that the presence
or absence of RTS or BWS is diagnostic of assault exposure” (Briere &
Jordan, in press). In a similar critique, it hs been pointed out that
there is no unified set of criteria by which to reliably determine
whether the syndrome applies in a given case (Dutton, in press).

The most important guidance for clinicians to avoid the pitfalls
associated with use of these syndromes in court cases is to remain
mindful of their empirical limitations and avoid rendering an expert
opinion regarding whether a woman has or has not been victimized
based on the presence or absence of a specific cluster of psychologi-
cal symptoms. Alternatively, clinical forensic hypothesis testing,
which involves examining each issue in a woman’s case based on
its own theoretically-driven formulation and clinical assessment has
been suggested (Dutton, in press). For example, as Dutton points
out, “. . . a battered woman’s appraisal or perception of deadly threat
requires the identification of coherent pathways that are generally
supported theoretically and empirically in the scientific literature
and that are amenable to forensic evaluation” (Dutton, in press).

CAUTIONS ABOUT INDIVIDUAL PSYCHOTHERAPY WITH INTIMATE

PARTNER VIOLENCE OFFENDERS

Group intervention has been described as the most appropriate
treatment modality for intimate partner violence offenders, in part,
because it expands the social networks of offenders to include men
who support nonviolence (Crowell & Burgess, 1996). In individual
therapy, it is difficult for therapists to remain as topic focused as
is recommended in most batterer intervention programs, especially
those that are based on cognitive behavioral or social learning ap-
proaches (Tolman & Bennett, 1990). Regardless of their theoretical
perspectives, most clinicians tend to follow the client’s lead in ses-
sions, and the operating premises of most psychotherapies call for
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a client-centered or client-empowering approach. Offenders in indi-
vidual therapy are remarkably adroit at shifting attention away from
their behavior and on to other targets; consequently the clinician
must be steadfast in insisting that the focus of therapy remains on
the offender’s behavior, a requirement that can tax even the most
diligent of therapists. Another advantage of a group format is that
it facilitates peer confrontation and peer support—two very helpful
tools in working with offenders. Clients who are making progress
tend to exert positive influences on those who lag behind, and they
can confront each other in ways that clinicians cannot. Groups can
also be topical from session to session, and one can be assured that
every client has been presented with the content planned by the
clinician. Finally, supportive individual therapy can too easily be-
come a method by which the offender rationalizes his conduct if a
supportive clinician unwittingly endorses violence. Unless the clini-
cian can constantly confront the offender’s thinking and rationaliza-
tions for violent behavior, individual therapy may serve to indulge
the offender’s traditional defenses and excuses for his conduct and
should be considered a pitfall to avoid.

CAUTIONS ABOUT MARITAL OR COUPLE THERAPY

A significant number of couples seeking help for their relationship
present with some evidence of intimate partner violence. In fact, in
one study, 50%–70% of couples presenting for treatment at clinics
reported aggression in their relationships (Cascardi, Langhinrich-
sen, & Vivian, 1992). The decision regarding the appropriateness of
conjoint therapy should be left to the clinician following a screening
for intimate partner violence—it should not be a determination
based solely on the request of the clients, nor on a referral from
the court. In fact, there is fairly widespread agreement that couple
therapies are not appropriate with court mandated or severely vio-
lent men (see Crowell & Burgess, 1996, p. 134). As noted by one
author, “Couples counseling may be suitable for some couples on
a voluntary basis and after careful screening for threats and coer-
cion, but it does not appear to be particularly practical or suitable
for most court-referred cases” (Gondolf, 2002, p. 15). Clinicians must
keep in mind when making a determination regarding the appropri-
ateness of conjoint therapy that both victims and offenders tend to
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minimize the violence or the severity of its impact. A complete
assessment and full disclosure of violence is unlikely when a victim
is seated next to a violent intimate partner. This alone suggests a
general rule of thumb that conjoint therapy for intimate partner
violence cases is contraindicated.

The recommended approach following assessment of mild and
noncontinuing violence is to proceed with couples counseling but
to continuously reassess for violence or its precursors and to adjust
the treatment approach accordingly so as to not prescribe increased
conflict as a means of seeking relationship resolution. Likewise,
adopting a position of strengthening the relationship can be a major
problem if there is violence in the relationship. Caution, continually
reassessed risk and openness to changing strategies is important in
providing safe couples counseling. Conflicts between feminist and
traditional systemic or behavioral approaches with couples have not
been resolved, though some have proposed limited use of traditional
approaches once the level of violence has been found to be mild
and nonrecurring (Gauthier & Levendosky, 1996).

In summary, research on the safety effectiveness of couples coun-
seling has not been conducted with sufficient controls to warrant
recommended use of conjoint counseling in violent relationships
(Aldarondo & Mederos, 2002). Some who propose using conjoint
approaches for couples with violence accept some level of recurring
violence during and after treatment (Brown & O’Leary, 1997) an idea
that has little endorsement in the domestic violence field.

CAUTIONS ABOUT ALCOHOL AND DRUG ABUSE COUNSELING

As has been discussed, alcohol and drug abuse frequently co-occur
with intimate partner violence. This coexistence is particularly im-
portant clinically because concurrent alcohol/drug abuse often in-
creases the severity of intimate partner violence, and victimization
in turn is related to increased substance use. Treatment models that
address only one of the two problems are not only ineffective, they
may risk safety for a victim and sobriety for a substance user. Alcohol
and drug counselors are cautioned not to assume that a cessation
of alcohol or drug use by an offender will also ensure nonviolence, as
that belief is a pitfall that will lead to ineffective and risky treatment.
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CAUTIONS ABOUT PASTORAL OR CHRISTIAN COUNSELING

Support and counseling from a clinician identified as a pastoral or
a Christian counselor can have an extremely positive effect for a
victim, as the church is a traditional and very powerful support
system for many women. In addition, Christian-focused counseling
can address the spiritual aspects of the victim’s experience if that
is of relevance or significance to her life. There is potential risk with
this approach, however. If it maintains a strict adherence, without
regard for the victim’s safety, to the traditional Christian emphasis
on valuing the marital bond, pastoral counseling may limit a victim’s
ability to access necessary forms of protection for herself and her
children. A related problem is encountered when a pastoral coun-
selor focuses almost exclusively on the behavior of a victim as a
means to control or prevent the violence of an offender (e.g., ex-
horting her to be a more supportive wife or to pray for nonviolence).
If a pastoral or Christian counselor avoids these types of pitfalls,
the intervention can be of assistance, particularly for victims who
already feel established trust with their pastoral or Christian coun-
selor and feel safe to fully disclose their victimization. For victims
who desire spiritual guidance as they deal with the trauma of the
abuse, pastoral counseling can be an especially comforting form
of treatment.

THE IMPACT OF HELPING:
SECONDARY TRAUMATIZATION

The study of traumatic stress has evolved over the past two decades,
expanding to encompass the field’s growing understanding of the
multiple victims who are impacted by a single trauma. A significant
event in this progress was the 1980 publication of DSM-III, that in-
cluded the diagnostic category of posttraumatic stress disorder
(American Psychiatric Association, 1980). For the first time, a formal
conceptualization existed for the common symptoms experienced
by those who had faced trauma. The early focus of the trauma
literature was limited to the primary victim of the incident, but over
time understanding of the breadth of trauma’s impact expanded to
include not only those who directly experience or witness trau-
magenic events but also those indirectly exposed to them and their
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“The professional work centered on the relief of the emotional
suffering of clients automatically includes absorbing information
that is about suffering. Often it includes absorbing that suffering
itself as well.” (Figley, 1995, p. 2)

consequences. The DSM-IV includes, within what constitutes a suffi-
ciently traumatic experience, the following language:

“The essential feature of Posttraumatic Stress Disorder is the development
of characteristic symptoms following exposure to an extreme traumatic
stressor involving direct personal experience of an event that involves
actual or threatened death or serious injury, or other threat to one’s
physical integrity; or witnessing an event that involves death, injury, or
a threat to the physical integrity of another person; or learning about
unexpected or violent death, serious harm, or threat of death or injury experi-
enced by a family member or other close associate (Criterion A1).” [Italics
added.] (APA, 1994, p. 424).

Clinicians who provide services to intimate partner violence vic-
tims and who are routinely exposed to the trauma stories of their
clients may be included in the latter part of the criterion description.

Historically, the physical, emotional, and behavioral sequelae as-
sociated with providing human services has been described as
“burnout,” an occupational side-effect characterized by a chronic,
progressive condition involving depersonalization, a reduced sense
of personal accomplishment, and discouragement (Cherniss, 1980;
Courage & Williams, 1986; Freudenberger, 1986; Kahill, 1988; Mas-
lach, 1982; Maslach & Jackson, 1981). Burnout is a process of demor-
alization involving the deterioration and depletion clinicians
experience from excessive work-related demands (Freudenberger,
1984), especially when working with a broad range of client popula-
tions. In recent years, however, research has focused more narrowly
on the unique impact of working with clients whose stories of trauma
expose clinicians to acute images of suffering, leading to develop-
ment of the terms “secondary victimization” (Figley, 1993), “vicari-
ous traumatization,” (McCann & Pearlman, 1990), and “emotional
contagion” (Miller, Stiff, & Ellis, 1988). More recently, Figley has
suggested the term “compassion fatigue” to describe the by-product
of trauma-related mental health work (Figley, 1995).
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These terms may be more useful to professionals in the trauma
field than the term burnout, as they highlight the unique characteris-
tics of trauma work and because they incorporate in their conceptu-
alizations the more sudden onset of symptoms that is common for
trauma clinicians (Figley, 1995). In addition, terms such as compas-
sion fatigue or secondary trauma focus attention on the characteris-
tics of the work that elicit symptoms from clinicians rather than
focusing on what may be perceived as weaknesses or shortcomings
of clinicians themselves.

Some authors argue that secondary or vicarious traumatization
is an unavoidable result of trauma counseling and observe that
the nightmares, fearful thoughts, and intrusive images suffered by
clinicians are very similar to the symptoms experienced by trauma
victims (McCann & Pearlman, 1990). Surveys with female psycholo-
gists and counselors for sexual violence victims, for example, have
found that clinicians with a higher percentage of victims of sexual
violence in their caseloads experience more symptoms of posttrau-
matic stress (Schauben & Frazier, 1995). In one study of licensed
psychologists, researchers found that working with victims of sexual
violence was positively correlated with emotional exhaustion and
depersonalization, a finding particularly true of younger prac-
titioners in the study (Ackerley et al., 1988). Several researchers
have identified post-trauma related symptoms in clinicians providing
services to victims. For example, a study of counselors working with
sexual abuse survivors found that the current percentage of victims
in their client caseloads, the percentage and career total of direct
service hours with those clients, and the level of exposure to graphic
details regarding the sexual abuse of their clients contributed signifi-
cantly to the post-trauma symptoms experienced by the clinical staff
(Brady, Guy, Poelstra, & Brokaw, 1999).

Finally, a recent study of female and male counselors explored
the impact of hearing traumatic material; the way in which the coun-
selors were changed as a result; and the way they coped with the
challenges of their work (Iliffe & Steed, 2000). All the counselors in
the study identified a loss in confidence in their own skill and a
tendency to take too much responsibility for the welfare of their
clients. Both female and male counselors struggled with maintaining
respect for their clients’ choices, particularly those involved in a
victim’s return to a violent home. Counselors in the study also felt
they could no longer be shocked after hearing stories of horror from
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their clients, and most experienced visual images of what they were
told. Physical responses were reported by a number of clinicians,
including a general feeling of heaviness, nausea, and feeling shaken
or exhausted. Changes to cognitive schema such as feeling less
secure in the world, changes to their worldview, regarding others
more warily, and experiencing an increased awareness of gender
power and control issues were common among intimate partner
violence counselors.

Working with offenders also impacts clinicians, with some re-
porting that engaging abusive men in treatment is the most challeng-
ing aspect of their work (Iliffe & Steed, 2000). Almost a third of
clinicians working with offenders report experiencing increases in
emotional, psychological, and physical symptoms (Edmunds, 1997)
and over half report becoming discouraged about client change,
lowering expectations when working with sex offenders, and experi-
encing emotional hardening, increased anger, decreased tolerance,
and an increase in confrontational behavior (Farrenkoph, 1992). Fi-
nally, clinicians working with threatening clients report becoming
more cautious in personal relationships and more concerned about
family safety (Ellerby, 1997). They also feel more anxious about their
children’s safety and are more vigilant around strangers (Jackson,
Holzman, & Barnard, 1997).

CONTEXTUAL FACTORS: WHAT THE WORK BRINGS TO THE CLINICIAN

While work with trauma survivors and victims of crime can be ex-
traordinarily rewarding, its unique demands, stresses, and responsi-
bilities can challenge the most seasoned clinician. A clinician may
be the first person outside a victim’s family to hear about physical
or sexual abuse in a home. A clinician may be asked to explain the
“why” of unexpected trauma and destruction of life associated with
violent death. Clinicians hear the anguish of children and adults who
are victims or who are grieving over the loss of a loved one. They
may also be exposed to vivid, graphic stories of horror and physical
injury sustained by clients. Clinicians hear cold recounts by offend-
ers of deliberately inflicting pain on another person and may be
targets of the anger of a victim who cannot safely display her grief
and rage in another setting. Finally, clinicians working with victims
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and offenders may be called upon by a court or protection agency
to conduct an evaluation regarding the safety of a victim or the
danger posed by an offender, recommendations that can have life-
altering implications. These experiences highlight both the chal-
lenges and the rewards of therapeutic work in this area.

In the intimate partner violence arena, it is also important to
consider the danger that offenders can pose to clinicians themselves.
Clinicians, whether treating the victim or the offender, should be
especially cautious of this risk when offering services at the point
a victim leaves the offender, as the point of separation in a relation-
ship has been associated with increased risk for a victim and may
also elevate risk for others in the victim’s environment. Offenders
may be threatened by the work a clinician is doing with a victim,
particularly if he perceives her therapy as a threat to the continua-
tion of his relationship. A clinician may also be blamed by an offender
for what he perceives to be an intrusion into his relationship and
damage to his ability to control his partner. Treating or evaluating
clinicians testifying in court on behalf of a victim may also be exposed
to retaliation from an offender, either in advance of the testimony
as a means to influence the clinician’s testimony, or after the trial
as a means of seeking retribution. Finally, clinicians treating offend-
ers may also incur the anger of an offender as a result of the confron-
tation that is typically a part of the treatment regimen with intimate
partner offenders or when they report back to a court incidents of
noncompliance by the offender.

Research has documented the frustration that victims often feel
when they seek the court’s protection or prosecute an offender. A
victim’s encounter with the court system can also leave clinicians
feeling frustrated by the institutional barriers within the justice sys-
tem that contravene therapeutic goals and seem unjust to victim-
clients. Examples of these frustrations include: seeing a victim’s
pleas to law enforcement for the arrest of a repetitively abusive
partner go unheeded; seeing a victim’s request for civil protection
rejected; seeing a violent offender successfully win visitation rights
to the victim’s children; or seeing an offender win acquittal when
the clinician believes that he should have been convicted of a crime.

Finally, clinicians may feel very ambivalent about the uncertain
success of intervention with a client when she chooses to return to
a home with on-going risk and violence.
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“By virtue of having ‘been there,’ the clinician who has worked
through and come to terms with his or her own abuse history may
be optimally suited to provide sensitive, nondiscounting services
to other survivors. In fact, the survivor-clinician may be able to
understand the survivor-client’s experience and responses in ways
that the clinician with no such history rarely can. It is probably
true, in this regard, that some of the very best abuse-focused
psychotherapists are survivors who have addressed and inte-
grated their own early histories.” (Briere, 1992, p. 159)

ABUSE HISTORIES: WHAT THE CLINICIAN BRINGS TO THE WORK

A history of abuse in childhood is not uncommon among clinicians
(Elliott & Guy, 1993; Follette, Polusny, & Milbeck, 1994; Pope, Feld-
man-Summers, 1992). In a study of male and female clinicians, 17%
of the clinicians (13% of male clinicians and 20% of female clinicians)
reported a personal history of childhood sexual abuse; and 7.3% of
males and 6.9% of females reported physical abuse histories (Nut-
tall & Jackson, 1994). Including both sexual and physical abuse his-
tories, the percentage increased to 21% of clinicians. Other studies
report even higher rates, with 29.8% of clinicians (36% of female
clinicians and 23% of male clinicians) experiencing some form of
childhood trauma in one study (Follette, Polusny, & Milbeck, 1994)
and in another, 33.1% of mental health professionals reporting a
history of sexual or physical abuse during childhood (Pope & Feld-
man-Summers, 1992). In the latter study, 36.6% of study participants
reported experiencing some form of abuse during adulthood (Pope &
Feldman-Summers, 1992).

Abuse histories may change the way a clinician responds to or is
impacted by clinical work. For example, in one study, clinicians who
had been sexually abused and/or physically abused were more likely
to believe allegations of sexual abuse contained in 16 vignettes alleg-
ing sexual abuse (Nuttall & Jackson, 1994). Other writers have docu-
mented that trauma clinicians with personal trauma histories
showed more negative effects from their professional work than
those without a personal history (Pearlman & MacIan, 1995). Clini-
cians with abuse histories may be at risk for two types of boundary
violations: overidentifying with the client’s experience through
acutely empathetic responses and over disclosure, or a defense-
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driven underidentification with a client (Wilson & Lindy, 1994; Mar-
vasti, 1992). Similarly, Briere (1992) points out three areas of risk
for survivor-clinicians:

Overidentification occurs when the clinician reacts in an uncon-
sciously intensified way to those aspects of the client’s experience
that most resemble that of the clinician. Clinicians who have not
resolved their own abuse experiences may be at risk for overreacting
to a client’s disclosure of an event or type of abuse experience that
reminds the clinician of her or his own history. At an affective level,
that may include feeling intense sadness or anger; at a behavioral
level it may include directing the client to take certain actions (i.e.,
to prosecute or confront an offender), or it may be manifested in
the clinician’s overinvestment in trying to comfort the client. In
short, overidentification is evident when the clinician’s history of
abuse contributes or alters the process of therapy with the client.

Projection occurs when the clinician confuses his or her own abuse
issues with those of the client. Clinicians who have not resolved
their own trauma history may also be at risk of projecting their own
experience or reaction to abuse onto that of the client. For example,
a clinician may perceive a client as more angry than she is; may
interpret the lack of an overt response to abuse experiences as
resolution by the client; or may believe the client to be resistant to
change when in fact the client is afraid to take certain steps based
on a realistic appraisal of the threat posed by an offender.

Boundary confusion occurs when the clinician’s abuse history en-
cumbers his or her ability to discern appropriate interpersonal
boundaries, particularly those of the therapeutic relationship. The
most egregious boundary confusion (or violation) would be the cir-
cumstance of a sexual relationship between the clinician and the
client. Boundary confusion in the intimate partner violence domain
may be evidenced most commonly by clinicians who disclose details
of their personal victimization during therapy with the client or by
clinicians who ask overly intrusive questions.

MITIGATING THE EFFECTS OF SECONDARY TRAUMA

While clinical work in the intimate partner domain can be difficult
work for clinicians, it is also replete with extremely positive and
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rewarding aspects, such as the meaningfulness of being part of the
healing process, the joy of seeing clients change and grow, and the
satisfaction associated with contributing—not only at an individual
clinical level, but in the broader sense of helping society as a whole
(Schauben & Frazier, 1995).

There are numerous steps that clinicians and mental health agen-
cies can take in order to mitigate the negative effects associated
with this area of mental health practice. These can include avoiding
the isolation that can occur inadvertently when only one clinician
in an office serves victims and offenders, or when a clinician is the
only therapist in an office (Jordan & Walker, 1994). It is also im-
portant to ensure that adequate training is available to all clinicians
and clinical supervisors (Iliffe & Steed, 2000; Jordan & Walker, 1994),
as anxiety may be mitigated when a clinician feels a greater level of
competence about how to intervene in these cases. Effective training
will also reduce the likelihood that a clinician will succumb to one
of the pitfalls identified in this chapter and will therefore avoid the
stress associated with making an error that is harmful to a client.
Clinicians and their supervisors need to discuss whether it is advis-
able for the clinician’s caseload to be made up only of intimate
partner violence clients or whether a more diverse caseload (i.e.,
including clients without current victimization) would help avoid
some of the negative impacts of routinely hearing traumagenic mate-
rial (Iliffe & Steed, 2000; Jordan & Walker, 1994). It is also recom-
mended that trauma clinicians receive clinician supervision from a
therapist with specific expertise in post-traumatic stress and trauma-
related clinical work (Pearlman & Saakvitne, 1995); and that a regular
time be set aside in staff meetings solely for the purpose of ad-
dressing feelings and concerns of clinical staff as a means of mediat-
ing or reducing the impact of vicarious trauma (Brady et al., 1999).
Finally, debriefing sessions are recommended when a particularly
difficult case is handled by a clinician or mental health agency. This
may include cases of especially egregious abuse; cases in which a
client dies; or cases that involve some type of harm to clinical staff.
Care must be taken so as not to overwhelm clinicians with the
constant presentation of traumatic material (Jordan & Walker, 1994;
McCann & Pearlman, 1990).



Uniqueness of Mental Health Practice 133

Chapter 7 described the unique parameters of mental health prac-
tice in intimate partner violence cases. The broadening view of
who the client is; the need to work in teams rather than in individ-
ual clinical practice; the management of clinical information in the
court system; and the role of expert witnesses were explored.
Chapter 7 also described common pitfalls encountered by clini-
cians in these cases and addressed the impact on clinicians of
clinical work in this area. Readers should be able to answer the
following questions following a review of chapter 7:

• What are the risks associated with the introduction of a victim’s
mental health record in a court proceeding?

• Which of the “common pitfalls” do you believe are made by
most mental health professionals? To which pitfall are you
most susceptible?

• What are some of the challenging “contextual factors” of intimate
partner violence work that can stress a clinician?

• What are the implications of having an abuse history for a clini-
cian working with victims of intimate partner violence?

• What are three mitigators of secondary trauma?



Chapter 8

Intimate Partner Violence: A Legal
Primer for Mental Health Professionals

Chapter 8 describes the experience of women as they enter the
justice system in search of civil protection or the prosecution of
the offender. The chapter focuses on the criminal justice process
women encounter, including police response and how cases are
prosecuted. Civil orders of protection are a key remedy for victims
and are highlighted in detail in chapter 8. Finally, custody issues
as they arise in the context of intimate partner violence cases and
the role of evaluators are discussed in the chapter. The sections
within chapter 8 include:

• The experience of intimate partner violence victims with the
legal system

• Intimate partner violence as a criminal offense
• Civil protective orders for victims of intimate partner violence
• Custody issues related to intimate partner violence

THE EXPERIENCE OF INTIMATE PARTNER VIOLENCE
VICTIMS WITH THE LEGAL SYSTEM

Women experiencing intimate partner violence seen by clinicians in
mental health or substance abuse programs may also be involved

134
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in the court system, as often these cases involve civil orders of
protection, criminal prosecution, or custody or other domestic ac-
tions. Clinicians should be alert to the unique challenges women
face in the court system in order to ensure that treatment plans
include sufficient attention to these additional stressors in the wom-
an’s life. Court systems are, by their nature, adversarial. As noted
by one author, “If one set out intentionally to design a system to
provoking symptoms of posttraumatic stress disorder, it might look
very much like a court of law” (Herman, 2003, page 159). Most often,
victims have little control in the courtroom, with legal procedures
and roles set out by civil and criminal rules and case law. While in
the courtroom for hearings or trial, they are directly and visually
exposed to the offender who harmed them and of whom they may
still be very afraid. Whether petitioning for civil protection or testi-
fying in a criminal case, they are asked to recount a violent episode,
not in the supportive or safe environment of a therapy session,
but rather to a defense attorney whose role it is to question their
credibility, dispute their memory, or even to challenge whether they
are telling the truth.

In addition to these psychological stressors, victims who seek
court action often do so believing that the offender will attempt to
retaliate against them. In fact numerous studies show that one of
the primary reasons women do not seek help or intervention is
because they fear retaliation (Chaudhuri & Daly, 1992; Ferraro, 1997;
Mears, Carlson, Holden & Harris, 2001; Zoellner, et al., 2000). Women
who seek protective orders from the court are often threatened by
offenders (Fischer & Rose, 1995; Klein, 1994); and there is evidence
that offenders may kidnap, seriously injure or even kill a woman in
order to prevent her participation in the criminal justice process
(Hart, 1991). A woman’s risk may be particularly great if she is
seeking court action at the same time she physically separates from
the offender. As was discussed in chapter 4, separation can be an
acute time of risk: the rate of intimate-offender assaults on women
separated from their husbands is about three times higher than that
of divorced women and about 25 times higher than that of married
women (Bachman & Saltzman, 1995). Higher rates of stalking have
been found after the relationship ends (Brewster, 2000; Tjaden &
Thoennes, 1998), and former intimate partners have been found to
be more likely than current partners to stalk women who they later
killed or attempted to kill (McFarlane et al., 1999). Finally, a study



136 Intimate Partner Violence

Therapists and Legal Advocacy

While the role of a therapist is not to provide legal advice, it
is important to be sufficiently familiar with the legal resources
available to victims in order to refer to legal advocacy assistance.
As previously described, in a recent study, battered women who
worked with advocates reported being more effective in accessing
resources than did the women without advocates, and, as a result,
were more successful in leaving the abusive situation (Sullivan,
1991).

of men incarcerated for killing their female partners found that 52%
of the murders occurred when the men were separated from their
intimates (Stout, 1993). Clinicians should be particularly attuned
to the compounded risks when court action and separation occur
simultaneously.

The court experience of a victim of intimate partner violence may
also be different than a case involving assault by a stranger in that
there is little question of who allegedly committed the act; rather,
the dispute centers around what was done (Colb, 2001; Scheppele,
1992). In other words, in an alleged sexual offense involving intimate
partners, the offender may admit to having sexual relations with the
victim, but may argue that the act was consensual. As a result, trials
involving intimate partners focus more heavily on “her word against
his” and, often to the detriment of the victim, lend themselves to
focusing more on her character than on the offender’s behavior.
And, as has been pointed out, “Because the defendant and victim
had an intimate relationship with each other, the defendant, and
therefore the defense attorney, has substantially more knowledge
about the victim compared to cases in which the defendant and
victim are not intimately acquainted. Thus, the defense has a great
deal more ‘ammunition’ available to discredit the victim’s testimony
during trial” (Hartley, 2003, p. 415). Similarly, the structure of the
law itself offers an additional challenge to women entering the court
of justice, as the crimes of intimate partner abuse (particularly acts
of sexual violence and stalking) involve behaviors that, in a different
context, are not considered criminal acts (Jordan, Quinn, Jordan &
Daileader, 2000). Consensual sex acts or frequent telephone calls,
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“Although women are legally entitled to freedom from partner
violence, a legal system unwilling or unable to enforce this right
perpetuates victim-blaming attitudes, trivializes partner violence,
and likely leaves victims of partner violence unsatisfied with the
system.” (Byrne, Kilpatrick, Howley, & Beatty, 1999, p. 290)

for example, are typically a positive part of an intimate relationship,
but when these experiences are unwanted by a woman and cause
her to be afraid, they cease to be positive and may rise to the level
of a crime (Jordan, in press). The result is that statutes addressing
many of the crimes involved in cases of intimate partner violence
focus, not just on the offender, but also on whether the victim
consented to the behavior and whether she felt afraid. This scrutiny
can be particularly difficult for a victim, and discussion around this
court experience should be addressed by clinicians when their cli-
ents are participating in the court system.

In addition to attempting to manage potential risk and danger,
victims of intimate partner violence often encounter a justice system
not entirely responsive to their experience. For example, there is
evidence that the rates of arrest are very low in cases of intimate
partner violence (Smith, 2001; Bourg & Stock, 1994; Avakame, Fyfe, &
McCoy, 1999), as are rates of prosecution, estimated by some au-
thors to be under 10% for domestic violence cases (Sherman, 1992).
Finally, the sentencing of convicted intimate partner violence offend-
ers has, at least until recently, been reported as quite lenient, with
very few intimate partner violence offenders being required by the
court to spend time in jail (Sherman, Schmidt, & Rogan, 1992). These
findings may help explain why female victims of violent assault by
a current or former intimate male partner report lower levels of
satisfaction with the criminal justice system compared to victims
of violence by nonpartners (Byrne, Kilpatrick, Howley, & Beatty,
1999). When the justice system fails to aggressively arrest, prose-
cute, and sentence intimate partner violence offenders, some have
postulated that there is an antitherapeutic effect of the justice sys-
tem in that it reinforces the perceptions of offenders that their
violent behavior is acceptable or not their responsibility (Simon,
1996). These are realities of which clinicians should be aware so
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that they can effectively work with women whose cases interface
with the court system.

INTIMATE PARTNER VIOLENCE AS A CRIMINAL
OFFENSE

The majority of victimization experienced by women in intimate
relationships falls into the realm of criminal law: whether as an
assault, rape, harassment, terroristic threat, stalking or other similar
offenses (psychological abuse is the one form of victimization that
can rarely be criminally prosecuted). While the law considers acts
of intimate partner violence criminal, not all victims of intimate
partner violence contact the police, even when they perceive a need
for law enforcement protection. As few as 7%–14% of intimate partner
assaults are reported to the police agencies (Kantor & Straus, 1987),
and only approximately 16% of rapes are reported to law enforce-
ment agencies (Kilpatrick, Edmonds, & Seymour, 1992). A number
of factors influence whether a woman contacts the police for help,
but studies show she is more likely to do so when the abuse she
experienced was severe or occurred very frequently (Bowker, 1984)
and in cases in which she was injured in the attack (Bachman &
Coker, 1995). Women in longer-term abusive relationships may be
less likely to reach out (Abel & Suh, 1987), as is the case with women
with less education (Bachman & Coker, 1995). Finally, the likelihood
of calling the police increases if the violence was witnessed by a
child or other relative (Berk, Berk, Newton, & Loseke, 1984).

Over the past 20 years, numerous studies have been undertaken
to determine whether arresting an intimate partner violence offender
is an effective criminal justice response—in other words, whether
it reduces recidivism. In short, it appears that arresting the offender
can be an effective deterrent if law enforcement agencies are moni-
tored and evaluated (Bourg & Stock, 1994). A coordinated commu-
nity approach combining police making arrests and the use of
mandated treatment by the courts has also been found to be a more
effective deterrent (Syers & Edleson, 1992), and arrests may be more
effective if undertaken in conjunction with other interventions, such
as providing victims with transportation to shelters, offering legal
and social services, and involving victims more directly in the deci-
sion to arrest the offender (Sherman, Schmidt, & Rogan, 1992).
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Even if an offender is arrested, that does not mean that a victim’s
case will proceed to trial; in fact, prosecution rates are extremely
low in these cases (Sherman, 1992). Some suggest that low prosecut-
ion rates result from the fact that victims are often ambivalent about
whether they want their partner to go to jail. As a result, it follows
that the rate of wanting to drop criminal charges is significantly
greater in intimate partner violence than in other criminal cases
(Ford & Regoli, 1993; Lerman, 1986). Clinicians working with clients
prosecuting offenders should be aware that the major reasons for
the attrition in these cases include the lack of social support by
family or friends, substance abuse problems for the woman, confu-
sion with the process, frustration with the slowness of the process,
paralyzing fear, and conflict in the mind of the victim as to whether
the offender should go to jail (Bennett,Goodman, & Dutton, 1999).
These factors can be incorporated into an effective treatment plan
by establishing goals for increasing social support or clinically ad-
dressing substance abuse, fear, or other relevant issues. In one
study, 27% of offenders arrested on victim complaints reassaulted
the victim prior to trial (Ford & Regoli, 1998), a reminder of the
reality on which a victim’s fear is often based.

As with the case of arrest, the implementation of a coordinated
community approach to the prosecution of intimate partner violence
cases appears to have a positive effect. Studies have found that
lower criminal recidivism on the part of intimate partner offenders
is associated with the cumulative effects of successful prosecution,
probation, monitoring, and court-ordered counseling (Buzawa, Hota-
ling, & Klein, 1998; Murphy, Musser, & Maton, 1998).

CIVIL PROTECTIVE ORDERS FOR VICTIMS OF INTIMATE
PARTNER VIOLENCE

Given that the criminal justice system cannot always afford victims
maximum protection, and given the reticence of some victims to
participate in criminal proceedings for fear of offender retaliation
(Hart, 1996), the development of a civil remedy to supplement or
even replace criminal prosecution has been an important reform
for victims of intimate partner violence. The primary civil remedy
available in these cases is a civil court order of protection. Prior
to passage of civil protective order legislation, victims of intimate
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Therapists should seek information regarding the specific provis-
ions of their state’s protective order law from advocates in intimate
partner violence programs, prosecutors, or the local court system.

partner violence had to initiate divorce actions before restraining
orders and their protections could be made available. This process
was unwieldy and financially out of reach for some victims; it af-
forded no protection for nonmarried victims, and restraining orders
did not offer many of the advantages of protective orders, such as
providing for immediate enforcement (i.e., arrest). In 1976, Pennsyl-
vania passed a law providing for temporary orders of protection
in intimate partner violence cases (Chaudhuri & Daly, 1992), and
currently, all states have enacted laws authorizing the issuance of
civil or criminal protective orders (U.S. Department of Justice, 2002).

The primary purpose of the civil restraining order is to protect
victims from further abuse,—setting it apart from the criminal justice
system, which is intended to punish the offender. For the purposes
of most state protective order statutes, intimate partner violence is
generally defined as physical injury, sexual violence, or the infliction
of fear of being victimized in these ways (Finn, 1991), but clinicians
will need to access the specific statutory definition found in the laws
of their local jurisdictions.

Most women who seek protective orders do so in response to
experiencing serious violence for an extended period of time, not
after the first time they are assaulted. In one study, for example,
women had suffered from violence for almost 2.5 years before reach-
ing out for court assistance (Harrell & Smith, 1996). More than 40%
of the women in another study had experienced severe physical
abuse at least every few months, and nearly one quarter had suffered
abusive behavior for more than 5 years (Keilitz et al., 1998). Over
one third of those women had been threatened or injured with a
weapon; more than half had been beaten or choked; and almost all
had been intimidated through threats, stalking, and harassment.

While states differ in the specific type of protections or remedies
they offer victims through protective orders, most often, offenders
are prohibited from the following:

• committing further acts of violence
• directly communicating with the victim (or, in some states,

members of the victim’s family)
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• going near the residence of the victim (Carlson, Harris, &
Holden, 1999)

Some states also allow courts to require offenders to move from the
victim’s or shared residence, and some address temporary custody
or support of children the couple have in common. States also differ
on who is eligible to receive protective orders, but typically include
spouses, former spouses, persons who live or have lived together,
and persons who have a child in common (Gist et al., 2001). Some
states allow other family members to access protective orders. Not
all states allow dating partners to seek protective orders, an unfortu-
nate exclusion given the findings of one study in which found that
28% of women seeking protection had experienced appreciable
threats of abuse, actual physical assault, and stalking, but were
denied orders, most often because they did not live with the offender
(Gist et al., 2001).

Civil orders of protection are first issued on an ex parte basis,
meaning that the victim can petition the court without the offender
being present. Clinicians should encourage victims to be as detailed
as possible when filling out a petition in order to fully inform the
court of the danger they face, remembering that this may be difficult
for those victims who are uncomfortable fully disclosing their victim-
ization or who may not be fully capable of articulating fear. Notably,
it is often women who have experienced the most severe violence
who are most likely to minimize the extent of their victimization
(Dunham & Senn, 2000). Clinicians are cautioned not to specifically
advise a victim client what to write on a petition for a protective
order (as some states might define that action as the unauthorized
practice of law), but a discussion within the context of a therapy
session or a referral to a victim advocate for assistance with the
protective order process is highly appropriate.

Following a woman’s request for a protective order, if the court
believes that the violence described exposes her to future or immi-
nent harm, a temporary ex parte order will be issued by the court.
Within a time frame set by the respective state’s law, a hearing will
be held at which the offender will have the legal right to be heard
and to argue against an order being entered if he so chooses. If the
court continues to believe, after the full hearing, that intimate part-
ner violence has occurred and that future danger exists, an order
of longer duration (typically more than a year) is entered. If an
offender violates a protective order, he may be arrested or may face



142 Intimate Partner Violence

Not all women who obtain a temporary protective order go on to
seek a permanent order of protection. For example, one study
found that one fourth of women with temporary orders did not
go on to seek permanent orders, because the offender went to
counseling (Harrell & Smith, 1996). This finding emphasizes the
importance of initial and ongoing risk assessment for therapists
treating intimate partner violence offenders.

contempt of court, depending on the specific provisions within that
state’s laws. Most states have made violation of protective orders
a criminal offense, and many states allow law enforcement officers
to arrest for violations of protective orders without a warrant (Cro-
well & Burgess, 1996).

In 1994, Congress passed a federal law (Violence Against Women
Act, 18 U.S.C. § 2265, 1994), which, among other provisions, made
intimate partner violence—related civil orders of protection enforce-
able across state lines. This means that if a client receives her
protective order in one state and then flees to, works in, or travels
to another state, the conditions of that order may be enforced in
the second state. Under the Constitution of the United States, this
so-called “full faith and credit” is given by the court of one state to
most final court decisions issued by another state. This is also true
for other documents not issued by the court, such as driver’s li-
censes, marriage licenses, and death certificates.

Research examining whether protective orders keep women safe
from further violence offers mixed results. Some authors suggest that
protective orders are successful in stopping subsequent violence,
reporting that 86–92% of the time, the violence stopped after the
protective order was issued (Kaci, 1994; Keilitz et al., 1998). In addi-
tion to a decrease in acts of violence subsequent to the issuance of
protective orders, studies have found victims reporting life improve-
ments, feeling better about themselves, and feeling safer because
they had protective orders in place (Keilitz et al., 1998). Other re-
search is not nearly so optimistic, however, with 60% of women in
a 2-year follow-up study reporting some form of reabuse, including
severe violence (29%), other physical violence (24%), threats of
violence, acts of property damage (43%), and psychological abuse
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Mutual Orders of Protection

Mutual orders are those issued against both the victim and the
offender. They are criticized for exposing victims to danger and
being unfair to their interests. Specific problems resulting from
mutual orders include these:

• They are based on misconceptions, myths, gender bias and
incorrect theories about intimate partner violence.

• They send the wrong message regarding accountability, the mes-
sage given being that there is mutual accountability rather than
that the primary aggressor is in the wrong.

• They send the wrong message to children in the home regarding
who is at fault, and they further empower the offender.

• Mutual orders result in questions for law enforcement as to
who should be arrested, and too often, this leads to a victim’s
being arrested.

• Victims may lose full faith and credit recognition for their order,
and, as such, may not be able to seek enforcement if they flee
to another state.

• Mutual orders may violate the victim’s due process rights, since
she will not have been served prior to the court hearing, and
the order typically does not state the basis on which the order
has been entered against her. (Zorza, 1999)

(57%) (Harrell & Smith, 1996). The point for clinicians is that while
protective orders may have the effect of deterring some acts of future
violence, by themselves, this remedy is not sufficient to completely
protect the life and property of intimate partner violence victims.

Certain characteristics of cases involving protective orders are
associated with a risk of the order being violated. For example, very
low socioeconomic status is associated with risk of the reabuse of
the victim; and women in short-term relationships may be at greater
risk of reabuse than those in longer-term relationships because of-
fenders may believe they have more to lose from continuing abuse
after a protective order has been issued against them (Carlson,
Harris, & Holden, 1999). Women with children are also more likely
than women without children to experience reabuse; in fact, in one



144 Intimate Partner Violence

study, the odds of reabuse for women who have biological children
with the offender was nearly four times higher than for couples
without children (Carlson, Harris, & Holden, 1999).

Other risk factors associated with reabuse include the following
(Harrell & Smith, 1996):

• The more severe the abuse experienced by the victim over the
past year, the more likely she is to suffer revictimization after
the protective order is issued.

• The persistence in the pattern of violence is also a predictor
of reabuse.

• Women living separately from the offender are at greater risk
of revictimization, which again points to the danger associated
with the point of separation in violent relationships.

• The level of resistance evidenced by the offender to having the
order entered is not only related to reabuse, it is also related
to the severity of the reabuse, the likelihood of property dam-
age, and the likelihood of future psychological abuse of the
victim.

• If the police arrest the man at the time of an incident, the
likelihood of severe violence over the following year is
decreased.

For clinicians, knowledge that an offender strenuously objected
to the issuance of a protective order, that there are children in the
home, that the victim is separated from the offender, that there has
been severe and persistent abuse over the previous year, and that
the victim is subject to other risk factors previously noted should
highlight the need for additional, thorough, and concrete safety
planning.

CUSTODY ISSUES RELATED TO INTIMATE PARTNER
VIOLENCE

Notwithstanding the common myth that women stay in abusive rela-
tionships, there is significant evidence that violent relationships end
in divorce. In one study, almost two thirds (63%) of the battered
women left the offender within 2 years of the study (Campbell, Miller,
Cardwell, & Belknap, 1994). Similarly, studies show that violence
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early in marriage almost doubles the risk of divorce, with 82% of
couples separating within 2 years (after 4 years, 93% of couples
experiencing severe violence separated, 46% of couples experiencing
moderate violence separated, and 38% of nonviolent couples sepa-
rated) (Bradbury & Lawrence, 1999). In that a significant number
of divorcing couples have children in common, both courts and
clinicians will see disputes regarding custody. In a recent study,
child custody evaluators reported that 37% of their referrals involved
allegations of intimate partner violence (Bow & Boxer, 2003).

There is evidence that, in addition to experiencing threats to their
own safety, women separated from an abusive partner experience
threats of custody disputes (30%), threats of harm to their children
(10%), and threats to abduct their children (17%) (Mechanic,
Weaver, & Resick, 2000). Some have suggested that in custody dis-
putes, the legal system becomes a further mechanism by which the
offender harasses and attempts to exert control over the victim
(Bow & Boxer, 2003; Shalansky, Erickson, & Henderson, 1999; Zorza,
1995). For example, offenders may attempt to secure child custody
or unlimited child visitation in order to maintain control or domi-
nance over her (Quirion, Lennett, Lind, & Tuck, 1997). When a woman
seeks custody of her children, counter claims from offenders are
common; and when abuse allegations are made, counter allegations
are often the response. Abusive partners may attempt to coerce a
spouse into accepting a lower financial payment in exchange for
maintaining custody of the children (Lonsdorf, 1991), and, in fact,
women who are successful in retaining custody of their children
may be given child support awards that are insufficient for the actual
cost of raising children (Epenshade, 1984; Weitzman, 1985; Wishik,
1986). It is in this context that women go to court to end a violent
marriage and seek custody of children they have in common with
the offender. It is also in this context that clinicians are called upon
to provide evaluations for the court of the fitness of parents and to
make recommendations regarding custody and visitation.

In 1994, in recognition of the risk an intimate partner offender can
pose to children, the National Council of Juvenile and Family Court
Judges issued the Model Code on Domestic and Family Violence,
which included this statement: “It is detrimental to the child and
not in the best interest of the child to be placed in sole custody,
joint legal custody, or joint physical custody with the perpetrator
of family violence” (National Council of Juvenile and Family Court
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Judges, 1994, p. 33). Similarly, a number of states have amended the
law to include a rebuttable presumption that it is not in the best
interest of the child to be placed, either through sole or joint custody,
with an intimate partner offender, and a majority of state legislatures
have revised their laws to include the presence of intimate partner
violence as a factor to be considered when judges make custody
and visitation decisions (Roberts & Kurst-Swanger, 2002). Three ap-
proaches have generally been adopted in most states’ statutes: a
rebuttable presumption that it is not in the best interest for child
custody to be given to an intimate partner violence offender; factor
tests, which encourage judges to weigh the impact of domestic vio-
lence in determining a child’s best interest; or no statutory reference
to intimate partner violence (Levin & Mills, 2003).

Custody evaluators face the significant challenge of striking a bal-
ance between the child’s safety, the child’s need for parental contact,
and the rights of both parents. Assessments conducted in the course
of custody evaluations that detect the presence of intimate partner
violence and evaluate its impact can result in recommendations to
a court for custody or visitation arrangements that are most likely
to ensure a child’s safety and well being. Unfortunately, evaluating
clinicians do not always consider the existence of intimate partner
violence when making recommendations to the court regarding cus-
tody and visitation, an omission that can place both the child and
the adult victim at risk (Logan, Walker, Jordan, & Horvath, 2002). In
general, criticisms of child custody evaluators have included five
perceived pitfalls: (1) having insufficient basic knowledge about inti-
mate partner violence, (2) failing to use collateral sources and record
reviews, (3) overreliance on psychological testing, (4) failing to con-
sider intimate partner violence as a major issue in custody determi-
nation by assuming that allegations are exaggerated or fabricated,
or (5) operating with a bias in favor of male offenders (Bow &
Boxer, 2003).

When conducting evaluations of all family members in order to
prepare a report for the court, evaluating clinicians must take care
not to overpathologize trauma symptoms that may be experienced
by victims of intimate partner violence (Koss et al., 1994). As was
discussed in chapter 4, moderate levels of depression, sleeplessness,
hypervigilance, or other sequelae are normal reactions to traumatic
exposure and, while relevant, do not translate into unfitness as a
parent. Conversely, evaluating clinicians are cautioned not to under-
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estimate the pathology of a batterer who may appear more functional
at the time of the evaluation than the victim does because he has
not been exposed to violence or had other trauma inflicted upon him
(Walker & Edwall, 1987). Offenders may be very adept at projecting a
nonabusive image to evaluators and to the court (Bancroft & Sil-
verman, 2002). In addition, it is important not to assume that a
victim’s reticence to allow custody or visitation for an abusive part-
ner is simply an attempt to be derisive or an attempt to alienate the
children from their father. It may reasonably result from fear for the
children’s or the victim’s safety. This is extremely important when
custody evaluators are working with a family that has a history of
violence, because women who attempt to protect themselves and
their children have been labeled as “alienating” the children from
their father (Doyne et al., 1999). In one study, over three fourths of
evaluators believed that attempts to alienate the child from the other
parent was an important reason for denying sole or joint custody
to a parent (Ackerman & Ackerman, 1996).

The National Center for State Courts Resource Handbook for
Judges and Court Managers (1997) offers guidelines for custody
evaluations when intimate partner violence is present. Thes guide-
lines include following:

• Identify the existence, nature, and potential consequences of
intimate partner violence within the family and document any
collaborating evidence.

• Identify the strengths, vulnerabilities, and needs of all other
members of the family.

• Develop a plan for custody and visitation that builds on the
strengths of each family member and that will serve the best
interests of the children.

• If intimate partner violence is a factor in the dispute, develop a
plan that addresses the potential dangers of continuing contact
between the victim and the batterer, and any need to restrict
visitation (pp. 36–37).

If an evaluating clinician does not possess expertise in intimate
partner violence and childhood trauma, it is important to seek con-
sultation or additional supervision so that the safety of threatened
family members and the children is fully explored in the recommen-
dations (APA, 1994; Association of Family and Conciliation Courts,
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1994). Evaluators should also review patterns and history of vio-
lence, including criminal histories, and should seek copies of any
protective orders that have been issued in the case (Stahl, 1999).
In addition, clinicians should note that there is a greater risk of
future violence when there is a history of violence; when there has
been no treatment for violence; when the offender blames others
for his behavior, denies problems, or both; and when the perpetrator
is consumed or obsessed with the victim (Stahl, 1999). In fact, the
presence of intimate partner violence should result in a full risk
assessment with the victim and the offender (as suggested in chapter
4 and chapter 5, respectively). Furthermore, the extent to which
offenders have or do not have empathy for the effect of the violence
on the children is also an important factor for evaluators to consider
(Stahl, 1999).

Chapter 8 described the experience of victims of intimate partner
violence as they enter the justice system. The chapter focused
on the criminal justice process that women encounter, including
police response and how cases are prosecuted. The use and effec-
tiveness of civil orders of protection were also highlighted in detail
in chapter 8. Finally, custody issues as they arise in the context
of intimate partner violence cases were discussed briefly in the
chapter. Readers should be able to answer the following questions
following a review of chapter 8:

• What are three unique differences between the way intimate
partner violence and other cases are handled in the criminal
justice system?

• What factors might make a victim reticent to contact law enforce-
ment to report victimization?

• What are the primary conditions provided by protective orders?
• What are the factors associated with risk of violation of protec-

tive orders?
• What are the four recommended components of a custody

evaluation?
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