Definition of Domestic
Violence:

Domestic violence is a pattern of assaultive and

coercive behaviors, including physical, sexual,

and psychological attacks, as well as economic

coercion, that adults or adolescents use against
their intimate partners.

Domestic violence is not an isolated, individual event, but rather a pattern of
multiple tactics and repeated events. Unlike stranger-to-stranger violence, in
domestic violence the assaults are repeated against the same victim by the same
perpetrator. These assaults occur in different forms: physical, sexual, and
psychological. The pattern may include economic control as well. While physical
assault may occur infrequently, other parts of the pattern may occur daily. One
battering episode builds on past episodes and sets the stage for future episodes. All
tactics of the pattern interact with each other and have profound effects on the
victims.

Domestic violence includes a wide range of coercive behaviors with a wide range
of consequences. some physically injurious and some not; however, all are
psychologically damaging. Some parts of the pattern are clearly chargeable as
crimes in most states (e.g., physical assault, sexual assault, menacing, arson,
kidnapping, harassment), while other battering episodes are not illegal (e.g., name-
calling, interrogating children, denying access to the family automobile, control of
financial resources). While the intervening professional sometimes must attempt
to make sense of one specific incident that resulted in an injury, the victim is
dealing with that one episede in the context of a pattern ot both obvious and subtle
episodes of coercion.2

From “Understanding Domestic Violence: Preparatory Reading for Trainers " by Anne L. Ganlev, PR.D. in
Domestic Viotence-Child Protection Curricrlunt by Susan Schechter, MS W, 1993,




Domestic Violence

Domestic Violence...

Is not caused by alcohol or drugs

Is not caused by anger

Is not caused by stress

Is not caused by the victim’s behavior or by the relationship

About the Victim

Victims of domestic violence can be [ound in all age. racial. sociocconomic.
educational. occupational, religious, sexual orientation and personatity groups
Victims of domestic violence may or may not have been abused as children. or in
previous relationships

Some victims of domeslic violence become very isolated as a result ol the
perpetrators” control over their activities and contacts with friends and tamihy
meinbers

Why Some Victims Stay/and When they Leave

Many women do not stay. No studies have been done to identify the number of women
that have lelt after the [irst abusive incident. All the available data on the subject of
abuse has been gathered {rom women who saw themselves trapped. not from women who
managed to get out. stay out and make new lives for themselves. But many women do

stay.

The reasons for staying in a violent relationship are multiple and vary for each victim.
They include:

a. Fear of the perpetrator’s violence:

b. immeobilization by psychological and physical trauma:

¢. Connection to the perpetrator through his access 1o the children:

d. Nliness (e.g.. HIV. MS) and dependence on the perpetrator for health care:

e. Belief in cultural/family/retigious values that encourage the maintenance ol the
family unit at all costs:

{. Continual hope and belief in the perpetrator’s promises to change and to stop
being violent:



g, Beliel that the perpetrator cannot survive (c.g. duc to illness with AIDS) or
will engage n self-destructive behavior if the vietim leaves:

h. Insufficient funding and rcsources nationwide that result in a lack of shelters
and victim advocacy programs to provide transitional support.

i. lack of real alternatives for ecmployment and financial assistance. especially
for victims with children:

j. Lack of affordable legal assistance necessary o obtain a divorce. custody
order. restraiming order. or protection order:

k. Lack of atfordable housing that would provide safety for the victim and
children:

1. Being told by others that the abuse 1s happening because the vietim is pay.
lesbian. or bisexual and that the abuse would stop if they would ~change:”
and

m. Being told by the perpetrator. counselors. the courts. police. ministers. family
members, or friends. that the violence 1s the victim's tautt. od that the victim
could stop the abuse simply by complving with the perpetrator’s demands. In
these cases. the vietims learn that the svstems with the power to intervene will
not believe them or act to protect them. Thus. the victims are toreed to comply
with the perpetrators in hopes of stopping the abusc.

Vietims use many different strategies to cope with and resist the abuse. Such strategies
include agreeing with the perpetrator’s denial and minimization of the violence in public.
accepting the perpetrator’s promises that it will never happen again, saving that she “still
loves him.™ being unwilling to leave the perpetrator or terminate the relationship. and
doing what he asks.

These strategics may appear to be the result ol passiveness or submission on the part of
the victim, when in reality she has learned that these are somcetimes successiul
approachcs for temporarily avoiding or stopping the violence. Many victims who appear
reluctant to carry out actions that the health care provider believes would protect them
and their children from [urther violence actually have the same goal as the health care
provider: namely. an end to the violence. They simply have different strategies.

Adapled from Improving the Flealth Care Response Lo Domestie Violenee: A Resource Manual lor [icalth Care
Providers by the FFamily Violence Prevention Fund. 1998,
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Domestic Violence

Attitudes Necessary to Work with Battered Women

Support women who have been victimized
Reject stercotyped myths about battering relationships.

Appreciate natural support systems in the community and encourage new support
syslems.

Uintangle burcaucracy for unskilled clients.

Collaboratc with other professionals.

Deal with own fear ol violence.

{Understand how instilutions oppress and reinforee women's vietimization.
Serve as a role model for clients.

Deal with complicated cases.

S Appreciaie the »osh o non-credentiaied paraprotessionals.

Formulate outio. v anger.
Polerate chonts” anger.

Folerate horror stories and terrorizing events.,

Allow client to work through issues without pushing too fast.

Allow clients to return to a violent relationship without becoming anery with them.

Respect and helieve in people’s capacity to change and grow.

From The Baltered Women by Lenore Walker
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OHIO DéMESTIC VIOLENCE NETWORK

O Power & Control

This is called the Power & Control Wheel*. It was developed after many women described
the common tactics their abusers used to control them. At the center of the wheel is the
intention of all the tactics--to establish power and control. Each spoke of the wheel
represents a particular tactic. The rim of the wheel--which gives it strength and holds it
together--is physical abuse. You may or may not identify with each spoke or with the
physical abuse; focus on the parts of the wheel that relate to your situation.

USING COERCION
AND THREATS | INTIMIDATION
Making and/or carrying out | Making you afraid by using
threats to do something to hurt | looks, actions, gestures »
you * threatening to leave you, | smashing things »
to commit suicide, to report | destroying your
u you to welfare » making | property « abusing
SING you drop charges » | pets * displaying EMOTIONAL ABUSE
ECONQMIC ABUSE making you do | weapons. Putting you down » making
Preventing you from illegal things. you feel bad about yourself ¢
getting or keeping a job » making making you think you are crazy *
);?U ask fortmlr?ney * giving you an t playing mind games * humiliating you
allowance = taxing your money * no » making you feel guilty » making false
|etting you know about or have POWER pror?’]iyses to er?d trtlye abuse oggiving

access to family income. AND you false hope.

USING MALE PRIVILEGE CONTRO USING ISOLATION
Treating you like a servant » Controlling what you do, who you
making all the big decisions = see and talk to, what you read,
acting like the “master of the where you go  limiting your
castle” » being the one to USING | MINIMIZING, outside involvement o
CHILDREN | DENYING AND

define men's and using jealousy to
women's roles. Making you feet | BLAMING justify actions.
guilty about the | Making light of the abuse
children » using the | and not taking your
children to relay | concerns about it seri-
messages  using | ously = saying the abuse
visitation to harass you | didn't happen « shifting
« threatening to take the | responsibility for abusive
children away. | behavior « saying you
caused it.

USING

A,
¥Sic,

*Adapted from “The Power & Control
Wheel.” Domestic Abuse Intervention
Project, 206 West Fourth Street,
Duluth, MN 55806; 218-722-4134,

INFORMATION IS POWER!




OHIO DOMESTIC VIOLENCE NETWORK

0 Equality

This is called the Equality Wheel*. It was developed to demonstrate the characteristics of a
relationship based on mutuality, respect, and equality. The rim of the wheel--which gives it
strength and holds it together--is non-violence (emotional and physical).

RON VIOLENCH

NEGOTIATION ANO | NON-THREATENING
FAIRNESS | BEHAVIOR
Seeking mutually satisfying | Talking and acting so
resolutions to conflict» | that you feel safe and
accepting change « being | comfortable expressing
willing to compromise. | yourself and doing
things.

RESPECT

Listening to you
non-judgmentally »
being emotionally affirming
and understanding « valuing
your gpinions.

ECONOMIC
PARTNERSHIP
Making maney decisions
together » making sure both
partners benefit from financial
arrangements,

SHARED RESPONSIBILITY TRUST AND SUPPORT
Mutually agreeing on a fair Supporting your goals in life o
distribution ot work * making respecting your right to your
family decisions together. own feelings, friends,

RESPONSIBLE | HONESTY activities, and
PARENTING | AND opinions.
Sharing parentai | ACCOUNTABILITY
responsibilities * | Accepting responsibility
being a positive non- | for self « acknowledging
violent role model for | past use of violence »
the children. | admitting being wrong =
communicating openly
and truthfully.

NON VIOl-ENCE *Adapted from “The Equality Wheel.”

Domestic Abuse Intervention Project,
206 West Fourth Street,
Duluth, MN 55806, 218-722-4134.

INFORMATION IS POWER!




¢ Understanding Biderman’s

Chart of Coercion

A study was conducted in the 1950s after the release of US prisoners of the Korean War to
learn about their experienees and the behaviors of their captors. Biderman’s Chart of
Coercion was developed from that study and shows the methods used by captors to
brainwash prisoners and force ecompliance. Several decades later, when more was known
about family violence and abuse in relationships, it was recognized that for many people
experiencing abuse the methods appeared to be the same.

This chart was adapted from Biderman’s Chart of Coercion to reflect methods of
brainwashing in an abusive relationship. The second column was taken directly from
Biderman’s Chart of Coercion, and the third column was adapted for abusive
relationships. Parts of this chart may reflect your experience in your relationship.

GENERAL
METHOD

EFFECTS AND
PURPOSES

IN AN ARUSIVE
RELATIONSHIP

ISOLATION

e Deprives victim of all
social support for the
ability to resist.

¢ Develops an intense
concern with self.

¢ Makes victim dependent

upon the interrogator.,

o The abuser deliberately isolates
the partner from friends and family.
e Abuser convinces friends that it is
really the partner who is crazy,
causes problems of the relationship,
or needs help.

MONOPOLIZATION
OF PERCEPTION

e Fixes attention upon

immedtiate predicament;

fosters introspection.
¢ Eliminates stimuli
competing with those
controlled by captor.
¢ Frustrates all actions
not consistent with
compliance.

¢ Her attention becomes focused on
how to keep abuser from becoming
angry and how to avoid problems.

¢ Sabotages or won’t let her work,
attend schools or have interests
outside the home or relationship.

» Makes her responsible for meeting
abuser’s wants and needs.

* Becomes abusive or violent when
she does something abuser doesn’t
want her to do.

INDUCED

DEBILITY;
EXHAUSTION

¢ Weakens physical and
mental ability to resist.

INFORMATION IS POWER!

e Makes her do most or all of the
work at home.

¢ Keeps arguments or assaults going
for hours.

e Won't allow to sleep or interrupts
sleep.
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GENERAL EFFECTS AND IN AN ABUSIVE

METHOD PURPOSES RELATIONSHIP

THREATS » Cultivates anxiety ¢ Abuser makes partner fearful of
and despair. what could happen.

» Makes threats to take children or
not support them, hurt or kill her or
loved ones, damage her reputation,
find her no matter where she goes,
make it so nobody else would want
her, commit suicide.

OCCASIONAL * Provides positive o Abuser may behave like the person
INDULGENCES motivation for she fell in love with, promise or
compliance. appear to change, be loving or
¢ Hinders adjustment supportive, buy gifts, start
to deprivation. counseling, or apologize.
DEMONSTRATION » Suggests futility ¢ Suggests that no matter where she
“OMNIPOTENCE” of resistance. goes, abuser will find her, seems to
know about things she’s done or
conversations she’s had, claims to
have powerful connections.
DEGRADATION e Makes cost of resistance Cails her names, humiliates her in
appear more damaging front of children or others, forces
to self esteem than her to do things which feel
capitulation. degrading to her.
* Reduces prisoner to
“animal level” concerns.
ENFORCEMENT OF ¢ Develops habit e Abusers often require a partner to
TRIVIAL DEMANDS compliance. do something that doesn’t need to

be done or that could easily be
done by the abuser.
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Domestic Violence

Characteristics of a Battered Woman
Long suffering, martyr-like endurance of frustration.

Blatant depressive and/or hysterical symptoms = stress disorders and psy chosomatic
complaints.

[Economic and emotional dependency = subject to depression. high risk for secret drug
and alcohol abuse. home accidents.

Unlimited patience for discovery of “magic combination™ to solve marital and battering
problecms.

Unsure of own ego needs = defines self in terms of familyv. job. etc.

Low self-esteem.

Unrealistic hope that change is imminent = beliel in “promises.”

Gradually increasing social isolation = including loss of contact with own lamils.

Inability to convince partner of loyalty = futilely guards against accusations of’
“seductive” behavior towards others.

Interpretation of confinement or restriction by mate as “caring” and “loving.”

Belief that transient acceptance of violent behavior will ultimately lead to long term
resolution of family problems.

Emotional acceptance of guilt for mate’s behavior = considers own hchavior as the cause.
Generational history of family violence.

Participation in pecking order battering.

Judgment of lethality potential deteriorates over time.

Poor sexual self-image = assumption that role is 10 accept totally partner’s sexual
behavior.

High risk for assault during pregnancy.

Frequent contemplation of suicide.
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O What is Abuse?

DEFINITION--Abuse is a pattern of physically and emotionally violent and coercive
behaviors that one person uses to exercise power and control over another. Abusers may
use verbal insults, emotional abuse, financial deprivation, threats, and/or sexual and
physical violence as a way to dominate their partners and get their way. Here are some
examples of abusive behaviors:

VERBAL ABUSE * quitting or losing jobs
. ye[h'_ng * running up debts
e name calling » sabotaging work or school
¢ threatening to hurt or kill
e degrading women in general SEXUAL ABUSE
e criticizing appearance e constant sexual demands
o belittling accomplishments e forcing unwanted sexual acts
e constant blaming e insisting on unwanted and
uncomfortable touching
EMOTIONAL ABUSE e committing rape or incest
e apologizing and making false promises » forcing sadistic sexual acts
to end the abuse; offering false hope e treating others as sex objects
e isolating from others » making demeaning sexual remarks
o ridiculing, criticizing, blaming o forcing family members to see
e neglecting physical or emotional needs pornographic materials
e ignoring, withholding affection e calling fat, ugly, no good in bed
e abusing pets e wanting sex after abuse
e accusing of affairs e forcing to have sex with others
* monitoring conversations ¢ forcing pregnancy or abortion
e making account for time
e criticizing friends, family PHYSICAL ABUSE
¢ embarrassing in front of others ¢ holding down
¢ undermining authority with children e hair pulling
e constant phone calls e poking, grabbing
* pushing, shoving
FINANCIAL/RESOURCE ABUSE » locking in or out of house
e taking or breaking phone * subjecting to reckless driving
e controlling money/bank accounts e refusing to help when sick or injured
e withholding financial information * kicking, biting
« making account for expenditures * hitting, slapping
e withholding child support * choking, strangling
s destroying property * burning
» taking or disabling car e throwing or hitting with objects
» taking keys/purse » using a knife or gun

INFORMATION IS POWER!



VIOLENCE AGAINST WOMEN
IN THE UNITED STATES

MURDER. Every day four women die in this country as a result of domestic violence,
the euphemism for murders and assaults by husbands and boyfriends. That’s
approximately 1.400 women a year, according to the FBI. 'The number of women who
have been murdered by their intimate partners is greater than the number of soldiers
killed in the Vietnam War.

BATTERING. Although only 572.000 reports of assaults by intimates are officiaily
reported to federal officials each year. the most conservative estimates indicate two or
four million women of all races and classes are battered each vear. At least 170.000 of
those violent incidents are serious enough to require hospitalization, emergency room
care or a doctor’s attention.

SEXUAL ASSAULT. Every year approximately 132.000 women report that they have
been victims of rape or attempted rape. and more than half of them knew their attackers.
IU"s estimated that two to six times that many are raped. but do not report it. Every year
1.2 million women are torcibly raped by their current or former male partners. some more
than once.

THE TARGETS. Women are 10 times more likely than men to be victimized by an
intimate. Young women. women who are separated. divorced or single, low-income
women and African-American women are disproportionately victims of assault and rape.
Domestic violence rates are five times higher among families below poverty levels. and
severe spouse abusc 1s twice as likely to be committed by unemployed men as by those
working full-time. Violent attacks on lesbians and gay men have become two to threc
times more common than they were prior to 1988.

IMPACT ON CHILDREN. Violent juvenile offenders are four times more likely (o
have grown up in homes where they saw violence. Children who witnessed violence at
home are also five times more likely to commit or sutfer violence when they become
adults.

IMPACT ON HEALTH AND SOCIAL SERVICES. Women who are battered have
more than twice the health care needs and costs than those who are never battered.
Approximately 17 percent of pregnant women report having been battered, and the
results include miscarriages, stillbirths and a two (o four times greater likelihood of
bearing a low birth weight baby. Abused women arc disproportionately represented
among the homeless and suicide victims. Victims of domestic violence are being denied
insurance in some stales because they are considered o have a “pre-existing condition.”

11
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LEGISLATION. In 1994, the National Organization of Women. the NOW Legal
Defense and Education Fund. and other organizations tinally secured passage of the
Violence Against Women Act, which provides a record breaking $1.8 billion to address
issues of violence against women.

“Violence Against Women: A National Crime Victimization Survey Report™, U.S.
Department of Justice, Washington, D.C.. January 1994,

“The National Women's Study.” Crime Victims Research and Treatment Center, Medical
University of South Carolina, Charleston. SC 1992,

“Five Issues in American Health,” Amcrican Mcdical Association. Chicago. 1991.

Bulloek. Linda F. and Judith McFarlane. “The Birth Wetght/Battering Conncetion.™
Journal of American Nursing. September 1989.

McFarlane, Judith. et. al. "Assessing for Abuse During Pregnancy.” Journal of the
American Mcdical Association, Junc 17, 1992,

Federal Bureau of Investigation statistics, 1992,

Sheehan. Myra A. “An Interstate Compact on Domestic Violence: What arc the
Advantages?” Juvenile and Family Justice Today. 1993.

Sherman. Lawrence W. et al. Domestic Violence: Experiments and Dilemmas. 1990.

A study of five cities — New Your, Chicago. San Francisco. Boston and Minneapolis — by
the National Gay and Lesbian Task Force, published in 1992,

Information downloaded from http.//now.org/issues/violence/stats. htm]
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W OHIO DOMESTIC &
VIOLENCE NETWORK

The comprehensive resource on domestic violence

4041 North High Street . Suite 406 . Columbus, Ohio 43214

Domestic Violence Statistics

For ycars. the battered women's movement has been challenged by conservative
women's organizations and others about the reliability of domestic violence statistics.
Domestic violence is virtually impossible to mecasure with absolute precision due to the
numerous complications, including the societal stigma that inhibits victims tfrom
disclosing their abuse and the varying definitions of abuse used from study to study. Due
to thesc and other complications, estimates of the number of domestic violence incidents
difter greatly. Advocates should be extremely careful when using statistics, making sure
they are from a reliable source, they are not taken out of context, and they are correctly
cited. False or insupportable statistics can creep into the public dialogue and get used
over and over again, by everyone from reporters to policymakers and advocates. Once an
incorrect statistic is used. it can take on a life of its own. Since journalists requently
scarch old articles for data. an insupportable statistic may be used repeatedly.

The lollowing 1s a fact sheet on domestic violence was prepared by the Family Violence
Prevention Fund and includes citations for each statistic listed. The data here is
supportable and can be used without reservation.

Prevalence of Domestic Violence

e Estimates range from 960,000 incidents of violence against a current or former
spouse, boyfriend, or girlfriend per year (U.S. Department of lustice, “Violence hy
Intimates: Analysis of Data on Crimes by Current or Former Spouses. Boyfriends,
and Girlfriends,” March 1998) to 3.9 million women who are physically abused by
their husbands or live-in partners per year (The Commonwealth Fund, *“First
Comprehensive National Health Survey of American Women,” July 1993).

¢ One out of every four American women (26%) report that they have been physically
abused by a husband or boyfriend at some point in their lives. Thirty percent of
Americans say they know a woman who has been physically abused by her husband
or boyfriend in the past year (Lieberman Research Inc., “Domestic Violence
Advertising campaign Tracking Survey” (Wave IV) Conducted for the Advertising
Council and the Family Violence Prevention Fund, tuly October 1996)

e  Whilc women are less likely than men to be victims of violent crimes overall, women
are five to eigbt times more likely than men to be victimized by an intimate partner
(U.S. Department of Justice, “Violence by Intimates: Analysis of Data on Crimes by
Current or Former Spouses. Boytriends, and Girlfriends,™ March 1998). Office 614 7840023

Information Line 800 934 9840
Fax 614 784 0033

TTY 614 784 0628

Web site ohicdvnerwork.org
e-mail todvn@ee.net
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From 1992-1996, victimization by an intimate accounted for about 21% of the
violence experienced by females. It accounted for about 2% of the violence crime
sustained by males (U.S. Department of justice. “Violence by Intimates™ Analysis of
Data on Crimes by Currcnt or Former Spouses. Boyl(ricnds. and Girlfriends.” March
1998)

Women of all races and Hispanic and non-Hispanic women are about equally
vulnerable to violence by an intimate (Bureau of Justice Statistics. “Violence Agains
Women: Estimates from the Redesigned Survey.” August 1995).

Male violence against women does much more damage than female violence against
men: women are much more likely to be injured than men (Murray A. Straus and
Richard J. Gelles. “Physical Violence in American Familics.” 1990)

The most rapid growth in domestic relations™ caseloads 1s occurring in domestie
violence filings. Between 1993 and 1995, 18 of 32 states with three vear liling
figures reported an increase of 20% or more (“Txamining the Work of State Courts,
1995: A National Perspective from the Court Statistics Project.” National Center lor
the State Courts. 1996). Domestic [lomicides.

In 1996, approximately 1.800 murders were attributed to intimates; ncarly three out of
four of these had a female victim (U.S. Department of Justice. “Violence by
Intimates™ Analysis of Data on Crimes by Current or Former Spouses. Boylriends.
and Girlfriends.” March 1998)

Among all female murder victims in 1995, 26% were known to have been slain by
husbands or boyfriends. Only 3% of the male victims were known to have been slain
by wives or girlfriends (FFederal Bureau of Investigation. “Crime in the United States
1995: Uniform Crimc Reports™). Health issues.

About hall of all female victims of intimate violence report an injury ot some type
and about 20% of them seek medical assistance (“"National Crime Victuimization
Survey,” 1992-96; “Study of Injured Victims of Violence.” 1994)

Thirty-seven percent of women who sought treatment in cmergency rooms for
violence-related injurics in 1994 were tnjured by a current or former spousc.
bovfriend or girlfriend (U.S. Department of Justicc. “Violence Related Injurics
Treated in Hospital Emergency Departments,” August 1997),

Domestic Violence and Youth.

Eight percent of high school age girls said “yes™ when asked if “a boyfriend or date
has ever forced sex against your will” (“The Commonwealth Fund Survey ol the
Heaith of Adolescent Girls,” November 1997).



Forty pereent of teenage girls age 14 to 17 report knowing someonc their age who has
been hit or beaten by a boyfriend (Children Now/Kaiser Permancnte poll. December
1995).

During the 1996-1997 school vear. there was an estimated 4.000 incidents of rape or

other types of sexual assault in public schools across the country (U.S. Department ot

fzducation, “Violence and Discipline Problems in U.S. Public Schools: 1996-19977).
Domestic Violence and Children

Slightly more than halt of female victims of intimate violence live in households with
children under age 12 (LS. Department of Justice. "Violence by Intimates: Analyvsis
of Data on Crimes by Current or Former Spouses. Boytriends. and Girltriends.”
March 1998}

Stalking

Seventy-eight percent of stalking victims arc women. Women are signiticantly more
likely than men (60% and 30%. respectively) to be stalked by intimate partners
(Center for Policy Research. Stalking in America.” July 1997).

Fighty percent of women who are stalked by former husbands arc physically
assaulted by that partner and 30% are sexually assaulted by that partner (Center for
Policy Rescarch. ~Stalking in America.” July 1997).

Speaking Up, Wednesday, October 28, 1998.
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W OHIO DOMESTIC i
VIOLENCE NETWORK

The comprehensive resource on domestic violence

4041 North High Streel . Suite 400 « Columnbus, Ohio 43214

OHIO LAW ON DOMESTIC VIOLENCE
REPORTING REQUIREMENTS (HOSPITALS)

The Ohio Revised Code 2919.25 defines domestic violence as a criminal offense and
allows a person to scek legal relief by filing a petition with the Court. House Bill 335.
passed by the Ohio legislature and signed into law December 1994, requires hospiltals to
adopt proccdures for documentation of domestic violence.

1. Doctors. registered nurses. licensed practical nurses. hospital interns or residents.
social workers. psychologists or counselors who have reasonable cause to belicve
that a patient has been the victim of domestic violence shall record observations
and impressions and the basis ol these impressions in the patient’s chart.

2. llospitals shall adopt protocols for interviewing victims of domestic violence and
accompanying {family members:
a. Patients shall be interviewed privately. separated from family members.
friends or relatives who accompanied them to the hospital.
b. The protocol shall provide for conducting separate interviews with family
or houschold members who accompanied the patient.

rl

3. Whenever possible, photographs should be taken of the injury.

ha

Hospital protocol. policies. and procedures for the (reatment of victims of
domestic violence shall be closely linked to the services and resources of police
departments. the judicial system, and social agencies.

Ohio law does not explicitly require reporting of domestic abuse. Healtheare
providers, with the knowledge of the abused person. may report it to law enforcement
officials. It is important to remember that the abused person is the one who can assess
the danger and relative risk of reporting versus non-reporting. All other requircments
must be observed. such as for gunshot wounds, stabbing. second-degree burns. child
abusc. c¢lder abuse, and abuse of people with disabilities.

Office 614 784 -0023
Information Line 800 -934 0840
Fax 614-784 0033

TTY 6014 784 0628

Web site ohicdvnetwork.org
e-mail todvn@ee.net
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Onio Law
1. Failure to report a crime: ORC 2921.22

A) No person, knowing that a felony has been or is being committed, shall knowingly fail to re-

port such information to law enforcement authorities.

B) No physician, limited practitioner, nurse, or person giving aid to a sick or injured person,

shall negligently fail to report to law enforcement authorities any gunshot or stab wound
treated or observed by him, any serious physical harm to persons that he knows or has rea-
sonable cause to believe resulted from an offense of violence, any second or third degree
burn that was inflicted by an explosion or other incendiary device, or any burn that shows
evidence of having been inflicted in a violent, malicious, or criminal manner.

Definition: ORC 2901.01

A) "Serious physical harm to persons" means any of the following:

(1) Any mental illness or condition of such gravity as would normally require hospitalization
or prolonged psychiatric treatment;

(2) Any physical harm which carries a substantial risk of death;

(3) Any physical harm which involves some permanent incapacity, whether partial or total,
or which involves some temporary, substantial incapacity;

(4) Any physical harm which involves some permanent disfigurement, or which involves
some temporary, serious disfigurement;

(5) Any physical harm which involves acute pain of such duration as to result in substantial
suffering, or which involves any degree of prolonged or intractable pain.

Domestic Violence Training & Protocol Reguirements: Substitute House Bill 335. (Excerpt
from summary prepared by Ohio Domestic Violence Network)

Health care professionals who have reasonable grounds to believe a patient has been a vic-
tim of domestic violence shall note that in the patient's record.

Requires every hospital to adopt protocols for conducting interviews and creating a photo-
graphic record of injuries - when there is reasonable cause to believe domestic violence has
occurred.

Conforms Ohio definition of family members to include domestic violence committed by a
person with whom the victim shares a child in common.

Offense of Domestic Violence: ORC 2919.25

{See attached sheet)
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Section 2921.22

General Assembly: 121
Bill Number: Amended Sub. House Bill 445

Effective Date: 69/03/96

(A) No person, knowing that a felony has been or is being committed, shall knowingly fail to report
such information to law enforcement authonities.

(B) Except for conditions that are within the scope of division (E) of this section, no person who is a
physician, limited practitioner, nurse, or other person giving aid to a sick or injured person shall
negligently fail to report to law enforcement authorities any gunshot or stab wound that the person
treated or observed the physician, limited practitioner, nurse, or person, or any serious physical harm
to persons that the physician, limited practitioner, nurse, or person knows or has reasonable cause to
believe resulted from an offense of violence.

{C) No person who discovers the body or acquires the first knowledge of the death of a person shall
fail to report the death immediately to a physician whom the person knows to be treating the deceased
for a condition from which death at such time would not be unexpected, or to a law enforcement
officer, ambulance service, emergency squad, or the coroner in a political subdivision in which the
body is discovered, the death is believed to have occurred, or knowledge concerning the death is
obtained.

(D) No person shall fail to provide upon request of the person to whom the person a report required
by division (C) of this section was made, or to any law enforcement officer who has reasonable cause
to assert the authority to investigate the circumstances surrounding the death, any facts within the
person's knowledge that may have a bearing on the investigation of the death.

(E)(1) As used in this division, "burn tnjury" means any of the following:
(a) Second or third degree burns;

(b) Any burns to the upper respiratory tract or laryngeal edema due to the inhalation of superheated
air;

{c) Any burn injury or wound that may result in death.

(2) No physician, nurse, or limited practitioner who, outside a hospital, sanitarium, or other medical
facility, attends or treats a person who has sustained a burn injury inflicted by an explosion or other
incendiary device, or that shows evidence of having been inflicted in a violent, malicious, or ¢riminal
manner, shall fail to report the burn injury immediately to the local arson bureau, if there is such a
bureau in the jurisdiction in which the person is attended or treated, or otherwise to local law
enforcement authorities.

(3) No manager, superintendent, or other person in charge of a hospital, sanitarium, or other medical

facility in which a person is attended or treated for any burn injury inflicted by an explosion or other
IR //OIC.AVY, CONVLILC-LY/B00-L YL L/ S0C-4Y4 1 . L4 1L AU=U- 1T



19

incendiary device, or that shows evidence of having been inflicted in a violent, malicious, or criminal
manner, shall fail to report the burn injury immediately to the local arson bureau, if there is such a
bureau in the jurisdiction in which the person is attended or treated, or otherwise to local law
enforcement authorities.

(4) No person who is required to report any burn injury under division (E)(2) or (3) of this section
shall fail to file, within three working days after attending or treating the victim, a written report of the
burn injury with the office of the state fire marshal. The report shall be made on a form provided by
the state fire marshal.

(5) Anyone participating in the making of reports under division (E) of this section or anyone
participating in a judicial proceeding resulting from the reports is immune from any civil or criminal
liability that otherwise might be incurred or imposed as a result of such actions. Notwithstanding
section 4731.22 of the Revised Code, the physician-patient relationship is not a ground for excluding
evidence regarding a person's burn injury or the cause of the burn injury in any judicial proceeding
resulting from a report submitted pursuant to division (E) of this section.

(FX1) Any doctor of medicine or osteopathic medicine, hospital intern or resident, registered or
licensed practical nurse, psychologist, social worker, independent social worker, social work assistant,
professional clinical counselor, or professional counselor who knows or has reasonable cause to
believe that a patient or client has been the victim of domestic violence, as defined in section 3113 31
of the Revised Code, shall note that knowledge or belief and the basis for it in the patient's or client's
records.

ground for excluding any information regarding the report containing the knowledge or belief noted
pursuant to diviston (F)(1) of this section, and the information may be admitted as evidence in
accordance with the Rules of Evidence.

(G) Division (A) or (D) of this section does not require disclosure of information, when any of the
following applies;

(1) The information is privileged by reason of the relationship between attorney and client; doctor and
patient; licensed psychologist or licensed school psychologist and client; member of the clergy, rabbi,
minister, or priest and any person communicating information confidentially to the member of the
clergy clergyman, rabbi, minister, or priest for a religious counseling purpose the of a professional
character of the member of the clergy, rabbi, minister, or priest; husband and wife; or a
communications assistant and those who are a party to a telecommunications relay service call.

(2) The information would tend to incriminate a member of the actor's immediate family.

(3) Disclosure of the information would amount to revealing a news source, privileged under section
2739 04 or 2739.12 of the Revised Code.

(4) Disclosure of the information would amount to disclosure by a member of the ordained clergy of
an organized religious body of a confidential communication made to that member of the clergy the
clergyman in that member's a capacity as a clergyman by a person seeking the aid or counsel of that
member of the clergy.

MUP.AOTCUYY. GOV UUC L DOU-L YL 1id0U-L7 &) L4 11U AU=UD= | Iy
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(5) Disclosure would amount to revealing information acquired by the actor in the course of the
actor's duties in connection with a bona fide program of treatment or services for drug dependent
persons or persons in danger of drug dependence, which program is maintained or conducted by a
hospital, clinic, person, agency, or organization certified pursuant to section 3793.06 of the Revised
Code.

(6) Disclosure would amount to revealing information acquired by the actor in the course of the
actor's duties in connection with a bona fide program for providing counseling services to victims of
crimes that are violations of section 2907.02 or 2907.05 of the Revised Code or to victims of
felonious sexual penetration in violation of former section 2907.12 of the Revised Code. As used in
this division, "counseling services" include services provided in an informal setting by a person who,
by education or experience, is competent to provide such services.

(H) No disclosure of information pursuant to this section gives rise to any liability or recimination for
a breach of privilege or confidence.

(I) Whoever violates division (A) or {B) of this section is guilty of failure to report a crime. Violation
of division (A) of this section is a misdemeanor of the fourth degree. Violation of division (B) of this

section is a misdemeanor of the second degree.

{J) Whoever violates division (C) or (D) of this section 1s guilty of failure to report knowledge of a
death, a misdemeanor of the fourth degree.

(K)(1) Whoever negligently violates division (E) of this section is guilty of a minor misdemeanor.

(2) Whoever knowingly violates division (E) of this section is guilty of a misdemeanor of the second
degree.

Copyright ©, 1995, 1996, 1997, 1998, 1999 4.1°1 Inc.. All Rights Reserved,
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AMA OPPOSES AMA, from page 1 vicims of reported cases. The extent o
which the requirements are supported in
Mandatory Pros and Coas of Mandatory Kenmicky is due o two fciors: the Kentucky
Reporting

Medical
Reporting

Since 1976 a number of states
(e.g., California, Colorado,
Connecdou, Renmucky, New Medco,
Rhode Island and Tennessee) have
passed mandatory requirements that
health workers report domestc vio-
lence injuries, and, in some sttes,
that they report any suspicions of
domestcviolence. Many other saues
are now considering such legisladon,
making it dmely for the American
Medical Assodadon [AMA] to wke
a positon on the issue.

Conflict of Reporting Laws
with AMA Polides

The mandatory medical report-
ing laws of some stares conilict with
AMA policies, By the very namire of
domestc violence, the overwhelm-
ing majority of its victims will be seen
ar least periodically by physicians.
Currently, AMA Policy Compenditmm
515.983(6) (1991) states that *[fJor
competent adul victirs, physicans
must not disclose an abuse diagnosis
W caregivers, spouses or any other
third party without the consent of
the patent.” Similarly, the Council
on Ethical and Judicial Affairs
(CEJA) opinion 2.02 (Current
L thical Opinions} 1ells physicians to
routnely screen padents for physi-
cal, sexual and psvchological abuse,
butnot w disclose the diagnosis for
an adult padent 10 anvone without
the patient’s consent. These posi-
tons can conflict with a physician's
obligation to comply with the law, as
required by the Prinaples of Medical
Eihics.

Ser AMA page 7

Mandatory medical reporting enables
better dam collection and, according to
proponents, improves the safervand care
of patients and assists law enforcement in
holding abusers accounmble. Advocates
for banered women, however, fear that
mandatory reporting further endangers
battered women, and decreases the
chance that they will receive medical care,
in part, because some will be prevented
from seeking care by their abusers.

At least two smires that had mandacwory
medical reporting (Le.. Connecticut and
Rhode Island) have allowed the stacuces
1o expire after finding they conferred litde
henefic The oldest and most successful
program in Kentucky, which has led o
more than 160.000 reports since its adop-
gon in 1978, condnties o be conmoversial,
according to the AMA. with some express-
ing saferyand confidentinlity concerns for

Deparment of Social Services permirs vic-
tims to refuse assistance and the smte’s
shelter system is adequately funded.

Vote to Oppose Medical
Reporting Laws

The AMA recognized that domestic
violence cases have always been difficulr

to prosecute and enforce because many
vicdms are reluctant to tesify and enforce-
ment is difficult across state lines. The
AMA also noted that there is littde evi-
dence 1o support the clhimed achantges
of mandatory medical reporting.
Accordingly. diring its annual meeting
held on June 22-26, 1997, the AMA
House of Delegates adopted the position
that the organization oppose mandatory
medical reportng of competent adult vic-
tims of domestc violence.

Call for Repeal of Existing Laws.
Furthermore, the AMA encouraged states
with such laws to repeal them, especially
any aspects of the laws that might com-
promise victim safety. The AMA
recommended that where laws are enact-
ed, they should: (1) keep victims' identites
anonymous, (2) allow com petenc adule
victims 1o opt otit of any reporting system
that uses idendfiers, (3) provide reports
to public health agencies solely for pur-
poses of smtisticad surveillance, (4) confer
asunset mechanism (so that further leg-
islative action is not needed for the law
to expire) and (3} include an evaluadon
svstem for determining whether the aw
is effectve.

Continue Links to Domestie Violence
Programs. The AMA also recommend-
ed thar it mainmin i relationship with
domestic violence organizations. In addi-
tion. the AMA advised thac the Council
on Ethical und Judicial Affairs reconsider
Opinion 2.02 solely 10 clarifi the conflict
regarding the physician’s reporting oblig-
atons of domestic violence in competent
adult patiens. L
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Editor’s Forward
Mandatory
Medical
Reporting:

Pro and Con

The news that the American
Medical Association decided to
oppose mandaiory medical report-
ing of domestc violence (see "AMA
Opposes Mandatory Medical
Reportng,” 3 D\R 1 (1997)) has
generated two thoughrful respons-
es on mandatory reporting. Given
the AMA's observadon that Ken-

" macky's unique mandatory reporting

program is possibly the nation’s onbv
successful one and cerminly its most
successful one, it is not surprising
that the two responses, one pro and
one con. come from Kentucky: On
page 31, Travis Friwsch, along-ime
domestic violence acdvist in Ken-
tucky, and Kathy Frederich, who
formeriv ran Kentuck's adult pro-
tective senvice prograr, explain how
the mandatory reporing program
in their state works and suggest that
the model can be adopted success-
fully in other sates. Sherry Cuwrrens,
Execudve Director of the Renucky
Domestic Violence Association.
counters with that coalidon’s stong
resenadons. including the fear that
mam women never seek senices 1o
averd mandaton repardng.

1n addidon, “Domestc Violence
in Rural Comnunides.” beginning
on page 60 of this issue. contains
the review of Nei Websdale's bool.
Rura! Woman Beltming and thr Justier
Susimn- An Ervhnograpin, about rural
banenng. I examining Rennicky s
domestic violence resoense. he
fownd hule problem with how
mandaton reporung is working in
Rentucky. ar least compred with

S« EDITORSFORVARD - :

Kentucky Coalition’s Concerns
About Mandatory Reporting

by Sherry Currens

Kentucky's mandatory repordng law, in
effect since 1978, requires any person
having reasonable cause to suspect thatan
adult has suffered abuse or neglect inflict-
ed by a spouse, to report the abuse to the
Deparument for Social Services (DSS).
DSS is then charged with investigating
the report and offering serices to the
vicdm if it finds that abuse has occurred.
Adult vicims may decline services. The
report is also forwarded to local police.

Purposes of Mandatory

Reporting Statute

Mandatory reporting of demnestc vie-
lence was established in Kenrucky almost
tweney vears ago in an effort 1o ensure
that victims of spouse.‘parmer abuse were
aware of the services available 10 assist
thern. This commitment to providing ser-
vices 10 adult vierims of spouse abuse have
allowed Kentucky to focus auendon on
domestic violence as a crime, to raise
awareness about the needs of vicims, and
1o collect dat on the inddence of domes-
dc violence in the Commonwealth. It has
also, in part, been responsible for the
development of a siatewide nework of
regional spouse.’parmer abuse programs.
The Renwcky Domestc Vialence Asso-
ciadon (KDVA), which is the coalidon of

spouse/parmer abuse centers in the Corm-
monwealth, applauds the purpose behind
Kennucky's mandatory reporting startute,
but has both pragmatc and philosophi-
cal concerns about the continued
application of the law.

Problems With Mandatory
Reporting

Contact Places Victims at Risk. KDVA
believes that mandatory reporting unnec-
essarily places victims at risk. Once a

.report of domesgdc violence is made, DSS

is charged with contacting the vicdm to
investgate the allegations of abuse, which
consists of a phone call, letter, or 2 home
visit to the vicim, This contact can be
dangerous when dealing with an abuser
who jealously guards his spouse or part-
ner’s every move. Of the thousands of
reports that are invesigated and sub-
stantated every vear, only a handful of
cases are ever opened by DSS, causing
KDVA 1o believe that the risk involved is
not justfied. The majority of services to
vicim/survivors are provided by Ken-
tucky’s spouse/partner abuse shelers;
Kentucky's spouse /partner abuse pro-
grams sheltered 3,500 women and
children in 1997 and previded advocacy.

Ser AENTUCKY, nest page

EDITOR'S FORWARD, from page 49

the law enforcement. judicial, med-
ical, dlergy, and sodal service agency
Fesporses.

Wanda Mohr, who believes domes-
dc violence data should be collecred
for smusucal purpeses, Urges, on page
54 of this issue, the adopton of new
definidons for reporing and research
as previded by the Nadonal Center
for the Injury Prevendon and Con-
trol, Centers for Disease Conwrol.

These definidons permit more uni-
formity in collecting prevalence dam
on domesnc viclence so that the daa
can be rore efectvely compared.
Also, a review of an article by !
Martha Coulter and Ronald Chez on |
page 39 discusses how women support
mandatory medical reporting of
domestic violence by their doctors |
except when it concerns them.
Finall. the Natonal Research Coun- |
<il has announced its opposition to
mandaiory medical reporing. W
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KENTUCKY, from page 49

counseling, and support services to anoth-
er 14,000 nonresidents.

Editor’s Note: Some time ago DVR was
sent a copy of @ form contaat letter mailed in
1995 presumably to a female victim from a
Kenuude DSS office stating that it had recrived

about the abuse. Shelter workers are con-
cerned that some victims are not coming
1o shellers or asking for assistance because
of the mandatory reporting law. The vic-
tms’ fear of the reportng requirements
is difficult to overcome, even when we
assure victims that they do not have 10
accept services offered by the DSS.

[R Jeporting requirements discourage victims from seeking
help, thus potentially increasing their level of danger:
Victims repeatedly tell shelter staff that they do not want
amryone else to know about the abuse....[S Jome victims are
not coming to shelters or asking for assistance because of

the mandatory reporting law

a report “that you have been a vicim of domes-
tic violence, This agency is prepared to offer
you services if you so desire.” The letler then
gave her a phone number to contact. Fear was
expressed that the abuser might have found the
letter and retalialed against the victim.
Reporting Requirements Discourage
Seeking Help. KDVA is also concerned
that reporung requirements discourage
victims from seeking help, thus poten-
tially increasing their level of danger.
Vicdms repeatedly tell shelter staff that
they do not want anyvone else to know
about the abuse. Many victims say their
abusers have told them that the state will
take their children away if they find out

Likewise, health and mental health
professionals are fearful thar if they report
abuse to the DSS that leads to an invesd-
gadon, the vicdm's batterer will keep the
vicdm from obtaining medical and men-
] health care when needed.

Reporting Impedes Victim’s Rights.
Rentucky's spouse,/parmer abuse sheliers
are philosophically opposed to manda-
tory reportng. It is the shelter’s roie to
support avicdm/sunivor's dedisions, pro-
vide her confidential services, and
advocate on her behalf based on her
choices. Only in very rare simadons do
shellers consider it ethical to ke acdons
that conflict with a vicum's wishes, usual-

Iy only in cases where the vicim is a dan-
ger to herself or others. Yet, the state
routinely requires shelters to ignore con-
fidendalitvand the victm's right to control
access to information about her life,

Less Intrusive Means of
Achieving Goals

If the primarv goal of mandatory report-
ing is to ensure that vicims are aware of
available resources, KDVA believes that
this can best be accomnplished by an exten-
sive public awareness effort. Educating
vicdms abour the availability of senices
offered by regional spouse/parmer abuse
centers and local DSS offices is avalid alter-
nagve 10 mandatory reporting. Sawtory
Taining requirements for professionals
working with vicdms of domesticviolence
are another means of educating nurses,
primary care physicians (including emer-
gency room physicians), prosecutors, and
others as to domestic violence resources.

One of the most devastating conse-
quences of domestic violence is losing
control of vour own life. KDVA believes
that in addidon to safety, one of the most
important roles sheliers can play is help-
ing vicdms regain that power.

Editor's Note: AD'VA Aas roised thrse
concerns in the past uith DSS and the state’s
Attorney General's office.

Sherry Curveny is the Exerutive Drrector of the Ken-
tudky Domestic Vioenor Assocarion, and can be reeched
o PO. Box 356, Frankfort, K3 40602 |
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BARRIERS TO AN EFFECTIVE RESPONSE

Despite the frequency with which battered women present to health practitioners. the abuse itself
often goes unrecognized. There are many reasons that health care providers faii to ask about
domestic violence,

* Providers may be unaware of the prevalence of abuse among women seen in
health care settings.

e Droviders are afraid to ask about domestic violence because it will take too much
time.

e Provider’s own attitudes and misconeeptions about domestic violence. Simply,
providers may not believe that domestic violence occurs among their patients.
This is especially true for patients who are of a similar professional, educational.
religious or cultural background.

e Providers may also know the family of the perpetrator or the perpetrator and
belicve that abuse could not be a part of their lives or that the assailant is
incapabie of violenee.

s Cultural assumptions may be made if the patients™ background ditTers from the
clinicians.

s Providers may be uncomfortable asking about domestic violence because they
view it as a private matter,

e Fear of opening potentially troubling issues. such as awarencss of memories of
abuse 1n their own lives,

» Providers may feel powerlessness, helplessness. and the inability to “fix™ the
sttuation. They may also feel angry at the abuser, anxiety about the woman’s
safety or feclings of sadness and pain in the face of such abuse.

All of these issucs becomce barriers to asking about domestic violence and greatly reducc the
level of care for its victims. The ultimate barrier to addressing domestic violence is when a
woman is reluctant to teil a health care provider about the abuse. When working with victims of
domestic violence there are scveral particular issues that are important to keep in mind, both
when inquiring about abuse and when providing interventions.

Guiding Principles
1. Regarding safety of victims and their children as a priority.

2. Respecting the integrity and authority of each battered woman over her own lifc
choicces.

3. Holding perpetrators responsible for the abuse and for stopping it.
4. Advocating on behalf of victims of domestic violence and their children.,

5. Acknowledging the need to make changes in the bealth care system to improve the
health care response to domestic violence.

Adapted from Improving the Health Care Response (o Domestic Violence: A Resource Manual Tor Elealth Care Providers.
Family Violence Prevention Fund, 1998
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ARE WE PART OF THE PROBLEM?

ESCALATING DANGER

Violating Confidentiality...

Interviewing in front of family.
Telling colleagues issues
discussed in confidence
without her consent.
Calling the police
without her consent.

/ Trivializing
and minimizing
the abuse...

Normalizing
victimization...

Failing to respond to her , ‘
disclosure of abuse. Not taking the danger she feels
Acceptance of inumidation as seriously. Expecting tolerance

normal in relationships. Belief MEDICAL d“‘;to “]‘e _“'-‘ml?er of years in
that abuse is the outcome of non- POWER the relationship or recent
compliance with patriarchy. s illness.

&
82\ a 8] Blaming the victim...
Asking what she did to provoke

Ignoring her need
for safety...

. . the abuse. Focusing on her as
Failing to recognize her sense of Not the problem "why don't you
danger. Being unwilling to : - "
respectin ust leave? why do you
ask "is it sale to go home? P g !

put up with 1t? why dg
her autonomy... you let him do
"Prescribing” divorce, sedative\ that to you?"
medicines, going to a shelter,
couples counseling, or law en-
forcement involvement. Punishing
the patient for not taking your

do you have a place
you could go if

the situation
escalates?

INCREASED ENTRAPMENT

"The Medical Power & Control Wheel"*
Developed by the
Domestic Violence Project, Inc.
6308 8th Ave Kenosha, W1 53143
414 - 656 - 8502

*Modeled after the "Power & Control and Equaiity Wheels”
developed by the Domestic Abuse Intervention Project
206 West4th St Duluth, MIN 55806 218-722-4134
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OR PART OF THE SOLUTION?

EMPOWERNMNENT

Respect Confidentiality...

All discussions must occur in
private, without other family
members present. This is

Promote
access to

Believe &

essential to building trust /  validate her
: and ensuring her .
community safety.g experiences...

services... Listen to her and believe her.

Acknowledge her feelings and
let her know she is not alone.
Many women have similar
experiences.

Know the resources in your
community. Is there a hotline &
shelter for battered women?

ADVOCACY

Help her plan for
future safety...

What has she tried in the past to
keep herself safe? Isit working?

Acknowledge the
Injustice...

The violence perpetrated

Does she have a place to Respec_t her against her is not her fault.
go if she needed No one deserves to
t 9 autonomy. .e be abused.
o escape’

Respect her right to make
decisions in her own life,
when she is ready.

She is the expert in her life.

EMPOWERMENT

"The Advocacy Wheel"*
Developed by the
Domestic Violence Project, Inc.
6308 8th Ave Kenosha W153143
413 - 656 - B502

*Modeled after the "Power & Control and Equality Wheels”
developed by the Domestic Abuse Intervention Project
206 West dth St. Duluth MN 55806 218-722-4134



IDENTIFICATION OF WOMAN ABUSE IN THE MEDICAL SETTING
Factors that should heighten the clinician’s “INDEX OF SUSPICION” regarding a
patient’s possible problems of domestic assault include:

1. Multiple or

Multiple abrasions/contusions to diflerent anatomical sites as well

bi-lateral multiple injuries in various stages of healing should alert service

injuries: providers. There are relatively [ew ways of sustaining such injuries.

Body Map: Many incidents involve injury to the face, neck. chest. breasts or
abdomen. while most aceidents involve the extremities.

Delay of Substantial time delay between time of injury and presentation.

Help-Seeking:

Forced Scexual

Most women are sexually assaulted by a male intimate and many

Encounter: times rape is yet another incident of ongoing physical abuse.

Severity Varies among abused victims. Presentation of medically

of Injury: insignificant trauma to the emergency service may alert personnel
that ongoing assault and impending danger is the real emergeney she
is seeking aid for.

Behavioral A patient who s overly frightened. disoriented or depressed over a

Clues: minor injury: a patient who mmimizes a signilicant injury: a family
member. friend. or spouse nappropriately insists on staying with patient.

OB/GYN: Abused women are more likely to be beaten when pregnant. There
15 also a higher rate of miscarriage among battered women. and scli-
induced. attempted or multiple therapeutic abortions

Trauma This can be the key indicator! Both asking about preyvious injurics

History: and looking at her medical records is important. Records may
indicate repeated visits and injurics.

Suicide Studies show that battering is a trequent precipitant of female

Attempts: suicide attempts, and conversely., women who attempt suicide are
likely to have a history ol domestic violence.

Inconsistent Injuries that don’t go along with a woman’s description of the

Description genesis of the injury. Look at the size and shape of the injury and

of Injuries:

11. Vaguc and

Non-Specific:

determine tf they are consistent with her story.

Including anxicty. depression, sleeplessness, cte. may be indicators
of intrafamilial crisis.

{The above incorporates materials from Wite Abuse in the Medical Seuting by Stark. Fliteraf. et al)
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How to Ask

Clinicians can help decrease a woman's potential discomfort by framing guestions in
ways that let her know that she is not alone. that the provider takes this issue seriously. is
comfortable hearing about the abuse. and that help is availablec.

1. FRAMING QUESTIONS

The following are examples of ways providers can introduce the issuc:

We now know domestic violence 1s a very common problem. About 25% of
women in this country are hurt by their partners. Has that ever happened to you?

Because vielence 1s common in women's lives. 1 now ask every woman in my
practice about domestic violence.

I don’t know if this is a problem for you. but many of the women | sce as patients
are dealing with abusive relationships. Some arc too afraid or uncomfortable to
bring it up themselves. so I've started asking about it routinely.

Some of the lesbians and gay men we see here are hurt by their partners. Docs
your partner ever try to hurt you?

2. INDIRECT QUESTIONS

[n some settings it may be appropriate to start the inquiry with an indirect question belore
proceeding to more dircct questions. The following are examples of this approach:

Have you been under any stress lately? Are you having any problems with your
partner? Do you ever argue or fight? Do the fights ever become physical? Are
you ever afraid? Have you ever gotten hurt?

You mentioned that your partner loses his temper with the children. Can you tell
me more about that? Has he ever hit or threatencd to physically harm you or the
children?

You mentioned that your husband/partner uses alcohol. How does he act when he
is intoxicated? Does his behavior ever frighten you? Does he cver become
violent?

Adapled from Improving the Health Care Response to Domestic Violence. by the
Family Violence Prevention Fund.
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e Like all other couples, gay couples have various ways of solving their conflicts.
ITow do you and your partner deal with conflicts? What happens when you
disagree? What happens when your partner doesn’t get his/her way?

3. DIRECT QUESTIONS

Howcever one initially raises the issue of domestic violence. it is important to include
direct and specific questions:
e [id somcone hurt you? Who was it? Was it your partner/husband?

e Has vour partner or ex-partner ever hit you or physically hurt you? Has he ever
threatened to hurt you or someone close to you?

¢ |'m concerned that vour symptoms may have been caused by someone hurting
yvou. Has someone been hurting you?

e Does your partner ever try to control you by threatening to hurt you or your
tamily?

o Has your partner ever forced you to have sex when vou didn’t want to? Has he
cver refused to practice safe sex?

o Has he/she ever tried to restrict your freedom or keep you from doing things that
were important to you? (such as going to school, working, secing friends or
{amily)?

¢ Does vour partner [requently belittle you. insult you, and blame you?
¢ Do you fecl controlled or isolated by your partner?

¢ Do you ever feel afraid of your partner? Do you feel you are in danger? Is it safc
for you to go home?

¢ Is your partner jealous? Does he frequently accuse vou of infidelity?

If a patient does not acknowledge that the abuse is occurring. but the clinician is still concerned
about abuse, thcre remains a variety of issues which may be discussed. Let her know your
concerns. Sometimes a patient may listen silently, without overtly acknowledging what is being
said. In this case it 1s still helpful to offer some information about abuse. Make sure to provide
the patient with a referral sheet or phone number with the understanding that the patient may not
take the information. If this occurs, document that the referrals were made and your concerns in
the medical record.
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Mental Health Assessment

Psychiatric problems. including severe depression. panic disorders, psychosis,
suicidal ideation or substance abuse, may hinder a battered woman’s ability to asscss her
situation or take appropriate action. When serious psychiatric conditions are present. an
appropriate plan inctudes psychiatric evaluation and treatment.

On the other hand. emotional. behavioral and cognitive responses (o abuse can be
misinterpreted as psychiatric in origin,. When working with victims of domestic violence.
ask yourself the following questions:

* Arc psychiatric symploms and substance abuse secondary to battering”
Will they be resolved once she’s safe?

s Doces she need specific mental health and/or substance abuse treatment 1n
the meantime to help her cope. make decisions. or lcave?

* Does she have a psychiatric disorder/substance abuse problem in addition
to being abused? Docs this increase her vulnerability and limit available
services”

e Does she need additional assistance in order to access community services
and to be safc?

Whenever possible. try 1o refer to a mental health provider knowledgeable and sensitive
to abuse-related issues. Remember (o be very careful about assigning a psychiatric
diagnosis as your records can be subpoenaed and uscd against the victim in court.
Clearly document the abuse. its relationship to her psychiatric symptoms and the efforts
she has made to protect herself and her children.

Fixample

A 23-ycar-old woman was brought to the D by her mother. She was acutely psychotic.
[ler mother told the psychiatrist on call that she thought her daughter’s state was related
to how her boytriend was (reating her. The patient has no prior psychiatric history and
was not using any drugs. She was hospitalized and treated with antipsychotic and
anxiolytic medication. As her thinking became more coherent, she described repeated
episodes of physical abuse, sexual coercion and controlling and threatening behavior on
the part of her boyfriend. After supportive intcrventions. she was able to access resources
{or herself and her small children. and was able to cail police and have him evicted when
he threatened her again.

Adapted from Improving the Health Care Response to Domestic Violence, by the
Family Violence Prevention Fund.
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A 55-year-old came to the emergency department at 2:30 to 3:00 every afternoon
tfor three weeks. She had a variety of vague complaints, but no significant
physical {indings. Usually she left the emergency department abruptly at 4 p.m.
whether the evaluation was complete or not. The emergency department staft
considered her to be a “crock.™ Finally. a medical resident new to the emergency
department obtlained her history of domestic violence. The woman's husband. a
prominent executive, had battered her tor years. He also kept close surveillance
of her activities by calling her at home every 3 hours. She would be beaten
severcly if she failed to answer the phone.

Chief Complaint/History of Present Illness

If a patient is being scen for an injury or other symptom related to an acute
battering event, ask in detail about what happened. Ask specifically:

* When did this abusive episode start?

+ Who inflicted the injuries, and whether there have been prior incidents?

o Ask the patient to describe both current and prior patterns of abuse.

¢ Ask il'the abuse is increasing in frequency or severity. if there is a history of
alcohol or drug use, and it weapons are involved.

Follow-up by recording the chief complaint and detail the specific descriptions of the
abuse, including the identity of the perpetrator. his or her relationship and access to the
paticnt and the time, date and location of the abusive episodes. Use the vietim’s own
words in quotes when possible. For example. "My husband hit me with a bat™ is better
than “Patient has been battered.”™ Also, use neutral language. such as “Mrs. Smith
says...” rather than “the patient alleges.™

Do not include information that is extraneous to the medical facts. Examples include
statements such as “It was my fault he hit me because...” or I deserved to be hit because
| was...”
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Suicide and Homicide Assessment

Assessing a woman’s safety before a discharge from the health care setting also
includes assessing for potential suicide or homicide on her part. All battered women
should be asked about suicidal ideation. A woman should be asked directly if she is
thinking of harming herself or someone else. Assess by asking direct questions:

¢ Have you ever felt so bad that vou didn"t want to go on living?
s Havc you ever thought about killing yoursell?
e Have you thought about how you would do it?

s Do you have a gun, pills. poison. a car (whatever patient mentioned in the
above question)?

¢ Have you ever attempted suicide in the past?

If there is a significant risk of suicide. the patient should be kept sale at least until an
emergency psychiatric evaluation can be obtained. It is also important to know that some
women will say things such as *I wish he would die™ or “I"d rcally like to kill him.”
expressing anger rather than genuine intent to kill. Asking if she teels she would ever act
on those feelings can help clarify both the immediate risk and the severity ol her
entrapment.

o Explain that you cannot let her go while she is at risk of committting
homicide; inform her about the need for a psychiatric evaluation and
keeping her safe. Let her know about the duty to warn and discuss ways
to keep her safe.

o Tell her that sometimes women fecl homicidal when they feel they have
no other options but that resources arc available and you will help her to
access them.

o Sec if she is willing to see a psychiatrist voluntarily. Utilize available
security if she won’t. If she does have the explicit intent to kill, you are
obligated to warn the intendcd victim.

Adapted from Improving the Health Care Response to Domestie Violence, by the
Family Violence Prevention Fund.
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Addressing Immediate Safety Needs

It is important to insure that a person who has been battered is safe in the clinical
setting. If there appears to be an immediate threat from the abuser, notify security
outlining the potential risk. Questions to consider include:

e Is thc victim’s partner here now or likely to return?

¢ What would she like to do if her partner tries to leave the health care setting?
¢ Does she want you to call security or the police?

e Docs she want to leave with her pariner?

e Does she want to keep hidden and then find a shelter?

¢ Doces she need to call someone to pick up her children?

¢ Does she have an order of protection? If so, does she want the abuser arrested if
he shows up?

o Does she think it would be better to go home with him at this time?

¢ Docs she need to be home by a certain time in order to avoid further abuse? If so,
try to expedite the evaluation, but at a minimum make sure she receives referral
numbers for domestic violence advocacy resources.

In a hospital prenatal clinic a Pakistani woman was waiting with her husband to
be secn. At one point her husband punched her in the face. The resident was
outraged and wanted to rush out and tell him this kind of behavior would not be
tolerated. The attending physician, realizing the woman would probably have to
return home with her husband, suggested she be seen alone so they could find
out how she felt about the abuse. discuss her options and ask her what she
thought would be most helpful.
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VIOLENCE NETWORK

The comprehensive resource an domestic violence

4041 North High Street . Suite 400 . Columbus, Chio 43214

Domestic Violence Assessment

How do you and your partner make decisions in your family?

Does your partner think it is his responsibility only or docs he say some
subjects are not open to discussion?

How are responsibilitics of child-rearing and household duties shared”?

Who makes the financial decisions for your tamily? Do vou have access (o
financial information?

Does vour partner feel abandoned if you spend time with friends or family?

Docs vour partner accuse you of not being supportive enough or loving
enough?

Does your partner criticize vou constantly? About your cooking. cleaning.
childcare. or constantly correcting you?

Docs your partner worry when you're late or get mad when you're late?
Who makes the rules in your family?
What happens when you don’t follow these rules?

When you are with friends or famtly. are you on pins and needles because you
are worried about how your partner will treat you or act in public?

Does vour partner withdraw into silence or refuse to speak to you?

Does vour partner threaten to call social services and say vou're an unfit
mother?

Is your partner jealous or accuse vou of secing other men?

Does vour partner blame you for losing his job? His drinking? Ilis adultery?
ilis temper?
Office 614 784 0023
Information Line 800 934 9840
Fax 614 734 0033
TTY 614 784 0628
Web site ohiodvnetwork.org

Does vour partner scare you when he’s angry?

e-mail todvn@ee, net
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Does your partner drive recklessly when he’s angry?
Does your partner throw things around and break things when he's angry?

Does your partner destroy or threaten to destroy your favorite things (clothes.
pictures. cte.)?

Does vour partner deprive you of sleep?
Do your arguments end in name-calling. pushing. shoving or slapping?

Docs your partner threaten to hurt you or the children when vou have
arguments?

Does your partner threaten to hurt himsel{?

Has your partner ever not lct you leave the house? If ves. under what
circumstance?

Has your partner made you late for work. school or other appointments?
Does your partner use alcohol excessively? What happens when he does?
Who is your support system?

Has your partner ever threatened you with a wcapon?

Have you ever been frightened of your partner?

Developed by the Ohio Domestic Violence Network



