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Community menial bhealth centers
are becoming increasingly involved
in the delivery of services to victims
and perpetrators of domestic vio-
lence, To belp centers plan a domes-
tic violence program and address
the visk of liability in treating
clients who may be dangerous, the
authors suggest principles to guide
clinical decisions, standards for
service delivery, and siandards for
staff development., Domestic vio-
lence is clearly defined as eriminal
bebavior, In treatment, cessation of
violence takes priority over family
reunification and resolution of is-
sues between victim and per-
petrator. Decisions about accepting
a perpetrator in treatment should
be made by the treatment provider,
even if treatment is mandated by
the court. Suggestions for reducing
the burden of domestic viclence
cases on individual clinicians in-
cude using treatment teams, es-
tablishing guidelines for maxi-
mum caselpads, and encouraging
mixed caseloads. CMHCs bhave an
important role in a comprebensive
approach to domestic violence that
fncludes a wide array of services
and careful coordination among
dagencies that provide them.

-Ms. Jordan is administrator for
the sexual and domestic violence
rogram of the Kentucky Depart-
ent for Mental Health and Men-
.tal Retardation Services, 275 East
-Main Street, Frankfort, Kentucky
621. Mr. Walker is director of
:the Bluegrass East Comprehen-
ve Care Center in Lexington,

Guidelines for Handling

Domestic Violence Cases in

Community Mental Health Centers

Historically, few community mental
health centers (CMHCs) have devel-
oped specialized clinical programs
for victims and perpetrators of
domestic violence. Administrators
and clinicians have been reluctant to
become involved in what they saw as
a criminal justice problem or to ex-
pand services to perpetrators who are
fesistant to treatment.

In the past ten years, however, re-
search, clinical experience, and ad-
vocacy by experts on domestic vio-
lence have stimulated CMHCs to ad-
dress the effects of these crimes. Jus-
tification for increased involvement
of CMHCs includes documentation
of the psychological impact of vic-
timization and a growing under-
standing of the psychological vari-

- ables associated with perpetrators’

behavior.

The serious psychological impact
of domestic violence has been amply
documented in the literature. Walk-
er (1) reported that battered women
have a rate of depression twice that of
the general population of women.
Stark (2) estimated that 26 percent of
women who attempt suicide and 30
percent of fernale aleoholics ate bat-
teted women. Carmen and associates
(3) found that 43 percent of in-
patients had confirmed histories of
physical or sexual abuse or both. Of
these patients, 51 percent were vic-
timized by a spouse or former spouse.

Rose and colleagues (4) reported
that 67 percent of intensive case
management clients had a history of
both physical and sexual abuse. Ina
study of psychiatric inpatients, Post
and associates (5) found that 48 per-
cent of the patients reported a history
of relationships in which battering
occurred and 27 percent reported
having inflicted violence on a domes-
tic partner,
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Studies of perpetrators have found
small percentages of major mental
illness, although affective, cognirive,
and interpersonal dysfunction is
prominent (6,7). Perpetrators of
domestic violence are likely to have
childhood histories of physical and
sexual abuse (8) and to have wit-
nessed violence between parents (1,
9); to have a history of substance
abuse (10-12}, suicidality (10), and
depression (13); and to show evi-
dence of personality disorders (14).

Although research has docu-
mented that victims and perpetra-
tots of abuse are present in clinical
populations, client records reveal
that a history of abuse is rarely de-
tected. In a study of mental health
intake procedures, twice the number
of clients disclosed abuse in response
to a structured interview that in-
cluded questions about victimiza-
tion than in response to a standard
intake interview (15). A study of out-
patients found that 68 percent had
experienced major physical or sexual
assaults or both, but that 71 petcent
of those patients had never before
disclosed the experience of abuse toa
clinician (16).

Lack of detection of patients’ his-
toty of abuse may have significant
implications for CMHC staff, who
tun the risk of treating symptoms
without addressing one of the major
causes of the individual’s emotional
problems. Saunders and associates
(15) suggested that early knowledge
of a client’s history of criminal vic-
timization allows clinicians to con-
duct a thorough assessment of the
patient’s victimization in addition to
othet forms of evaluation, place
presenting problems in the context
of a history of victimization, make a
mote accurate diagnosis, and deliver
appropriate treatment more rapidly.

147




Given the current copstraints on the
size of caseloads at many CMHCs,
early identification of an appropriate
course of treatment for patients with
a history of domestic violence is not
only ethically sound but efficient.

This paper discusses community
mental health centers’ role in a com-
prehensive approach to domestic vio-
lence cases and suggests guidelines
for establishing values on which to
base clinical decisions, standards for
program policies and treatment mo-
dalities, and standards for scaff devel-
opment,

Liability issues

Clinicians ate increasingly raising
concerns about their liability in
providing services to dangerous per-
sons. Data released by the Bureau of

Justice Statistics make clear the dan-

gerousness of domestic violence. A
total of 16.5 percent of murders
occur within the family, and three of
four women who are killed are mur-
dered by domestic partners (17).
Fifty-eight percent of spousal as-
saults result in visible physical injury
to the victim (18). Seventy-five per-
cent of spousal assaults occur at the
point of separation or divorce (18), a
time when family members often
seck assistance from mental health
care providers or are mandated by a
court to participate in treatment.
Clinicians must be alert to the pos-
sibility that the person in treacment
at this time of crisis may be in danger
or may present a danger to other fam-
ily members.

The Tarasoff decision of 1976 set
the precedent that clinicians have a
duty to protect identifiable victims
when clients make specific threats ro
harm those petsons (19-21). Clini-
cians are also exposed to liability if
they fail to ask clients questions
about the existence of violence {20).
Thus CMHC staff can reduce their
risk of liability by identifying pa-
tients who are victims or perpetra-
tors of domestic violence among the
persons they treat and by making an
accurate assessment of lethaliey or
dangerousness ptresented by each
case. Based on this assessment, ap-
propriate treatment strategies, as
outlined in this paper, may be used
and strategies that increase danger-
ousness may be avoided.
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The proposals outlined in this
paper in one sense constitute a plan
for reducing liability because they
recommend thorough diagnosis and
relevant, appropriate treatment that
differs somewhat from traditional
clinical practice. To provide treat-
ment that more effectively attends to
issues affecting clients and to reduce
risk of liability, CMHCs are encour-
aged to establish formal protocols
and programs for addressing the
needs of victims rather than to rely
on the judgment of individual clini-
cians.

A multiagency approach
Bartered women's shelters, histori-
cally working in isolation from other
community services, provided inter-
vention and a broad range of services
in cases of domestic violence and laid
the foundation for future program
development. In the past decade, ser-
vice delivery has evolved from the
isolated efforts of shelters to reflect
responses by many different types of
professionals.

The key to an effective communi-
ty response to domestic violence is a
comprehensive approach integrating
the services of a wide range of agen-
cies. Close cooperation between
these agencies is essential, Some ser-
vices, such as legal intervention, are
provided by only one agency, such as
local law enforcement. Other ser-
vices, such as crisis counseling, may
be available from several sources, in-
cluding CMHCs, private mental
health practitioners, shelters for
abused spouses, and the state depart-
ment of social services.

Five kinds of services are needed
in the community to address cases of
domestic violence. They are consul-
tation, education, and preventive
services; crisis care; counseling and
clinical services; support services;
and residential services. First, ac-
tivities in the area of consultation,
education, and prevention include
staff training and development,
community-based and school-based
education and prevention programs,
interagency coordination and plan-
ning, and organization of a network
of community volunteers. Second,
crisis care services include 24-hour
hotlines, crisis counseling, evalua-
tion and screening of victims and
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perpetrators, psychiatric hospitaliza-
tion, detoxification, medical ser-
vices, transportation, police inter-
vention, protective services,. and
short-term protective shelter.

The third type of services needed
—counseling and clinical services—
includes diagnosis and evaluation;
treatment  planning; individual,
couples, and family counseling; and
separate group counseling for vic-
tims and perpetrators. Support ser-
vices, the fourth type, include in-
home crisis intervention and family
stabilization; legal intervention
through the police, courts, and cor-
rectional system; and medical and
legal advocacy. Additional support
services include respite care, case
management, follow-up services,
self-help groups, and separate sup-
port groups for victims and per-
petratots.

Fifth, residential services inclade
protective shelter for victims, resi-
dential treatment for perpetrators,
therapeutic foster care, group homes,
drop-in shelters for children, transi-
tional living arrangements, halfway
houses for paroled offenders, psychi-
atric facilicies, and halfway houses
and 30-day residential treacment set-
tings for substance abusers.

Developing services

in mental health centers
CMHCs should address the issue of
domestic violence in two ways. First,
specialized services targeted for vic-
tims or perpetrators of domestic vio-
lence should be developed. Second,
the capacity to address domestic vio-
lence through existing services
should be enhanced. For example,
CMHCs may not need to develop a
specialized crisis hotline for domes-
tic violence because this service is
routinely offered by spouse abuse
shelters. However, clinicians who
staff 24-hour mental health crisis
hotlines in CMHCs should be
trained to intervene approptiately in
cases of domestic violence.

Before creating specialized ser-
vices for domestic viclence, the
CMHC shoeuld develop standatds of
care to guide clinical practice. Stan-
dards guide staff in developing clini-
cal programming, help emphasize
the need for high-quality care, and
address risk of liability. Three types

Hospital and Community Psychiatry




* of standards are needed. The first
cype is value standards, which de-
lineate principles that consistently
underlie clinicians’ work with vio-
lent families. Program standards, the
second type, direct the mode of treat-
ment and intervention. Human re-
sources standards, the third type,
guide recruitment, training, and re-
tention of staff.

Value standards. Value standards
provide the basis for clinical deci-
sions. Given the significance of
values as an organizing influence in
daily practice, it is important for staff
to articulate and routinely re-ex-
amine theit value base and that of the
CMHC’s program for addressing
domestic violence. We suggest that
CMHCs' value standards should in-
corporate the following principles:

® Domestic violence is clearly
criminal behavior.

® The primary goal of treatment
for perpetrators of domestic violence
is the cessation of physical, sexual,
and psychological violence and the
safety of victims and other family
members who may have witnessed
violence against the viccim, This goal
takes priority over reunification of
the family or resolution of issues in
relationships among family mem-
bes.

® Perpetrators of domestic vio-
lence are accountable for their violent
behaviot.

® Theunderlying theme of treat-
ment services for victims is em-
powerment and a progression to
“survivorship.” This process involves
tecovery from abuse-driven self-
blame, learned helplessness, and
other effects of domestic violence.
Empowerment includes clarifying
that victims cannot control and are
not responsible for the violent behav-
ior of perpetrators.

® The safety of clinicians who
provide services in cases of domestic
violence is a high priority through-
out assessment and treatment.

® Setrvices to victims and per-
petrators are less effective if the agen-
cies providing the services work in
isolation from each other. A commu-
nity response rather than a single-
agency response is essential.

® Because domestic violence
cases include dangerous and trau-
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matic content, these cases should be
handled by a treatment team rather
than a single clinician. The case dis-
cussion and support offered by the
treatment team protect clinicians
from the emotional impact of provid-
ing trauma-related care and help en-
sure that lethality issues are con-
stantly addressed by the primary cli-
nician.

Program standards. Program
standards guide delivery of services
to victims and perpetrators. We rec-
ommend developing a specialized
domestic violence program within
the CMHC that most appropriately
falls under the auspices of mental
health or forensic services. In agen-
cies without a specialized programy,
these standards may be implemented
by generalist mental health clini-
cians. The program standards sug-
gested below address policies, assess-
ment and treatment modalities, and
a structure for court-mandated ser-
vices for perpetrators.

® The program should develop
written procedures for reporting
child abuse as specified by state law
and for warning intended victims of
violence when threats are made by
program clients.

® ‘The needs of child witnesses of
domestic violence should be ad-
dressed through direct services or
formal referral agreements with
other agencies.

® Clients’ rates of program drop-
out, dismissal, and program comple-
tion should be measured. Ganley (22)
strongly suppotts evaluation of treat-
ment programs for perpetrators of
domestic violence.

® The program should adopt

- guidelines for maximum caseloads

for clinicians. Both victims and per-
petrators should be included in
caseloads to help clinicians maintain
a balanced clinical perspective, but a
victim and a perpetrator who havea
relationship should not be treated by
the same clinician.

® Couples and family therapy
should not be started until the per-
petrator, through participation in a
treatment program, acknowledges
responsibility for the violence and
takes steps to control violent behav-
ior that are verified by the victim.
Services for families and couples
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should not begin until at least six or
eight months after the perpetrator’s
violent behavior has stopped.

® Although services for per-
petrators should be mandated by the
court, services for victims should be
voluntary, The only exception to this
principle is that services may be man-
dated for a victim who suffers from a
mental illness and is 2 danger to self
or others or fora victim who is unable
to provide self-care.

® Services for victims should be-
gin with an assessment of the client’s
safety, the safety of children in the
home, and the immediate medical
needs of both the client and the chil-
dren. Factors affecting the client’s
safety should be reviewed periodic-
ally throughout treatment.

® Services for perpetrators
should begin with an evaluation of
mental status and an assessment of
the risk and dangerousness of the
perpetratot’s behavior. The clinician
should take a complete psychosocial
and psychiatric history and a history
of violence in current and past rela-
tionships and should include in the
record information about the per-
petrator’s criminal history, including
the police report associared with the’
most recent episode of violence. The
clinician should determine if the per-
petrator has a history of chemical
abuse or dependence and should as-
sess the perpetrator’s amenability to
treatment. Bach of these factors have
been associated with dangercusness
in perpetrators (22). Thorough as-
sessments such as these have been
recommended by several authors
(8,10}. Victims who are willing to be
interviewed should be asked for col-
lateral information to verify che dis-
closures of the perpetrator.

® Services provided to perpe-
trators should be specifically aimed
at addressing the problem of violence
and should address cognitive, behav-
ioral, and emotional processes.

® Treatment modalities used
with perpetrators should include in-
dividual and group therapy and psy-
choeducational groups. The effec-
tiveness of the group modality with
this population has been docu-
mented (7,22). If groups are provid-
ed, concurrent groups for pattners of

the perpetrators should be oftered by
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the program or coordinated with
other agencies providing services to
victims.

® The program should docu-
ment evidence of significant in-
creases in the perpetrator’s lethality
or dangerousness. The need for con-
tinuing assessment of risk is sup-
ported by the life-threatening nature
of some battering behavior (22). The
program should establish procedures
for alerting the victim and law en-
forcement officials when threats are
made by the perpetrator or when the
safety of the victim is a concern.

® DPerpetrators entering treat-
ment should sign a concrace that re-
quires ctheir attendance, partici-
pation, and payment for services and
should sign a statement thac they
will cease violence. Contracts should
include permission for a broad release
of information to allow clinicians to
contact the victim and others who
would provide essential information
or who have a legitimate need to be
informed of the perpetrator’s pro-
gress in treatrnent.

® A perpetratot’s entty into
court-rmandated treatment should be
predicated on a guilty plea or follow
an adjudication of guilt.

® The treatment provider should
evaluate a perpetratar who is referred
for court-mandated creatment before
deciding to accept the perpetrator
into treatment. The final authority to
admit or reject any perpetrator
should remain with the agency that
provides treatrment. Some criceria for
ineligibility include a history of
violent felony offenses, alcohol or
drug dependency, active psychosis or
significant organic mental impair-
ment, continued unwillingness to
accept responsibility for violence,
and previous dismissal from the pro-
gram.

® Programs that provide court-
mandated treatment should send
regular reports of the perpetrator’s
course of trearment to the court and
the prosecutor,

® Programs providing court-
mandated treatment should desig-
nate a minimum number of sessions
for program completion. A treat-
ment course of one two-hour session
per week for 16 weeks or its equiva-
lent is recommended. Guidelines for
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dismissal from the creatment pro-
gram include serious recidivism into
violence or any recidivism into vio-
lence that is not self-reporred; failure
to attend scheduled appointments,
participate actively in groups, or
complete assignments; and failure to
pay for treatment services in accord-
ance with the fee schedule of the
agency.

® The court-mandated program

CMHC administrative
officers and medical
directors should

attain the same level

of expertise about
domestic violence

issues as they have

in other areas of
community mental health.

must operationally define comple-
tion of the program to include objec-
tive measures of acquired knowledge
related to issues discussed in treat-
ment.

Human resource standards
Human resource standards should
address staffing requirements at all
levels of the CMHC’s domestic vio-
lence program. Domestic violence
services constitute a program spe-
cialty comparable to other major
specialties in mental health and
should be recognized as a major
priority by the highest levels of man-
agement, Chief administrative of-
ficers and medical directors should
attain the same level of expertise
about domestic violence issues as
they have in other areas of communi-
ty mental health. Additional recom-
mendations in the areas of manage-
ment, recruitment and retention of
staff; training; and clinical super-
vision are as follows:

Management. The board of di-
rectors of the CMHC should endorse
the agency’s commitment to provid-
ing domestic violence services.
Sound risk management calls for ap-
proval of program design and poli-
cies at the board level. The medical
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director’s training about domestic
violence should be updated reguiarly
so that he or she is prepared to exert a
meaningful influence on treatment,
as recommended in the American
Psychiatric Association’ guidelines
for practice in CMHCs (23).

The domestic violence program
should be managed by a well-
trained, experienced clinician with
an advanced degree. The breadth of
clinical disorders encountered in
these programs, as well as the stresses
experienced by staff, tax the skill of
even well-qualified clinical leaders.
The director’s primary assignment
and interest should be in the domes-
tic violence program. A director who
must divide time between several
unrelated programs may neglect
vital aspects of design and manage-
ment for the domestic violence pro-
gram.

Recruitment. Staff of the pro-
gram should have at least a master’s
degree in a mental health field. Some
research has shown that professionals
who have a family systems perspec-
tive may be less likely to identify
abuse and less accurate in assessing
the level of dangerousness that the
abuse presented to the client (24).
Programs that experience difficulty
recruiting staff with existing special-
ized training should screen for ap-
plicants who have philesophical
biases congruent with those of the
agency.

Retention. Staff turnover can be
detrimental to the content and pro-
cess of programs for perpetrators that
have a limited duration. Services for
victims are also affected and may be
terminated prematurely if the rela-
tionship wich the treating clinician
is interrupted. Steps should be taken
to minimize staff curnover whenever
possible. Staff of domestic violence
programs are roucinely exposed to
stories of trauma and may experience
vicarious traumatization, with its at-
tendant manifestations of depression
and a grim attitude (25). Mode! pro-
grams for debriefing staff members
who have experienced a critical inci-
dent or who have been assaulted may
be useful in addressing traumatiza-
tion (26).

Managers can help clinicians re-
duce burnout by encouraging them

Hospital and Community Psychiatry




to vary caseloads to include clients
from more benign environments.
Except in extreme circumstances,
this option should be presented as a
choice for clinicians rather than an
obligation. Program administrators
should maintain open communi-
cation with staff of domestic violence
programs as part of risk management
and support for the difficult deci-
sions that must be made.

Training. All new clinical staff in
the program should receive training
that specifically addresses issues in
domestic violence. The staff should
receive continuing education at least
once a year because research in this
area is constantly modifying the un-
derstanding of abuse. Staff should
also receive training in related fields,
including substance abuse.

Clinical supervision. Because
domestic violence cases often involve
a wide spectrum of disorders, case-
oriented supervision is vital to sound
program management. Both routine
and crisis-oriented supervision must
be provided. Cross-disciplinary su-
pervision helps further treatment
team building (27). Arranging su-
pervision from outside the program
hierarchy may facilitate input from
other specialties and help correct the
tendency toward stagnhation.

The CMHC's psychiatrists should
be trained in domestic violence is-
sues and should be available for psy-
chiatric evaluations and psycho-
pharmacology consults. Having a
psychiatrist involved in a domestic
violence case helps reduce risk of
liability in most centers.

Conclusions

CMHC:s are increasingly becoming
involved in the delivery of services to
victims and perpetrators of domestic
violence. Whether the increased
focus results from recognition of the
psychological impact of the crime,
understanding of the increased vul-
nerability of mentally ill persons to
victimization, concerns about liabil-
ity associated with treating danger-
ous persons, or a commitment to
respond to community needs, pro-
gram planning in this area must at-
tend to the challenge of developing
services that are sensitive to individ-
ual clients while underscoring to the
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community an intolerance of the
crime itself.

CMHCs have an important role in
providing some of the many services
needed to address domestic violence
and in carefully coordinating these
services with those offered by other
community agencies. To fulfill this
role, CMHCs must have human re-
source development plans that are
sensitive to the responsibilities as-
sumed by clinical staff in domestic
violence programs.
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