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Ex̂ naysayers 
now applaud 
police unit 
'87 case changed t̂i 
toward MrrdJy violence 
By Stepliferi Power 
Sta/f Wriier <5 The Mlas Morning N̂ws 

Dallas police used to Iwttle Jona­
than Vickery in court Now they send 
him clients. 

The president of Legal Services of 
North Texas — who once accused po­
lice of neglecting battered women — 
says his offlce gets about half its do­
mestic violence cases in Dallas 
through police referrals. 

"We used to hear firsthand alx)Ut 
the department's unresponsiveness," 
said Mr. Vickery. whose agency repre­
sents people who otherwise could not 
afford legal help. "! dont want to use 
tbe word 'rampant,* but it was too 
common an occurrence. — We 
haveni heard that kind of complaint 
in years." 

A decade after a federal lawsuit 
transformed city policies toward do­
mestic violence, Dallas police are 
marking the 10th anniversary of their 
family-violence unit. And some of 
their closest allies are former adver­
saries such as Mr. Vickery. 

Each month, attomeys from Mr. 
Vickery's office visit a local women's 
shelter with a Dallas police detective 
Hie officers show women how to file 
criminal charges, obtain protective or­
ders, seek child support or divorce an 
abuser. Police also hand out dozens of 
"blue cards" each day to victims that 
advise the women of their rights and 
where to go for shelter, food or legal 
help. 

Although such assistance has be­
come routine, former pohce critics say 
it's easy to forget how far the depart­
ment has come. 

In 1987, it took a court-approved 
settlement to force the city to form a 
family-violence unit Four women had 
accused poUce of ignoring their pleas 
for help when they had been bealen 
by men with whom they lived. One 
victim even was arrested for disorder­
ly conduct because she fought back 
against her abuser. 

"It wasnt that we didn't care, we 
just didnt know any better," said Sgt 
Oies WiUiams of the family-violence 
Please see FORMER on Page 39A. 



rormer critics applaud police familyviolence 

unit, changes made since '87 settlement 

Continaed from Page 37A. 
unit "It became really easy for officers' 
to take a handsoff attitude." 

The number of family-violence 
murders in Dallas has fallen from 25 
In 1988 to 15 In 1996, according to 
Police Department records. Last year, 
a $197.000 federal grant allowed the 
unit to launch a two-man family-vio­
lence fugitive team. The team, which 
hunts people wanted for abusing 
someone during a family fight, has 
made 318 arrests since September 1996 
involving 611 offenses. The depart­
ment also has increased domestic vio­
lence training for its patrol officers, 
who handle most calls. 

Although police often arrest wom­
en for family-violence charges, most 
offenders are men, some with a histo­
ry of abusing or stalking women. 

ID December 1995, a 28-year-old par­
alegal was shot to death on a west Oak 
Oiff highway by aa ax-boyfrieud who 
had assaulted and stalked her for 
months. Don Juan Wallace was con­
victed of murder and sentenced to 75 
years in prison. 

The following June, a 30-year-old 
man beat and stabbed to death a for­
mer girlfriend at bar Red Dird-arca 
apartment, then drove to another for­
mer girlfriend's home in Irving and 
killed her in front cf her 4-year-old 
daughter. Both women had filed stalk­
ing reports with pohce, but each time 
the suspect fled before officers ar­
rived. 

"WeVe had failures, and we take 
them very seriously," Sgt Williams 
said. "But for every one of those, there 
are himdreds of cases that dont make 

"It wasn't that we didn't 
care, we just didn't know 

any better. It became 
really easy for officers to 

take a hands-off 
attitude." 

— Sgt. Ches Williams, 
police familyviolence unit 

the front page because the system has 
opened the door for people to get out 
of an abusive relationship." 

Local shelter officials say women 
are more likely to seek help if their 
first experience with police is positive. 

"When they do odl, they find the 
system Is really there to help them," 
said Jan Langbein, executive director 
of Genesis Women's iShelter. " I know a 
woman who ripped up one of those 
blue cards and threw It in the officer's 
face because the abuser was sitting 
right there. But she held onto the part 
of the card that had the number for 
the shelter, and she kept it In the 
lining of her shoe. 

"Six months later, she was in that 
shelter. She was ahve because a pohce 
officer did what he was supposed to 
do." 

After the settiement with the city, 
Mr. Vickery said, pohce initially ar­
rested victims as well as assailants if 
they had reason to believe both par­
ties had committed a crime. The de­

partment has since modified its poli­
cies to focus on the "primary 
aggressor." 

I f neither side has incurred an 
Injury', it's very difficult for pohce to 
know who's telling the truth," Mr. 
Vickery said. "But it's not nearly the 
problem it was in the aftermath of the 
consent decree." 

Police and prosecutors say the 
county has helped keep offenders off 
the streets by creating a domestic vio­
lence court which processed 2.400 
cases in its first year. A decade ago, the 
count)' averaged about SOO domestic 
vloleiice cases a year, officials said. 

Mr. Vickery said city officials ulti­
mately embraced refonn because they 
"realized the seriousness of the prob­
lem." It didnt hurt his cause that the 
settiement called for only $4,000 in 
damages for the plaintiffs. 

"Initially, I was surprised by how 
receptive tiiey were, but I shouldnt 
have been." be said, "^e Important 
thing was to have a settiement they 
would believe in and that would suc­
ceed. And that's what's happened." 



.a jauiv xo-xo rAA juy jazy DOJ OJP Otil-A 

Throughout America, millions of children are exposed to violence in what should be the 
safest part of their environment - their homes, their schools, and their neighborhoods Research 
has shown that children who are exposed to violence and maltreatment are more likely to suffer 
from depression, anxiety, post traumatic stress, increased anger, lower academic achievement and 
mcreased Ukehhood of alcohol and drug abuse. In addition, children who experience violence' 
either as victims or witnesses, are at mcreased risk of becoming violent themselves. The majority 
of children who are exposed to violence are never treated. 

In an anempt to address these issues, the New Haven Department of PoUce Services and 
the Child Study Center at the Yale University School of Medicine developed the Child 
Development - Community Policing program, which brings together police officers and mental 
health professionals to provide each other with traimng, consultation, and support, and to provide 
direct, mterdisciplinary intervention to children who are victims, witnesses or even perpetrators of 
violent crime. The Yale-New Haven project became a successfiil national model that was fimded 
by the Office of Juvenile Justice and Delinquency Prevention (OJJDP), and was subsequently 
repUcated under an OJJDP grant to four cities: Buffalo, New York; Chariotte, North Carolina; 
Nashville, Tennessee; and Portland. Oregon. 

The positive results of these projects suggest that fimding and expansion of such a 
collaborative approach to addressing the needs of children exposed to violence is worthy of 
DOJ's contiimed support. 



DRAFT 3-06-99 

Provision Administration 
Bill 

Conyers -
H.R. 357 

Biden - S. 51 Hatch - S. 245 

Expanded Definition of DV yes yes 

STOP Grants yes; reauth for 5 
years 
(S301)(188.75, 
such sums) 

yes — reauth for 5 
years 

yes - reauth only 
for 3 years (184, 
185, 186M) 

yes -reauth only 
for 3 years 

Role of the Courts: courts as eligible STOP 
Grantees 

yes (S302) yes (S102) 

National Domestic Violence Hotline yes (S307) yes -reauth for 5 
years 

yes -reauth only 
for 3 years 

yes -reauth only 
for 3 years 

Battered Women's Shelters yes -reauth for 5 
years 

yes-reauth only for 
3 years 

yes-reauth only for 
3 years 

Grants for Community' Initiatives yes -reauth for 5 
years 

yes -reauth only 
for 3 years 

yes -reauth only 
for 3 years 

Education & Training for Judges yes yes -reauth only 
for 3 years 

Grants to Encourage Arrests yes (S303); reauth 
for 5 years (25M, 
such sums) 

yes yes -reauth only 
for 3 years(64, 65, 
66M) 

yes - reauth only 
for 3 years 

Rural DV & Child Abuse yes (S304); reauth 
for 5 years (25M, 
such sums) 

yes yes (S108) -reauth 
only for 3 years 
(34, 35, 36M) 

yes -reauth only 
for 3 years 



DRAFT 3-06-99 

Provision Administration 
Bill 

Conyers -
H.R. 357 

Biden - S. 51 Hatch - S. 245 

National Stalker & DV Reduction yes yes -reauth only 
for 3 years 

yes -reauth only 
for 3 years 

Federal Victims' Counselors yes yes -reauth only 
for 3 years 

yes -reauth only 
for 3 years 

Runaway & Homeless Youth yes yes -reauth only 
for 3 years 

yes- reauth only 
for 3 years 

Victims of Child Abuse Programs yes yes -reauth only 
for 3 years 

yes -reauth only 
for 3 years 

Safe Havens for Children yes yes -reauth only 
for 3 years 

Date Rape Drug Rescheduling yes yes -more limited 
version 

should try to add: Access to Safet}' and 
Advocacy for Victims of Sexual Assault (Legal 
services): makes grants available to enhance 
safety and justice for victims of sexual violence 
through access to the justice system and 
improved legal advocacy and representation 
(Title III, Subtitle G) 

yes (S305) Civil 
Legal Assistance: 
AG makes grants 
to address civil 
legal assistance 
needs 

yes (similar to 
Civil Legal 
Assistance Grant 
in Admin bill & 
Biden bill) 

yes-same as Admin 
bill) S201 



DRAFT 3-06-99 

Provision Administration 
Bill 

Conyers -
H.R. 357 

Biden - S. 51 Hatch - S. 245 

VAW Prevention in Schools: grants to school 
systems to develop, modify, and implement 
policies and programs in elementary', middle, 
and secondary schools which address domestic 
violence, sexual assault, and stalking (Title 11, 
Subtitle B) 

yes (S306): similar 
program under the 
Higher Education 
Act ~ grants to 
reduce violent 
crimes against 
women on campus 

yes yes -more limited 
version/lower 
funding; only thru 
2002 

should try to add: Family Safety: amends the 
criminal component of the Parental 
Kidnapping Prevention Act (PKPA) to provide 
defenses in domestic violence and child sexual 
assualt cases; amends the civil full faith and 
credit provisions of PKPA to include domestic 
violence, child sexual assault and stalking as 
factors in determining what state has 
jurisdciton of a custody case (Title II , Subtitle 
C) 

yes yes - more limited 
version 



DRAFT 3-06-99 

Provision Administration Conyers - Biden - S. 51 Hatch - S. 245 
Bill H.R. 357 

Battered Immigrant Women: allows for 
adjustment of status for VAWA self-
petitioners; prevents changes in abuser's status 
from undermining victim's petitions; provides 
for numerous waivers and exceptions to 
inadmissibility for VAWA eligible applicants; 
improves access to VAWA for battered 
immigrant women whose spouse is a member 
of the armed force; allows for discretionary 
waivers for good moral character 
determininations; removes public charge for 
VAWA applicants; gives VAWA applicants 
access to work authorization; allows VAWA 
applicants access to food stamps, housing and 
legal services; trains judges, immigration 
officials, armed forces supervisors and police 
on VAWA immigration provisions 

yes (310) yes yes -more limited 
version 

yes -very limited 
version 

Underserved Populations Definition yes 

Title VII. Violence Against Women and the 
Workplace 

Clearinghouse -DV/SA/Workplace yes yes -only through 
2002 

Victims' Employment Rights Act yes 

Workplace Tax Credit yes 



DRAFT 3-06-99 

Provision Administration Conyers - Biden - S. 51 Hatch - S. 245 
Bill H.R. 357 

Should try to add: Battered Women's 
Employment Protection: ensures eligibility for 
unemployment compensation to women 
separated fî om their jobs due to circumstances 
directly resulting fi"om domestic violence; 
requires employers who already provide leave 
to employees to allow employees to use that 
leave for the purpose of dealing vvith domestic 
violence and its aftemath; allows women to use 
their family and medical leave or existing leave 
under State law or a private benefits program 
to deal with domestic abuse, including going to 
the doctor for domestic violence injuries, 
seeking legal remedies, including court 
appearances, seeking orders of protection or 
meeting with a lawyer; provides for training of 
personnel involved in assessing unemployment 
claims based on domestic violence 

yes yes; more limited 
version 

Education and Trainine Grants on VAW ves yes; lower fiinding; 
only through 2002 

Should try to add: Rape Prevention 
Education 

ves yes; more limited 
version; lower 
funding; only 
through 2002 

Standards/Trainina for SA Exams yes yes 

Should try to add: Hate Crimes Prevention yes yes 



DRAFT 3-06-99 

Provision Administration Conyers - Biden - S. 51 Hatch - S. 245 
Bill H.R. 357 

Should try to add: DV Victims' Housing: 
amends the McKinney Homeless Assistance 
Act to make funding available for transistional 
housing services for domestic violence victims, 
including rental assistance for battered women 
seeking to establish pemianent housing 
(Section IV, Subtitle A) 

yes 

Should try to add: Full Faith and Credit 
(tribal parts): clarifies VAWA's full faith and 
credit provisions to ensure meaningftil 
enforcement by States and Tribes; provides 
grants to States and Tribes to improve 
enforcement and record keeping; reduces 
Byme grants to law enforcement for failure to 
comply with the 1994 VAWA's fijll faith and 
credit provisions with significant safeguards to 
allow law enforcement to come into 
compliance before a penalty is assessed 
(Section IV, Subtitle B) 

yes yes; more limited 
version; no 
funding 

yes; more limited 
version; no 
ftinding 

DV Insurance Protection yes yes; enforcement 
only if states fail to 



DRAFT 3-06-99 

Provision Administration 
Bill 

Conyers -
H.R. 357 

Biden - S. 51 Hatch - S. 245 

Should try to add: Access to Safety and 
Advocacy for Victims of Domestic Violence; 
issues grants to provide legal assistance, lay 
advocacy and referral services to victims of 
domestic violence who have inadequate access 
to sufficient financial resources for appropriate 
legal assistance; includes set-aside for tribes 
(Section IV, Subtitle F) 

SEE S305 above? yes yes; very limited 
version; only 
through 2002 

Amendments to Insterstate Stalking yes(S308) yes yes (Sl 10) yes 

Protections for Victims of Trafficking yes (S309) 

Disclosure under Child Support Program yes 

Older Women's Protection yes yes 

Protection for Disabled Women yes yes; more limited 
version; lower 
ftinding;only 
through 2002 

yes; more limited 
version; lower 
ftinding 

Title V. Violence Against Women in the 
Military System 

Civilian Jurisdiction for Sexual Assault and 
Domestic Violence 

yes yes; more limited 
version 

Transistional Compensation yes yes; more limited 
version 



DRAFT 3-06-99 

Provision Administration 
Bill 

Conyers -
H.R. 357 

Biden - S. 51 Hatch - S. 245 

Training for Health Professionals yes yes 

Research on VAW yes yes; morelimited; 
lower funding 

Child Custody Resolution yes 

Child Welfare Worker Training yes 

Child Abuse Accountability yes 

Sexual Assault in Prisons: directs the Attomey 
General to establish guidelines regarding the 
prevention of custodial sexual misconduct in 
prisons; prhibits individuals who have been 
convicted of or found civilly liable for sexual 
misconduct fi-om becoming correctional staff; 
criminalizes sexual conduct between 
correctional staff and prisoners (Title III, 
Subtitle D) 

we have a 
provision 
(modified 
Conyers) 

yes 

Summit on Sports and Violence 

"No Guns for Drunks:" adds Intoxication to the 
list of grounds for prohibiting sale of firearms 
(Title IV, Subtitle E) 

yes 

Workers' Compensation yes 
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Provision Administration Conyers - Biden - S. 51 Hatch - S. 245 
Bill H.R. 357 



TO: 

FROM: 

RE: 

DATE: 

MEMORANDUM 

TOM FREEDMAN, MARY L. SMITH 

DREW HANSEN 

COORDINATED COMMUNITV RESPONSES TO DOMESTIC^ 
vrqLEi 

AUGUST 19,1997 

SUMMARY 

In October 1996, the Urban Institute released a report called "Coordinated Community 
Responses to Domestic Violence in Six Communities: Beyond the Justice System." The thesis 
ofthe report is that many agencies involved with domestic violence have turned to "coordinated 
responses, involving the criminal justice system, shelters, health care providers (the AMA 
estimates that 20'6J'5^of)\-omen in emergency room visits were victims of domestic violence), 
child protective services, the clergy, substance abuse treatment centers, the business community, 
and offender rehabilitation programs. This is a brief summary of some ofthe highlights ofthe 
report. 

COMMUNITY CASE STUDIES 

Baltimore. A Domestic Violence Coordinated Committee was established in 
1985 with representatives from the criminal justice system and shelters. Two area 
hospitals and a local program serving pregnant mothers and their children have 
developed screening and intervention protocol for domestic violence victims. 

Kansas City. Several agency-supported projects focus on coordinated responses 
to domestic violence, including Project Assist (legal services), special domestic 
violence units in the police department and prosecutor's offices, consolidated 
dockets in local courts, and a Domestic Violence Network (the area's si.\ shelters). 
A local hospital has an emergency room referral and advocacy program for 
victims of domestic violence, and a program called the "Phoenix Project" 
provides services for battered women and their children. 

Carlton County, MN. Two groups. Rural Women's Advocates and Mending the 
Sacred Hoop, provide coordinated services to this largely rural area. The informal 
social networks and lack of bureaucracy in the area facilitate their responses. 

North St. Louis County, MN: The Iron Uange. A group called Range 
Women's Advocates provides service, advocacy, educalion, and a one-slop center 
for complaints about the system. A local Family Violence Council involves all of 
the relevant agencies, including schools, social services, nnd the health care 



MEMORANDUM 

TO: TOM FREEDMAN, MARY L. SMITH 

FROM: DREW HANSEN 

RE: CRIME VICTIMS' EMPLOYMENT NON-DISCRIMINATION ACT 

DATE: AUGUST 21, 1997 

CURRENT LAW 

Several states have provisions that forbid employers from taking adverse action against employees 
who have been victims of crime and must participate in the criminal justice process during 
working hours. States having such a law include: Arkansas, Colorado, Connecticut, Delaware, 
Indiana, Iowa, Massachusetts, Michigan, Minnesota, Missouri, Montana, and Vermont. The 
exact language of the statute and the penalties prescribed vary from state to state (copies ofthe 
Connecticut, Iowa, and Indiana statutes are attached.) In addition, the proposed 1992 Uniform 
Victims of Crime Act has a provision similar to most existing state statutes on the issue 
(attached). 

No state or federal law explicitly protects crime victims from other adverse action which may 
result from their experiences and status as crime victims. 

PROPOSED LEGISLATION 

The proposed bill (attached) creates protections from employment discrimination for victims of 
crime. The general rule is that "An employer shall not take or threaten to take any adverse action 
against any employee who is or has been a victim of crime based upon that employee's status, 
experience, or condition as a victim of crime." 

• "Adverse action" includes actions such as demotion or suspension, dismissal, or refusal to 
hire, as well as a more general "failure to make a reasonable accommodation ofthe 
victim's health and safety needs arising from the offense." This "reasonable 
accommodation" is defined as potentially including job restructuring, allowing the affected 
employee to take part-time or modified work, and installing locks or other protections at 
the work place. 

• The bill specifically excludes adverse job action for participation in criminal justice or civil 
proceedings. 

• The provisions ofthe bill are to be enforced by liability for damages equal to the amount 
of wages, etc. lost, as well as punitive damages and equitable relief The DOJ can bring a 
civil action to recover the damages. 



The protections of the bill go into effect even if the crime involved does not result in 
criminal prosecution. 

Defenses to liability are provided in case the employer's compliance would result in threats 
to other employees, impairment of essential job functions, or undue hardship to the 
employer's business. 



CMME VtCTIMS* EMPLOYMENT NON-DISCRIMINATION ACT 

Sec. 1: Short Title 

This bill may be cited as the "Crime Victims* Employment Non-discrimination Act." 

Sec. 2: Elndlngs and Fuxpoaes 

(a). Findings. Congress finds tbat-

(1) Violent crime has a substantial impact on interstate commerce, jtas impact is 

well-documented and includes the foUowing: 

(A) According to the National Institute of Justice, crime costs an estimated. 

S4S0 billion annually in.medical expenses, lost earnings, social service costs, pain, sufSering, 

and reduced quality of life for victims, all of which harm our nation's productivity and drain 

our nation's resources. Violent crime accoums for $426 billion of this amount. 

(C) Sape exacts the highest costs-per-victim of any criminal offense, at an 

estimated total of S127 billion per year. In 1992, an estimated 607,000 rapes and sexual 

assaults occurxed in the United States. Other violent offenses take unacceptably high tolls on 

the economy as well, inicluding assault ($93 billion), murder ($71 billion), drunk driving 

(excluding fatalities) ($61 billion), and child abuse ($56 billion); 

(D) Violence ia the leading cause of injury to women in the United States, and 

in the workplace, homicide is the leading cause of death to womeii; [* wOl get more figures 

documenting crime and costs against other groups and Its impact on the workplace] 

(E) Violent crime results in wage losses equivalent to 1 percent of all 

American eamings; 

(F) Violent crime causes 3 percent of the nation's medical spending and 14 

\ 
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percent of injury-related medical spending; 

CEO Employers pay nearly $S billion annually to cover the cost of crimes 

against employees and their families; 

(2) In addition to the impact of crime on the economy as a whole, victims and their 

families suffer from crime and its effects on a daily basis: 

(A) Domestic crime against adults accounts for approximately 15 percent of 

• total crime costs in the United States each year, 

(B) Between 1987-1990, people and households in the United States faced 

ropie than 49 million crime attempts annually, including more than 16 milliori violent crimes; 

(3) American workers who have been victims of crime too often suffer; adverse 

consequences in the worlqilace as a result of their expeiiences as crime victims. Crime 

victims are particularly vulnerable to changes in employment, pay, and benefits as a result of 

their victimization, and are flierefore in need of legal protection: 

(A) Nearly 50% of rape victims lose their employment or are forced to quit 

their jobs following the crime; 

(B) One-quarter of battered women surveyed have bst a job due in part to the 

effects of domestic violence, and over half were harassed by their abusers at work; 

[add other studies and cases: from yictSms' groups] 

(4) Only twelve States have enacted statutes forbidding employers from taking adverse 

action against employees who have been victims of crime and must participate in the criminal 

justice process during working hours. No state eacplicitty protects crime victims from other 

adverse action which may result ftom tiieir experiences and status as crime victims; and 
\ 
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(5) Existing Federal law does notexplidtiy protect crime victims from retaliation, 

discharge, or otiier penalties in tbe worl̂ lace which may result from tiieir experiences and 

status as crime victims. 

(b) Purposes. Pursuant to tiie affirmative power of Congress to enact tiiia Act under 

section 5 of ttie Fourteentii Amendment to ttie Constitiition, as well as under clause 3, section 

8 of Article I of tiie Constitution, tiie purposes of this Act arep-

(1) to promote the national interest in ensuring tiiat crime victims can. recover from 

the effects of crime and participate in tiie criminal justice process witiiout fear of adverse 

econoimc consequences from their employers; 

(2) to minimize the negative impact on interstate commerce from dislocations of 

employees and decreases in productivity that may arise when employees are victimized by 

crime; 

(3) to promote tiie purposes of tiie Fourteentii Amendment by protecting tiie rights of 

victims of crime and by furtiiering tiic right of crime victims to employment free from equal 

protection and due process violations; 

(4) to accomplish tiie purposes set fortii in subsections (I), (2), and .(3) of tiiis section 

in a manner tiiat accommodates tfie legitimate interests of employers and protects tiie safety 

of all of tiiose in tiie workplace. 

Sec. 3: Discrimination 

(a) General rule: An employer shall not take or tiireaten to take any adverse job 

action against any employee who is or has been a victim of crime based upon tiiat 
\ 
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employee's status, experience, or condition as a victim of crime, 

(b) Definitions: For ttie purposes of this Act: 

(1) an "employer" includes any person acting directiy or indirectiy in tiie interest of 

an employer in relation to an employee, and includes a public agency, but does not include 

any labor organization (other than when acting as an employer) or anyone acting in the 

capacity of officer or agent of such labor organization. 

(2) "Employ" includes to suffer or permit to work for wages, benefits, ot otiier 

compensation. 

(3) an "employee" means any person employed by an employer. This term includes 

full- or part-time persons employed for a fixed time period, temporary or leased basis, 

independent contractors, and persons participating in work assignments as a condition of 

receipt of state or federal wel&re benefits. 

(4) "victim of crime* includes any employee whom an employer knows or has reason 

to know has been the target of an act or series of acts that would constitute a crime under 

applicable Stale or Federal penal law, or that would form tiie basis for obtaining an Order of 

Protection under applicable State or local law. This term also includes those employees 

against whom threats to commit such criminal offenses have been made, provided the 

employer knows or has reason to know tiiat such threats have occurred. Evidence that such 

incidents were reported to the employer, by the alleged victim or by any other employee, 

shall create a presumption that the employer knows that the employee has been a "victim of 

crime" imder this subsection. 

(5) "adverse job action" means any action adversely affecting the employment status, 

aiOSaALVVAWWAWASVNaMraC.DFr July 7. i m (S:03pa) 



wages, or benefits payable to ttie victim, including: 

(A) demotion cr suspension; 

(B) dismissal firom employment; 

(C) refusal to hire; 

(D) involuntary transfers; 

(B) failure to make a reasonable accommodation of the victim's health and 

safety needs arising from the offense; and 

(F) loss of pay or benefits. This provision shall iiot interfere witii lawful 

employiiint policies pioviding for unpaid leave, except where state or federal law or tiie 

employer's existing leave policies provide for paid leave or continued benefits, tiiat can 

lawfully be exercised to attend court proceedings or otiier activities rdlabed to the criminal 

offense. 

(6) "based upon" tiie employee's stams, condition, or ejq»erience as a crime victim 

means any action affecting tiie terms or conditions of employment, as defined in part (b)(4) 

of tius section, which would not have been made in tiie absence of ttie employee's- status, 

condition, or experience as a crime victim, and which does not qualify for tiie exemptions 

. allowed by Section .6 of this Act. 

(̂ •*«asonable.accommodation" may include-

(A) job restructuring, part-time or modified woric schedules, or reassignment 

to a vacant position or to anotiier department or facility witii equivalent wages and benefits. 

. if necessary to protect tiie healtti or safety of tiie crime victim, 

(B) making adjustments to existing facilities, for cKample, installing locks or 
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alarms, which are necessary to protect tiie safety of the crime victim and otiiers in the 

worlcplace. 

(8) "undue hardship" means an action requiring significant difficulty or opense, or 

any action that would be unduly costiy, extensive, substantial, or disruptive, or that would 

fundamentally alter tiie nature of operation of tiie business, when considered in light of tiie 

foUowing factors-

(A) the nature and cost of the accommodation needed under' this chaster; 

(B) tiie overall financial resources of tiie employer; tiie number of persons 

employed at the facility; the effect on expenses and resources, or the impact otherwise of 

such accommodation upon tiie operation of tiie facility; and 

(C) the relationship between the seriousness- of tiie crime and injuries suffered 

by the employee, or threatened to be made against the employee, and the proposed 

accommodation. In cases where the employee is a victim of domestic violence, the empbyer 

shall take into account the fact that incidents of domestic violence frequentiy escalate in 

seriousness, and tiiat threats against tiie employee may result in violence. 

(c) Construction. 

(1) No dlsqpialiflcation for daUure to prosecnte: An employee who otiierwise meets 

the definition of "crime victim" under part (b)(3) of this section shall not be disqualified 

from this Act's protections if the crime alleged doea not result in ciiminal prosecution or 

conviction of tiie perpetrator, provided tiie employer's actions otiierwise fall within tiie 

prohibitions of this Act. 

(2) No limitation to victims of workplace crimes: A crime victim shall be digible 
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for the protections of tiiis Act regardless of the location of the crime or .threats to commit 

crime which have been perpetrated against the employee. 

(3) No adverse Job action for participation In criminal Justice or dvU proceedings: 

It shall be unlawful under this section to take an adverse job action against an employee who 

has been a victim of crime because that employee was absent from work to testify in a 

criminal or civil proceeding or to assist in the prq)aration of a criminal or civil proceeding 

arising from the offense, and tiiat testimony or pr̂ aration could not be made outside tiie 

employee's regular working hours. An employee who seeks protection from adverse job 

actions-under tills subsection must provide tiie employer witii a minimum of twenty-four (24) 

hours notice prior to any such absences, and should make all good-fidtii efforts to provide as 

much notice as possible. 

Sec. 4: Enforcement 

(a) Civil.action by employees 

(1) Liability: Any employer who violates the provisions of this Act shall be liable to 

any eligible employee affected for-

(A) damages equal to the amount of any wages, salary, employment benefits, 

or otiier compensation denied or lost to such employee by reason of the violation, and any 

interest on tiiat amount calculated at the prevailing rate; and 

(B) any punitive damages, up to three times tiie amount of actual damages 

sustained, as the finder of fact shall deem appropriate; and 

(C) equitable relief as tiie court may deem appropriate, including employment, 

\ 
I 

a:\I£aAUVAW\VAWA3WONDISC.PFr Jnfy 7, 1997 OlOipt̂  7 



xtinstatement, transfer, promotion̂  and adoption of policies to prevent future violations. 

(b) Action by Departinent of Justice: Hie Department of Tustice may bring a civil 

action in any court of competent jurisdiction to recover tiie damages described in subsection 

(a)(1) of ttiis section. 

(c) Exclusivity of Remedies: These remedies shall be the exclusive remedies • 

applicable to a claim tmder this titie, unless after such daim arises the dalmant voluntarily 

enters into an agreement to resolve the daim tiirough arbitration or anotiier procedure. 

Section S: Attomey's fees. Section 722 of tiie Bevised Statutes (42 U.S.C.fi 1988) is 

amended in tiie last sentence-[add language to effect fpfhnlral amendment] 

Sec.6i Defenses 

(a) Extraordinary threats to workplace safety: It may be a defense to liability under 

tiiis Act if an adverse job action was necessary to proted the safety of an employee or ottier 

persons at ttie place of employment; provided, to qualify for ttus exception, an employer 

must prove: 

(1) That tiie employer took all reasonable steps to proted tiie safety of tiie 

crime victim and otiiers at tiie worlplace which, if successfiil, would not have required tiie 

adverse job action; and 

(2) No less detrimental action was reasonably possible without endangering the 

safety of tiie employee or others at tiie workplace. 

(b) Essential Job fimdlons impaired: It may be a defense to liability under titis Ad 
\ 
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if, despite reasonable accommodation by the employer, the employee's experience as a crime 

victim has left the employee unable to perfonn tiie essential functions of the employee's job. 

For purposes of tills chapter, consideration shall be given to tiie employer's judgment as to 

what functions of a job are essentiaL 

(c) Undue hardship: It may be a defense to liability under this Act if the employer 

can demonstrate tiiat reasonably accommodating ttie healtii and safety of ttie dime victim 

would impose an undue hardship on the qperation of the business of the employer. To 

qualify for this exemption, an employer shall make good fiaith efforts to implement tiie 

employee's proposals for such reasonable accommodations. 

(d) Restoration to position. An employee who is lawfully discharged, transferred, 

or suspended under subsection (a) of tius section shall be entitied to restoration to tiie 

employee's former position provided the conditions necessitating the change in employment 

no Longer persist, and provided ttiat restoration does not constitute an undue burden. The 

employee shall be entitled— 

(1) to be restored by the employer to the position of empbyment held by the 

employee when the discharge, transfer, or suspension commenced; or 

(2) to be restored to an equivalent position with equivalent employment 

benefits, pay, and other terms and conditions of ernployment. 

(c) Burden of Proof: Once an eraptoyee establishes tiiat an employer took an adverse 

job action against tiie employee after it knew or had reason to know tiiat tiie employee had 

been a victim of crime, it shall be tiie employer's burden to prove: 

(1) tiiat tiie adverse job action was not based upon tiie employee's states, 

\ 
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condition, or experience as a.victim of crime; or 

(2) tiiat tiie employer's actions fall witiiin tiie defenses allowed by Section 6 of 

tills Act 

\ 
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GENERAL STATUTES OF CONNECTICUT 

*THIS DOCUMENT IS CURRENT THROUGH THE 1997 EDITION (1995-1996 
SESSIONS)* 

TITLE 54. CRIMINAL PROCEDURE 
CHAPTER 961. TRIAL AND PROCEEDINGS AFTER CONVICTION 

PART I . DISCOVERY, TRIAL AND WITNESSES 

Conn. Gen. Stat. § 54-85b (1997) 

Sec. :54-85b. Employer not to discharge employee appearing as witness. Penalty. 
Action for damages and reinstatement. 

. (a). An employer shall not deprive an employee of his employment,, penalize or 
threaten or otherwise coerce him with respect thereto,: because the employee : 
obeys a legal subpoena to appear,before any court of this state ais a witness in 
any criminal proceeding. Any employer who violates this section ishall be guilty 
of criminal contempt and shall be fined not more than five hundred dollars or 
imprisoned not more than thirty days or both. 

(b) I f an employer discharges, penalizes or threatens or otherwise coerces an 
employee in violation of subsection (a) of this section, the employee, within 
ninety days of such action, may bring a c i v i l action for damages and for an 
order requiring his reinstatement or otheirwise rescinding such action. I f the 
employee prevails, he shall be allowed a reasonabie attorney's fee to be fixed 
by the court. 

HISTORY: (P.A. 81-186.) 

TITLE :NOTES' .' . 

" *Statutory rules of court practice and procedure do not violate 
cohstitutional separation of powers (dissent). i£i, C. 50i. Cited. 30 CA 381, 

• 392. • • • • 

CHAPTER NOTES • ^ 

*In a criminal matter, unless the state makes put a prima facie 
case of guilt, no unfavorable inference may be drawn from the failure of the 
accused to testify. 147 C. 502. The fact that one or more persons jointly 
charged with the commission of a crime pleaded guilty i s not admissible, on the 
t r i a l of another person so charged, to establish that the crime was committed. ; 
plea of guilty i s , in effect, a confession of guilt which, having been made by 
one of those charged with the crime, can be no more than hearsay as tp another 
who i s so charged; The state must prove the whol^ case against any accused. 
Sequestration of Witnesses i s in discretion of t r i a l court. Request must be 
seasonably made, must <be specific and supported by sound reasons, and i t must 
appear probable that, i f witnesses were to hear one another's testimony, they 
would attempt falsely to give corroborating testimony. I f these conditions are 
met, a denial of the motion could constitute an abuse of discretion. I t i s 
within the discretion of the court to grant or deny a defendant the right to 
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inspect statements of the state's witnesses in the possession of the state's 
attorney. 150 C. 195. The corpus d e l i c t i ^ that i s , that the crime charged has 
been committed by someone, cannot be established by the extrajudicial confession 
of the defendant unsupported by corroborative evidence. 22 CS 385; 23/CS 420. 
§In a criminal case the accused cannot compel the prosecution to produce 
documents which he hiihself has made. Furthermore/ facts sought to be disclosed, 
must be shown to be exclusively within the knowledge of the state.. 23 CS 41. 
Proof of guilt must exclude not every possible, but every reasonable, 
supposition of the innpcerfce of the accused. 23 CS 299. In criminal case the 
state may rest i t s case upon evidence sufficient to make out prima facie case. A 
prima facie case i s made out when the evidence indicates to a reasonable person 
such a strong probability of guilt that a denial or explanation by the defendant 
is reasonably called for. When the state has made out a prima facie case of 
guilt, an adverse inference may b^ drawn from the failure of defendant to 
testify in his own behalf. 23 CS 412. Information disclosed to a prosecuting 
attorney to enable him to perfonn the duties of his office i s privileged on 
grounds of public policy, and the adverse party has no right to demand i t s 
production. 23 CS 459. I f accused has reason to believe witness under 
examination had made prior statement which was contradictory to his testimony; 
accused may request statement to be produced for examination by court. Further 
use of such statement rests in discretion of court. 24 CS 377. 
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CODE OF IOWA 1996 

*** THIS DOCUMENT IS CURRENT THROUGH THE 1997 EDITION (1996 
LEGISLATION) *** 

TITLE XVI. CRIMINAL LAW AND PROCEDURE 
SUBTITLE 3. CRIMINAL CORRECTIONS 

CHAPTER 9lOA. VICTIM AND WITNESS PROTECTION 

Iowa Code § 910A.12 (1996) 

910A.12 Employment practices. 

An employer shall not discharge an employee from or take or f a i l to take, 
act4.on regarding an employee's promotion or proppsed promotion or take action to 
reduce an employee's wages or benefits, for actual time worked, due to the 
service of an employee as a witness in a criminal proceeding. An employer who 
violates this section commits a simple misdemeanor, and an employee shall be 
entitled to recover damages. Damages recoverable under this, section include but 
are not; limited to, actual damages, court costs, and reasonable attorney fees. 
The employee, may also petition the court for imposition of a cease and desist 
order against the person's employer and for reinstatement to the person's 
previous,position of employment. 

HISTORY: 86 ACts, ch 1178, § 13 , 

NOTES: ' 
Chapter Notes: 

Purpose of 1986 amendments; 86 Acts, ch 1178, § 1 

chapter Cross Reference: 

Referred to in S 236.14, 562A.27A, 562B.25A 
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BURNS INDIANA STATUTES ANNOTATED 
Copyright (c) 1894-1997 by Michie, 

a division of Reed Elsevier Inc. and Reed Elsevier Properties Inc. 
Al l rights reserved. 

*** THIS SECTION IS CURRENT THROTGH THE 1997 SUPPLEMENT 
*** (1997 SPECIAL SESSION) *** 

TITLE 35. CRIMINAL LAW AND PROCEDURE 
ARTICLE 44. OFFENSES AGAINST PUBLIC ADMINISTRATION 
CHAPTER 3. INTERFERENCE WITH GOVERNMENTAL OPERATIONS 

Burns Ind. Code Ann. S 35-44-3-11.1 (1997) 

§35-44-3-11.1. Interference with witness service 

A person who knowingly or intentionally: 

(1) Dismisses an employee; 

(2) Deprives an employee of employment benefits; or 

(3) Threatens such a dismissal or deprivation; 

because the employee has received or responded to a subpoena in a criminal 
proceeding commits interference with witness service, a Class B misdemeanor. 

HISTORY: P.L.131-1985, § 18. 
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purposes could include the need for the retrial, or during an appellate prpcess that 
prosecution to retain the property for trial, could result in a retrial. 

Library References 

American Digest System 
Punisiiment and prevention of crime; civil liabilities to persons injured; reparation, see 

. Criminal Lav̂ r <S?1220. 

Encyclopedias 
Victim and witness protection statutes, see C.J.S. Criminal'Law § 1783 et seq. 

WESTLAW Electronic Research 

Criminal law cases: i 10k[add key . number]. 
See, also, WESTLAW Electronic Research Guide following the Explanation. 

§ 2 0 7 . Limitations on Employer. 

An employer may not discharge or discipline a victim or a representative of 
the victim for: 

(1) participation at the [prosecutor's] request in preparation for a criminal 
justice proceeding; or 

(2) attendance at a criminal justice proceeding if the attendance is reason­
ably necessary to pi-otect the interests of the victim. 

Comment 

This is similar to a number of current 
provisions. See, e;g., Conn.Gen.Stat.Ann. 
§ 54-85b(a) (West 1985) ("An employer 
shall not deprive an employee of his em-
ploymerit, penalize or threaten or other­
wise coerce: him with respect thereto, be­
cause the employee obeys a legal subpoena 
to appear before any court of this state as 
a witness in any criminal proceeding"); 
Ind.Code Ann. § 35-44-3-11.1 (West 
1986). (misdeiheanoi- to dismis^ employee, 
deprive employee of employment benefits, 
or. threaten to do so, be:'cause employee has 
received or responded to subpoena in 
criminal proceeding); Iowa Code Ann. 
§ 910A.12 (West Supp. 1992) ("An employ­
er shall not discharge ah employee from or 
take or fail to take action regarding an 
employee's promotion or proposed pro­
motion or take action to reduce an em­
ployee's wages or benefits, for actual time 
worked, due to the service of an employee 
as a witness in a criminal proceeding"). 

"Discipline" does not ihean merely fail­
ing to pay an employee for time not 
worked. Docking pay for more than the 
time missed is discipline. 

^BA VictimAVitness Guideline 5 pro­
vides: 

Victims and witnesses who request it 
should be.provided with employer and 
creditor intercession to seek employer 
cooperation in minimizing employees' 
loss of pay and other benefits resulting 
from their piarticipatioii in the crimi­
nal justice process, aiid to seek cpnsid-
eration from creditors if the vibtim is -
unable, temporarily, to continue pay­
ments. 

See Ill.Ann.Stat. ch. 38, para. 1404(14) 
(Smith-Hurd Supp. 1992) (victim entitled 
to "appropriate employer intercession, ser­
vices by the State's Attorney or victim ad­
vocate personnel to ensure that employers 
of victims will cooperate with the criminal . 
justice system in order -to minimize an 
employee's' loss of pay and other benefits 
resulting from court appearances"). 

Many victim/witness programs provide 
"on-call" programs whereby the victims 
and witnesses are called in when needed 
for trial. This enables, the vyitness to re­
main at work until actually needed, there-

496 
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by eliminating wasted time in the waiting 
room. 

Library References 
American Digest System 

Punishment and pi-evention of crime; civil liabilities to persons injured; reparation, see 
Criminal. Law ®=1220. 

Encyclopedias 
Victim and witness protection statutes, see C.J.S. Criminal Law § 1783 et seq. 

WESTLAW Electronic Research 

Criminal law cases: 110k[add key number]. 
See, also, WESTLAW Electronic Research Guide following the Explanation. 

§ 2 0 8 . Information from [Law Enforcement Agency]. 

(a) After initial contact between a yictini and a Daw enforcement agency] 
responsible for investigating a. crime, the [agiencyj, shall promptly give in 
writing to the victim: 

(1) an explanation of the victim's rights under this. [Act]; 

(2) infoiTTiation conceming the availability of: 
(i) assisitance to victinis, including medical, housing, counseling, and emer­

gency services; 

(ii) compensation for victims under this [Act] and the name, street address, 
and telephone number of the [agency] to contact; 

(iii) protection of the victim, incliiding protective court orders; and 
(iv) access by the victirii and a defendant tb publid records related to the 

• case. 

(b) As soon as practicable, the [law enforcement agency] shall give to the 
victim, as relevant, the following: 

(1) inforrnation as to the suspect's identity unless inconsistent with law 
enforcement purposes; 

(2) information as tb whether the suspect has been taken into custody, has 
escaped, or has been released, and any conditions imposed on the release; 

(3) the file number of the case and the name, street address, and telephone 
number of a [law enforcement officer] assigned to investigate the case; and 

(4) the [prosecutor's] name, office address, and telephone number. 

Comment 
Victims should be informed of the gener­

al rule that public records related to crimi­
nal proceedings are open to public inspec­
tion, of any relevant exceptions to that 
general rule, and of any relevant proce­
dures whereby a victim niay request the 
court to limit .public access. As members' 

••I 
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Tri-fold Panel 1 (Department of 
Justice Logo) 

STOP THE CYCLE OF VIOLENCE GRAPHIC 

What You Can Do 

The National Domestic Violence Hotline 1 -800-799-SAFE (Voice) 
1-800-787-3224 (TDD) 

Department of Justice Employee Assistance Program 202-514-8236 or 1-800-626-0385 
202-514-5000 (Non-Business Hours) 
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Tri-fold Panel 2 

WHAT IS DOMESTIC VIOLENCE? 

Any form of coercive behavior by one person to gain power and control over another. It may 
include: 

physical aggression 

psychological intinudation 

verbal abuse 

stalking 

economic control 

prohibiting friendships and other normal activities 

harassment 

direct or indirect threats of physical hann 
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Tri-fold Panel 3 

WHAT IS THE JUSTICE DEPARTMENT'S POLICY ON WORKPLACE DOMESTIC 
VIOLENCE? 

Domestic violence can have a major impact on the workplace. The domestic abuse an employee 
receives at home or on the job can ieadto bst productivity, increased absenteeism, higher health 
care cost and increased stress on the part of the victim and coworkers, and thus, is a source of 
concem to Department employees and to the Department. 

Accordingly, violence, threats, harassment, intimidation, and other disruptive behavior associated 
with domestic violence will not be tolerated m our workplace; that is, all reports of incidents will 
be taken seriously and will be dealt with appropriately. Such behavior can include oral or written 
statements, gestures, or expressions that communicate a direct or indirect threat of physical harm. 
Individuals who comnat such acts may be removed from the premises and may be subject to 
disciplinary action and/or criminal penalties. 
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Tri-fold Panel 4 

WHAT CAN 1 DO? 

Talk with a trusted co-worker, friend or manager about workplace domestic violence 
situations that you observe or encounter. 

Call the local police if you or your co-workers are in immediate danger as a result of a 
workplace domestic violence situation. 

If you are a perpetrator of workplace domestic violence and you want help, contact the 
Employee Assistance Program at 202-514-8236 or 1-800-626-0385, or the National 
Domestic Violence Hotline at 1-800-799-SAFE (Voice) and 1-800-787-3224 (TDD) 

If you are a victim of workplace domestic violence, coordinate approved absences from 
duty with your supervisor. Provide acceptable supporting documentation, be clear about 
your intention to return to work, and be sure to maimam contact with your supervisor 
during your absence. 

WHAT WILL THE DEPARTMENT DO? 

Maintain a list of services available to victims and perpetrators of domestic violence. 

Each of the Deapartment's bureaus will establish a Critical Incident Response Team(s) 
that will respond to emergency situations arising as a result of workplace domestic 
violence. 

Provide education on domestic violence through existing or new channels such as 
lunchtime seminars, newsletters, posters, pamphlets, and employee and management 
training sessions. 

Provide security advice, consultation and reasonable assistance to employees who 
experience workplace domestic violence. 
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Tri-fold Panel 5 

WORKPLACE DOMESTIC VIOLENCE RESOURCES 

U.S. Department of Justice Employee Assistance Program 202-514-8236 or 
1-800-626-0385 

U.S. Department of Justice Security Services 202-514-3271 

National Domestic Violence Hotline 1-800-799-SAFE (Voice) 
1-800-787-3224 (TDD) 

National Coalition Against Domestic Violence 303-839-1852 

National Battered Women's Law Projea 212-741-9480 

National Resource Center on Domestic Violence 1-800-537-2238 

Health Resource Center on Domestic Violence 1-800-313-1310 

Center for the Prevention of Sexual and Domestic Violence 206-634-1903 

National Network to End Domestic Violence 202-434-7405 

D.C. Coalition Against Domestic Violence 202-783-5332 
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Alabama Governor's ChaUtnge on Domeslic Violence 

On April 8, 1998 Qovemor Fob James of Alabama is&ued the state's first 
Challenge on Domestic Violence, at a two-hour Idck-ofT event at tbe State Capitol in 
Montgomeiy. Several hundred people - including l&w enforcement personnel, judges, 
and advccBtdB — participated in the event. In addition, participants in five m̂ jor cities 
across tbe state were connected via televised sites, Qovemor Janues itsued a challernye to 
Presidenl Clinton and all other covemor< to follow Alabama's lead in DUCIHR the Pariuiy' 
Violence Preveniioo Fund's "There*> No Excuse for Domestic Violence" bumper sticker 
on all government vehicles He then issued a proclamation tnaadatitr̂  tliat 10.000 of the 
bumper sticlcgs be placed on every state vehicle in Alabama. 

Governor James placed the first bumper sticker on the Governor's vehicle, and 
hundreds of balloons with the imprint ofthe bumper sticker were releawd, Alabama's Lt. 
Governor Don Siegelman ŝo gave a speech. The event featured a 16-foot replica of the 
bumper sticker and on the steps ofthe Capitol, fifty 'Srictim ailciouettes" of women from 
ell over the state, with police crime scene tape linking through thdr arms, Tbe University 
of Alabama and the Law Enforcement Academy paid for televising the event across the 
state, and the Alabama Junior League and the Alabama Coalition Against Domestic 
Violence paid for the 10.000 bumper stickers that vtoll go on ail state vehioles. 

The State of Kansas has already taken up the Alabama Governor's Challenge, 
Kansas Governor Bill Graves will host his state's Challenge on Domestic Violence on 
lune 17,1998 in Topeka, Kansas. GTE Corporation has committed to funding the entire 
event Mqor cities in Kansas, as well as Alabama, will be connected via televised sites. 
"Resource kits'* guiding states On how to take up the Alabama Governor's Challenge will 
be sent to all the States in early May. States that plan to join t̂ ie event m June wLS also be 
connected via televi&ed sites. Arizona has already expressed interest. CBS's program "48 
Hours'* is covering the activities leading up to the Kansas event and will cover the Kansas 
Challenge in June. 

The Alabama Governor's Challenge was conceived of and implemented by Mary 
Beth Burchardt, a domestic violence aiuvivor and now Domestic Violence Project 
Coordinator ofthe Law Enforcement Academy of the University of Alabama. In 
coordinating the event in Alabama and now Kansas, Mary Beth has been in contact with 
the White House via Emoiy Mayfield (202-456'2g96) in the liUergovenunental AShirs 
OfKce and Barbara McMillan (202-4S6-7S60) in the Scheduling Office Mary Beth had 
faxed information about the Challenge to Audrey Haines in the Outreach for Women 
Office in early March but received no response. 
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P R O C LAM AT I O N 
S V T H E G Q V E R N Q R 

WHEEIEAS. the SiAce of Aiibama recogniznij domestic violence as cbe nation's 
leading tiause of injuriei to women bervreen the «ges of 15 aod 44; and 

WnEREAS, an estimated two to five million wocnea an abufifld annually and ofieo 
(imee on osilDnated cbree mittlon children wimess or JIB affected by tbe abuse and 

WHEHEAS. 26,000 cases 9t' domestic violm ê are rqxnted each year in ihi sute 
of Alabania; and 

WHEREAS, the University of Alabama Uw Ealbfccmeiit Academy and the 
University of Alabuno, are commined :o tii\ly B£cv;Klited training for law esfbrcemcnt 
officials, proressionab and the gttierel public on the ciyiiaDiics of domestic violence aod its 
efftcis an tocieiy: and 

WHER£AS, the University or AlobaisA Law Eafotcemflni Aeadftfty and ihe 
UnivcTsicy of Alabama are additiorally cosuaitied educadon. Bad awareness efforts OB 
domesiic violence ihiough kxal. statewide and oaiioaal campaigns which cotry the 
message. •'There's No Excuse for Doraoatic Violcfli;e"; aad 

WHEREAS, the Governor's Office supporu these efforts &nd campsigu on 
domestic violence and encourage sate employees ao<t ill law eafbtcemeoi offici&ls u> place 
a bumper sticker on ±eir velucliw bearing lie ihetne .slogan and the Alabama Crisis Hodine 
number, and 

WHEREAS, (be Sute of Alabama Mvtiuid Ukf to issue a challenge co other states to 
take action against such a seiious Issue, and. fbllow Alabama'i lead in bringing about 
funher awareness to ih<i issue of domesno violence. 

NOW. THEREFORE, I, Fob James, Jr., Governor of the Siaie of Alabama, do 
hereby proclaim April 1998 aa 

in Alabama. 

GIVEN LTTOER NfY HAND, aod 
the Great Seal of (be Covenwr'fi 
Office at the Stata Capitol la the 
City of Momgomery on tbis 4ih 
day of April, 199g. 
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Event seeks 
end to abusd 
of women i 
• Heod of UA's Low 
Enfiorcemenf Academy 
hm organized Govdrnor's 
NgtionQj Challenge. 
By MEUeSA C. QH4Y 
St«ff Wrttai 
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InJMintapnwy. -TJ, mbtmi me 
J S T I ^ S ? * .7* * ^ w down toe halhray," 
, thay had pUwud th«r 
amlly. Burctaardf s husband told tur 
9Uiy in tba pregnancy he (sulda't 
handle tlw idaa ef aharbiE her with 
GQRWont aba 

'i-' /T ." . '** ^ «4* •aid 
' <V vie /Borneo abused natiominki 
WUuK the «wy th! l^^ 

. .iWduntt has iarni as uvJaot 
?**dto»tar ttar the dcnanic ̂ io-

Alabana'i U v EafcranntAQ^ 

amy la Ttacaloosa since Januart̂ !'-
Tb raise awaranesa of the eat̂ ': 

mated 4 mlUion AnwIcBB WBHA' 
4fao»ed by thair hiabandlr^ 
boyfriaods last war, Burehanlt'Ita* 
besn worklag for tha paat wv^ 
rnontha to orBaniae the qpcaoqiiB 
Ciovernor's Nauuawid* ChaHenn.^ 
convey her massaga, aha wUI use? 
btaek -̂hJue buxrpor sticker tfaaf 
raads "Thare'B No " ^ 
l^iTaeetic ViotavM." 

She (Sr$t taw the tuaaper a 
"P'KiBored by the FVuaoî VKDtllH 
Î Teveatipn Fund, while nluaStirtaa 
at a abetter in BSflnlitfiHT; Tfi' 
grjckar that will bt dsMd afr OÂ  
mora than 10.0D0 nmmttudt' -
iaw »nliarceinen( vahidas \m t 
«UitoRiiaed to innhida the tela ~ 
number (or the itato'i orfadT 

Ai a 10 am jvoaa 0Mfa__„ 
"ff^tiBnaay an thestapeirfthe AleS» 
Hia Capitol a«r. Ffii Janwwar 
pl;toe the tint bumper stidiv ea mi 

•Tin so proud," Burchantt'a^ 
Miding that afaa's dred of the taaD̂ ^ 
wg .\iahama mtt when U rankB itiit 
tti Qatianai statiiticsa "Now, w»*-
gtirng to be tbe flnt" T 

I Qov. SoDT SkBBlman abo w# 
•"•od tlie confiDraoâ  at w i ^ 
JanMB win challaoge Prcaidatf cUfi' 
Plaaaa eee A9U3e Page aa ^ 



Mick AlabaiM%flOafti. 
.fB addUoB (o lbs mora fban ijon 
—Heinctodleatteail, hundkwb 

loCfclili, wtt he BiyMdifaaul 

-,,n(MaiirN ladROSBUo vltdenoai 
•V«illan.ThecHiMaM~ 

Mnnbigham, Uutavlila, 
PBHnr ind ICobOB. 

llw (TM, tw»fa]iir HQUBar, DIV-

AMdMQy. VlU begin a( I.SQ MM. 
Bwvkardl bteaat lm}v«d «ltti 

aoBMifle abUM advocacy aad 
catbm aflartpMidnffatanmlanl 
law anftramcat naallai and n-
cuvilg Bhana ealb from paooli 
wuUn̂ fier bapiditotlMlrinB^ 

ftirahandt, wkosa hidbiad traold 

Nvaral nootha wlftautatrUiii 
r.aalda lelofpaopUdon'luMtâ  

•Ufid tbat abiMd WOOIM tnflJallv 
•tay fa Iheir nriattuwMpi bcoMM 
ofiova tod lelnd apettddflg arotkid 
•UtollBM. 
^ "In the bavtmlnt. I bad ae mueh 
hope far our wnlaai aad i ba-
Xvrcd Mm.*'lhe MW. Then, iba 
uld ibe adjoatod (a tbe UfaiMe. 
SmBMin ofabuN wcdtby bdkn 
K BioalBM to Uia oQlBl tbe hid (a 
cell lha paUoa fci Uiml«DnMi> fur 
help hi IH?. 

'^hadj 1 luatowvad fa Maatam-
ery traa DolUa," uld ttw Kanaaa 
oaUvâ  vha hM Uv«d In ae««rtl dĤ  
Eereat lowoa. 

"Ha movid m is Umoa iu ii 
yMra," abi aaid. "Tbii'a tDoa-
OUag atetU aao^ who art Boidivi-
Mg. itaf irjr to kasp y«u amv 
1 ^ jmr tiBdty aod iriudi.'' 

In October im, ftirehardLUM 
(or dIvatM. Ah* airMy had a pro-
l a ^ ordar and a aapantiiw. 

"Ka ctiM B» coutantty." die 
•aid. AXtoiî  riit ta«a sp cvoy 
lof (halaaltlai, 
^BIGKI Ibuai 

•aid bt WU aony lar flvnylMu iH 
bad dm to ma," aild Binvbardl, 
who merrlsd bar iBUfaend wban 
lb«y weralA. 

ThBM won lbs last Woî a r 
iMtrdMmapwk." 

Aftbough ha WU axrykm aramd 
braebweelnhboerabaDlbow lefia 
a oanlaga, BMMkvdf i hubnd 
had started datlBg aaeflwr waman 
- and iielklng her 

"He wee Ulerallv cha^ tbb 
woBin in a car.'̂ Biircliaidl eaii, 
"Hk car ipun onl ef eonlral. aad 
fsother ew hit Mm. R Mlled Mm 
initanlly. 

"Tt waa ttJUoMM^ kk vhdeat be-
kaviar thei got him killed." 

Far non infimaaei or to nde-
tar SBT the daaaiCic vWosoe ionl-
S"-jpopta «.«f caU Bondvrdl al 
Al LTA Law finteoRNQt Aoedany 
li a»flBU or II1 OM) WMS71. 

Barehardt eko ni^ be ocntBcte< 
for the H bunpv lUakin. AD odK 
ONdi ID lo Ibe Alihana CballUan 
Agatael Oftmiae VlaleBea'a Vlc-
UOM Eaiaiencv Vted. 

The oaalKton. alaqg vUhlhi A 
nior LMgnoi of AIBIMA 

Itagtortba' 
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Oov. Fob lanM* parti an anU-doniMlle widonoe elldup en » 
duf^g a coiifaiainie at VM Capital 

Capitol rally targets 
domestic violence 
By iehn 0. Akam 
MONTGOMERY ADVERTISER 

Gov, Fob Janwa waa In ttanx ot 
tha Capitol on Wodnaaday momijnB 
to put on tha raar bumper of a 
•tai« croepn oar a sticker'. 
"Tbart'a NO Excuse for Domestic 
Violence." 

The blacic vid blua sdchar also 
earrla* Che i-eaO>«BO-8S22 state do-
fseatic vtala&c* hotline Quubw. 

Jamas aaid he waa encoungliig 
all Alabama umplofees to obtain 
the a ticker* ind display them cm 
cbatar vehlclm u a means of in-
oraaalna pubJio awuwiMa of the 
problem — toere wvn XJQOO r«-
parta4 cases cf doraoatic violonce 
lastyear. 

"tf there war* Ihat nuny eaaa 
reponed, the number (hat want un-

nponsd could b« tantbld that nuni-
bar," Jamea aaid. 

Jamea was flanked on tbe Capi' 
tol atepa hy raambots of a domaitk 
violence adv|«)ry oounefl ha aĵ  
pointed tait May, 

Lt Qm. Oon SIseelaiaD also 
$poke to thoaa attfndu« tha rally. 
He urgad attendaea to so acnws the 
afreet to the State Elouae and aak 
Houa« meutiera to quieUy peea • 
thrae-blU packapa of domaatle vlo-
lenot maisujvi ortglnBtsd and 
paased in the Sanate, 

Tboae blQa would prorvide a 34-
tsour "eadilhB<oir period" fbr tbosa 
at ice led in domeetlc violenoa Ind-
deBta, nendata eitlaadad Jail time 
fur repeat offHidan and live 
ludsea more dlaentioo lit daJlas 
orith olfcnden who have IgnareS 
soon (votactlve arden, 



Î ofvrttuj. Hp 
NEWS & FEATUSES 

l#a8rliBWB< Willi teaisCMWi^ 
A rofTTtcfliaatrfcd wifeislt'adingaoiitfMignin 

.««)ri tli«nrt»ir vltjkmcr 1>» liclpinn 
(tam how to iDrat'effectively deal wiili i l , ItadfciR 
tiicmdon A{9>vrnirx.<;(<>i9kc a .(nnUnndpuifainif 
an iwirentis nffm that Inclkxics anti.4k]me5iK-
vkStuux bumper .xik kef xun 10.000 Mate w t i k i n 

Mary Ittilt Binclunlt tf d<Hnc3iic vKiirncc 
ctxmJinaioriVKj inaructix- wlili UA'.<lji cvEnfarcr-
nKnl Acxtuiny, wiik-ti inrins {he suies poBcv 
oftlctn(.5h«iosa vtctimcifdnTneKttcalMJM far it* 
yeais 31 die lond!* uf a hu!))iind wtto was » 
sucvcnrui txisa-icstnari never wctcd by rriaxl.« 
and iouuainiaK.-r<(. After leavirtfi ilxirelaiiimhip. 
lJua:h!tf(k tMmni: cnmmiHcd tn dmnevk xhune 
tntrrvcnlion JIHJ txliMtum. 

Uurcturdl iv^silir r.iul '̂Ri <n nci^anizki^ tlic 
reLcnl "GDvemur v NmiimwiJr. Chiltenf;*:,' 
taufiL'liMi witiM (vew ciJnfeenrc iKi rtwScp.MiT 
tilt- AlntMinn CapiTitl in McMitpf̂ nKry. Abligini;rs 
0<jv. Pii1> Jaincs Mnd I t Gov Oxi Srejtclnian lent 
thcii supprrrt m f 11'nn.sap̂ inst d».nrestic vkjkrnte-
l^>lkei)tTlcerit.aHir( nflW:i:i4M.3mliahen:1lnk>!(Ju]> 
•ir;>unJ Li'u. ."iaic ;i five-Lay ifive:.iuiv^ i t t t 
oinjrsf in diiivjstic viiitmte pirvcnlKm. 

famts afmouiKrtl lli.ii a huinpei !aidi«r re-xd-
Inp •'Tlirrr's Nc> F.wnsr for DieiHTilu- VinfcTH r" 
wllll)cplnml<Hiiill ^ovc^1l^c^Iand !iiw<.-idir)n:v 
nienil vehidc ŝ. (vhldi Intal CTVCT iQ.OOO. Fundir^ 
fbr tlKt>u mper ."̂ K-kv' rswas protilded l̂ y the Jimlrv 
Lrapvr.s ciT Alnham* :inil the Alai-MntH Ccialitkxi 
AgainM DcKTK.̂ tic Vlttleme. 

t h i s carnpoign wa» nrganiaed t(> ftlttrw tiK 

(I'Mtunxhen rhi^k n MWLcmHaiio iu:(k<licx(iunlti 
iitofKfciiiicflii- 3lnisr.":ciiJtKiKluiiilL 'As »rv.'sih. 
cttMi^^ran he made tt* hmill .stnmKrr.'̂ 'xirmK tiA 
irHervrmitMi. munlcTiMlwilmiaivcliTviK pcv»i;ti-
itun." 

A.1 p:«Tl n( awmcnesx jLtii'air.s, ifAs Law 
Enfnrcdnrnt Aca dcmir.a J!» isi« m nf the 0>Jlc^* t (f 
O intinuin^ SdiLlKru. pfcn-kkri n cJrmmHi: viiilcnL'U 
iiAlninf; .vmtmr iiv<iuKli UAs tmerca rapes Imer-
actfvp TdecTirTHiujiiidtltin Sj-^nn 3t IcK-alkKiK in 
m nn kmha «n, Huntsvtflc, TuscaUmsa. Mdrajtcnmrr y 
andMiihiltr. tlTS3<(nw3iii9lnjrttir5afKl.4u(ieni.^ In 
differcni tncitl<in.<i <i> interaii us if in chc .siunc 
n>om 

lni«fesc<l in pan k'l{i:>iB«K, Itw'lurtinK law cnfcwe-
mnMiiTTk iah. pi iBti-iiUir;, djstra-i nU< >rney«< (UclKts. 
LtKirt athxmiiirv. du4ler ilHeU(ir«ancl \ ii^untecrs. 
-jnd (XliiiN wliii wiHk witii doineslic violence 
cases. Tlteprn^mm hi.slwen TurHjeHlM' a l>»nnes-
lit VloJencL" Omitl iniin ih)f. Uiw Ent<>arrne« 
llanncn)! t^iii-skm iittht: Ahhana F>i:p:LnmLtn <4 
! i ; iiKimiL jiiuU'.iiaiainky .'ifr;ie;H.-.iii(liJiv!:^:rijiif; 
lia.iiheen appr<ii«.tJ f(tf credil tlirCM}:)! lhe AiatuiOil 
rnlKC OlttL'ers .Sundards ii id Tninliig Cutmnfe-

A iuwi.'lry (U-.iij^i^ l>y iMofcrwim, IVirduiTxIt 
liftame iiufilvril wtl i dcwnê tk- Jî njrse udwR-iiry 
and«Jwali(vn welter <!Tie îi4(C! i>l l»t!» u.tpurtencti.^ 
:it 3 iiff(iinial law en(hrc«;oient meeting 

"After (lii5 jTtesrmatlnn, |ilk>ne inlls carnL" 
frdin H I over. t,<ain|! roc to .speak for lalier 

Kmups,* ."Jur -wid- 'Itople 
vAu wrri' ilaTc said IKIW 
toucheUt I r t y rm* by h car-
lii](alicita tliuK^tiailunlnxn 
n rkiiin nwl a mrvlinif." 

Slic liM d i i t t {okicd 
Law Enloi ccmcnl Asadtxay 
and le*Jif ftec^uent cziunes 
tn tkwwsfic •̂î 1tenrr train-
in(|. Uundi:ii*sij"*mnB*n 
Kiial inlx]ihK]ii»t<:Kihctp 
fmcr an urxJeraanillng uf 
tltc iKnte nnd tucnctxaage 
init:i»>:nlinT\. -Siidly, mnsl 
peofde «Oiy In iit>iisii«n4a-
(iiimlii|*( ihiriftf; ttie early 

litrcxust? IKJ^N; and 
Uivr: ami I Liter rliey .stay 
1 >ecaii>ici)fhelpl ewew nxl 
f«jr. ' «tu: .«ild. 

'Hc-Jiinp Mary Lklh'.% 
tfxHt^rifnieMerilly pavcmc 
1 siiiviciSf.in^ilnj; r;l 
Iwtw sorut^nt: in rl»ii sHua-
<inn fed.i.' .'uiiJ Kcnynia Ouitcja, a Lawremtr 
aniniy diinay rfirrtff witn T^tvmly frimpteted 
[liiri-1inrtll'.< c*iM. "Vhif i weBfw»nt-iIl!ia«|Milk-t< 
()ff(i.erp. iwnpwJniiOTdeisnnd wtist tltrjie iMMiien 

The academy h u gndualed mire tluiit S,5()n 
IiGK:c<)friccri.Nintrir!5tiicei«l»JTTJril772 r^irmiwe 
unTtwrnatioo or thr pn>{;^ , caH 3te-5B3l. 

-tAanX/mr 

Eqvciam paicnlx and d»rir doaors — wlin prcviourfy rdted on fuziy 
ultnsiound l{]l0Ke5 to make 'edutafcil gueases' — n iw hnvc [>*edse 3-0 

lechniikiiQ' tu stx pender and deuJs such, a.s tiea il vilves and die Lens of (tie 
eye before tlie baby is Ixim. 

r)r.Tti[Bni.>;McHame. aMt)cjateofr>fe«<)rn/ DtwtetrkTS/cvoecolotn' in il>c 



Domestic violence cases nowpart of trainmg 
l l TllCU WlllOl 

Siof Mm** 

piQlioe oflicere and oAet pn>-
fHflaaals mnilved ia Alabama's. 
Jodidal ayaiem aie bogiiiolnj 
edacaaed oa domMlic ArtoJert* 
throuRh iiatMride knJcrtOtive telo-
vieed dacaioaiiiB-

Unin fBcenUy. the iaaao of 
k̂xDctdc violciice hsa been one 

vbkh people icfustd tc iltscuat 
openly. 

"It WM to tahoo." seld Macy 
Bedi BwcfcM*. do roes tic ̂ teteoce 
{xxHdiaaior and issuiKior wMh d«e 
University of Alabama'i Law 
EnfoKMneai Academy. "YM 
didn't ta& *o«l it. H was s fsnu-

Lest d«a a year sfo, BnxnarcR 
ended an l*-yesi marrisse wWch 
involved domeedc riokiiee. 

Bacdiaedt said Ae tried tuny 
to cue of the vlt)-

lieioe. ((Ending tidievfaif h 
Iwdd of family Shs 

iiifeiirtd in the tiladon*»p for 
iuity yes" bocauie of tlKwe 
belieb.>ndautaflibar. 

•After • e»Wle die Ihieels weie 
«,Mlf l ie i l f ld idCTer«i«»«J; 
body, dam h* ^ouM wn me," 
BorcVafdt w5. 

Since lecvlnf tar >u«bw»o. ^ 
has become a s^eswoman ftw 
the Hfbl fgsintl docneatic VUK 

Bnthatdt lauBht a tgicvvtA 
ctes BD the Acsdeng'* iamtsne 
olswwHni In Nowbef. Afiei 
stn laiight tfM class, the Actdraiy 
ariccd her to coma hack as proiecl 
cooidlnatar. 

"Wfe hsfC a donacflic vtale« 

tî Wng profom lor law onfô te 
neot ofBeofs. JadfOl. pfcaocators 
nd the ndn r̂ofesitonal trade 
^ deals with dofie»«c vio-
tanoeTBan:*^*'^-

Tte pnvsM, whkJl operal« 
oat of Bvchnidl'i office tn 
p-fhn "Wbal, is apotiwred by a 
graet fhmi d« Law Erfbwemcnl 
DMsioa of l*c Alabama 
Departoient of Eco«o«ic and 
ComfiMoUy Affairs vvhtcit stlwivs 
*B nwniog to be ptofidaH" 
ofOon and othei profetUoaala al 
nocfanie. 

*^NcB the beiioitln§ of me 

eral thmisaad officW abeooy, 
Buretmdt said. 

l i f t fkivenoi't Nationwide 
ChBtiei«e. iasoed April 8. will 
tntlnde ptactal • bnanper sAdear 

(hai sayt "mere's No Baet» ft* 
Doneslic Vtolence- oa ill g « « n -
liienl and law enlbtOBmeiit 
det. Hwdimlt «aid die governor a 
plan win ha»e a ln»B effect oa tfc 

efforu of her pracmai. ; 
"Already Ihe challenge baa 

begnti and Alsbsmals preparing b 
rejly be covered -with humpa: 
aliektrt," Borehsrdi aid. "ft ̂ ai 
trickle down from there." 

BtTTdiBidt Issued a wsmini w 
Uoivefsity itadenis who are 
j ,„ ,rf^ Jn a vioteni ftIa«JonsWp.̂  

'"Sei thoac boundarks, 
Botcbaidi aaid. -if dim pence Is 
«Dt wllUoK to abide by tboaie 
boondaiies then gel out of * f 
rtladooabip- Yoer Kle ii • « « 
important a «>lei»l lebbon-
ship. Utey can wn deadly." 
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l'l III ADKLmiA: 
M I S STOP 

n O M L S l K . 
VIOL t NCIL 

T H E R E ' S 

M 
F O R 

Domestic 
Violence 

IN TH IS 

NEIGHBORHOOD 
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IF YOU ARE IN A SCARY OR DANGEROUS SITUATION 

AND NEED TO GET HELP, YOU MAY USE CUR TELEPHONE 

TO CALL A DOMESTIC ViOLeMCE PROGf^AM OR THE POLICE. 

H/tpin'X to ci-c.'/c :! i Oifiiiutnity 
free vf t'io.^y'li't" •^''•i ilOU>i!. 

Call l-SOO-"0 :̂)-SAFE for help today. 

> 
u 
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PHONE HUMBEK 
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Proposed Follow-Up Report on Clinton/Gore Initiative 

Last June Vice President Gore challenged the Board of Directors of the Cellular 
Telecommunications Industry Association to use their technology to help in the fight 
against crime. Specifically, the Vice President proposed that the industry provide wireless 
phones to community watch patrols, in response to the President's call for one million 
additional community watch volunteers. 

One month later, July, 1996, the President announced the Communities on Phone Patrol 
(COPP) prograin at a White House ceremony. In the intervening year: 

8,850 Phones have been approved for distribution to... 

7,780 Community watch groups, with ... 

115,608 Volunteers, protecting neighborhoods with... 

50,000,000 Americans 

Polling, immediately after the announcement, showed that 47 percent of Americans were 
aware of the Administration's establishment of COPP. The effort was criticized by some 
as election year grandstanding, a photo-op with no follow-tluough. The facts clearly show 
that the initiative has been far, far more than a campaign stunt. A public accounting is, 
therefore, appropriate to make it clear that the Administration's effort had significant and 
lasting results. 

There is another "hook" which can be used in the same timeframe to highlight the 
Administration's leadership in the success of wireless telecommunications. Around the 
beginning of August the wireless industry will sign up its 50 millionth subscriber. When 
the Administration came in there were only 10 million subscribers, the policies of the 
Administration have not only raised $20 billion in auction revenue for the taxpayers, but 
also, during the Clinton/Gore Administration... 

550,000 New, high quality jobs created in wireless industry, 

$21.3 billion Invested in new plant and equipment (not counting 
the $20 billion paid for spectrum), 

25% Decline in rates (as a result of new competition) 

A Wliite House event buih around the first anniversary of COPP and the 50 millionth 
subscriber would highhghi the leadership of the President and Vice President in not only 
stimulating tlie development of new, competitive telecommunications technologies, but 
also fulfilling on the pledge to put that technology to work for the betterment of America. 
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To: Tom Freedman 

From: Esta Soler 

Date: July 27, 1998 

Re: White House event on domestic violence 

I appreciate this chance to offer suggestions about how the Administration could 
play a leadership role on a key issue for victims of domestic violence. 1 see a real 
opportunity for the Administration to take the lead on increasing the rate at which 
health care providers screen women for domestic violence, which the Family 
Violence Prevention Fund and leading experts in the health care field have 
identified as a key priority. 

Because domestic violence is a highly prevalent and preventable health problem, 
routine screening has become an accepted shutegy for domestic violence 
prevention. Routine screening of all women for domestic violence is supported by 
the American Medical Association, the American Nurses Association, the March of 
Dimes and domestic violence advocacy organizations. The U.S. Department of 
Health and Human Services Departmental Agenda for Action for 1998 identifies 
"strengthening the health care system's ability to screen, treat, and prevent family 
and intimate violence" as their top priority. Routine screening gives health care 
providers the opportunity to intervene with victims of domestic violence early - to 
ensure that these women receive the appropriate health care and support services 
they need. 

Despite the strong support for screening, studies show that most women are not 
asked about domestic violence by their health care providers. The Administration 
could play a key role in translating good policy into standard practice by helping to 
increase the rate of domestic violence screening in health care plans tliat contract 
with the Federal Govemment. As you well know, when changes begin to occur in 
Medicaid, Medicare, and Federal Employee Health Benefits Plans, other plans tend 
to follow. 

K.na Solcr 
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We suggest the following program for a White House event on domestic violence: 

1. Testimony firom a victim of domestic violence who made repeated trips to 
the hospital emergency department for treatment of injuries from abuse, 
but who was never asked about abuse by a health care provider. Or, 
testimony fi"om a victim who made repeated visits to a primary care 
provider for treatment of a health condition caused by abuse, such as a 
migraine or hypertension, but was never asked about abuse by her 
physician. 

2. Statements by the Presidents of the American Medical Association and the 
American College of Obstetricians and Gynecologists. 

3. A statement by the President or the Vice President announcing the 
Administration's plans for increasing rates of domestic violence screening. 
The new iiutiative should focus on strategies that will increase screening 
within Medicare, Medicaid and health care plans for Federal employees. 
Obviously, we will need to flesh out the details of this plan in advance of 
the event. We would be pleased to work closely with you on developing 
this strategy. 

I look forward to discussing this with you further. Thank you again for this 
opportunity. 
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THE WHITE HOUSE 
Office of the Vice President 

For Immediate Release Contact: 
Tuesday, June 23.1898 (W2) 466-7035 

VICE PRESIDENT GORE ANNOUNCES NEW EFFORTS TO MAKE THE HEALTH 
CARE SYSTEM MORE RESPONSIVE TO FAMILIES 

Tipper Gore Announces New Fublic/Phvate Network to Support Children of Patients with 
Serious Mental and Physical Ittnffss 

Nashville TN - Vice President Core announced a nev, directive today to make the 
Federal Employees Health Benefit Program (FEHBP) more family-frienclly, while Tipper Gore 
launched a new public-private partnership to help tamilies cope with senous mental and 
physical illness. 

"Tipper and I are pleased to be here today to talk about family-centered care ~ an 
approach that relies on the partnership between providers, parents, and families to promote 
health and healing," the Vice President said on the second day of the Gores [J seventh annual 
conference on policy issues of nnajor concern to families and children "Family-centered care 
acknowledges that the fundamental health care provider in An-erica today is the family, and it 
is designed to unleash the healing powrer of the family." 

The Vice President and Mrs. Gore moderated the "Family Re-Union 7; Families and 
Health; and each made announcements to help make health care more family-centered. 

The Vice President: 

Directed the FEHBP to Encourage Family Friendl/ Health Plans; The FEHBP 
will hold a series of meetings with families over the next year t.-̂  identify ways that its health 
plans can be more responsive to the needs of families, and it \^\\ publish these findings in its 
1999 annual call latter to insurers as a condition for participati.m in the program. 

Mrs Gore met with children and their families to discuss their experiences coping with 
their parentsG mental and physical illnesses and the effect of these Illnesses on their 
children. 

In her remarks, Mrs Gore; 

Launched a public-private network to support children and patients 
with serious mental and physical illnesses: A nehwork of private and public 
groups will come together to support chikJren of cancer and other seriously ill 
patients In addition, the Substance Abuse and Mental Health Sendees 
Administration and the National Cancer institute will form a partnership to bring 
together researchers and service providers to h l̂p support children. 

"We don't give credit, particularly to children, for the empathy, the resilience, 
and the downright individual strength we see in families facing a medical cnsia, 
whether the crisis affects a sibling, a parent, or a grandparent," Mrs. Gore said. 
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"And that is why I am pleased that the Federal Government, in partnership with 
families, scientists, caregivers, private foundations, and health and social 
services professtonals, have joined together to t selp our children cope with their 
parentsG illnesses." 

The Vice Presidenl and Mrs. Gore heard reports from roundtable discussions 
addressing the foUowing issues: principles of care for families wilh young children; 
family-cenlered elder care al home and in medical sellings: successful community-based 
initiatives; strategies lo give families ihc infonnaiion (hey want; bringing families inlo 
lhe design of health care selling and medical training: creating responsive, flexible 
policy; and measuring success. 

The dayis activilies followed on ihc heels of a discussion the day before wiih President 
Clinton. First Lady Hillary Rodham Clinlon. Vice Picsideat Goie and lipper Gore. 
The conlercnce is co-sponsored by the Child and Family Policy Center al VanderbiJl 
University, and the Children. Youth & family Consonium of lhe Lmversily of 
Minnesota. 
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To: Tom Freedman 

From: Esta Soler 

Date: July 27, 1998 

Re: White House event on domestic violence 

I appreciate this chance to offer suggestions about how the Administration could 
play a leadership role on a key issue for victims of domestic violence. I see a real 
opportunity for the Administration to take the lead on increasing the rate at which 
health care providers screen women for domestic violence, which the Family 
Violence Prevention Fund and leading experts in the health care field have 
identified as a key priority. 

Because domestic violence is a highly prevalent and preventable health problem, 
routine screening has become an accepted shategy for domestic violence 
prevention. Routine screening of all women for domestic violence is supported by 
the American Medical Association, the American Nurses Association, the March of 
Dimes and domestic violence advocacy organizations. The U.S. Department of 
Health and Human Services Departmental Agenda for Action for 1998 Identifies 
"strengthening the health care system's ability to screen, treat, and prevent family 
and intimate violence" as their top priority. Routine screening gives health care 
providers the opportunity to intervene with victims of domestic violence early - to 
ensure that these women receive the appropriate health care and support services 
they need. 

Despite the strong support for screening, studies show that most women are not 
asked about domestic violence by their health care providers. The Administration 
could play a key role in translating good policy into standard practice by helping to 
increase the rate of domestic violence screening in health care plans tliat contract 
with the Federal Governmeni. As you well know, when changes begin to occur in 
Medicaid, Medicare, and Federal Employee Health Benefits Plans, other plans tend 
to follow. 

K»ta Solcr 
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We suggest the following program for a White House event on domestic violence: 

1. Testimony from a victim of domestic violence who made repeated trips to 
the hospital emergency department for treatment of injiuies from abuse, 
but who was never asked about abuse by a health care provider. Or, 
testimony from a victim who made repeated visits to a primary care 
provider for treatment of a health condition caused by abuse, such as a 
migraine or hypertension, but was never asked about abuse by her 
physician. 

2. Statements by the Presidents of the American Medical Association and the 
American College of Obstetricians and Gynecologists. 

3. A statement by the President or the Vice President announcing the 
Administration's plans for increasing rates of domestic violence screening. 
The new initiative should focus on strategies that will increase screening 
within Medicare, Medicaid and health care plans for Federal employees. 
Obviously, we will need to flesh out the details of this plan in advance of 
the event. We would be pleased to work closely with you on developing 
this strategy. 

I look forward to discussing this with you further. Thank you again for this 
opportunity. 



Mary L. Smith 
03/05/99 10:58:21 AM 

Record Type: Record 

To: Thomas L. Freedman/OPD/EOP 

cc: 
Subject: Family Violence Prevention Fund 

I just received a fax from Lisa Morena at the Family Violence Prevention Fund. It says it is per a 
2/25 conversation with you. Attached are a memo and recommendations on DoD response to 
domestic violence and the Rx for Abuse Act. What is this? Do I need to consider this for what we 
are putting in our VAWA bill? Let me know by today. Thanks, Mary 
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IDOD RESPONSE TO DOMESTIC VlOLENCEl 

BACKGROUND 

Funding: DOD spends approximately $105 million on Family Advocacy Services. This provides 
services to approximately 2 million service members and dependents in the US and abroad. 

Domestic violence in the military is defined as spousal abuse. This is mainly due to the fact that 
DOD services are only available to mihtary personnel and their dependents. Therefore DOD cannot 
provide treatment or services to civilian victims cohabiting or dating military personnel. 
Their defmition of abuse includes emotional as well as physical abuse, which civilian definitions do 
not. 

• Spouse Abuse—"assault, battery, threat to injure or kill, other act of force or 
violence, or emotional maltreatment mflicted by one spouse or the other." 

Domestic violence in VAWA *94—"a crime of violence committed by a current 
or former spouse of tiie victim, an individual with whom the victim shares a child 
in common, and individual who cohabits with or has cohabited witii the victim as 
a spouse, or any other similarly situated to a spouse, or any other person who is 
protected under the domestic or family violence laws ofthe eligible State, Indian 
tribe, municipality, or local government entity. 

Data collection: DOD keeps a central registry of all reports of domestic violence and their outcomes. 
The registry includes reports of emotional as well as physical abuse. 

Reporting of spousal abuse is mandatory in the military. This means tbat a report can be made 
from any source, i.e., a victim, a neighbor, mihtary police, healtii professional, colleague. The report 
is filed witii the Family Advocacy Program. 

THE DOD DOMESTIC VTOLENCE RESPONSE SYSTEM 

The responses to domestic violence vary significantiy from service to service in terms ofthe details 
of how the programs are implemented. However, each service's programs follow the same directive. 

The FamUy Advocacy Program (FAF) is the central player In the military response to domestic 
violence. The mihtary system addresses domestic violence more as a relationship issue, than as a 
crime. The system's interest is in the service member and tiiat individual's ability to perform their 
job. Domestic violence, tiie recommended freatment and/or sanctions can all disrupt the service 
member's job performance and availability for deployment. Therefore tiie FAP is tasked with 
treating or "fixing" tiie service member and getting them back to their job. 

8T/S0-d SNOIiniOS dd T0:GT 66GT-t?0-abW 



FAP was first established by DOD directive in 1981. FAP was created to provide a coordinated 
DOD-wide program for tiie prevention, identification, evaluation, treatment, follow-up, and reporting 
of child abuse, neglect, and spouse abuse involving mihtary personnel and their famihes. The 
Current directive: 

1) Establishes programs and activities tiiat contribute to healthy lives; 
2) Promotes early identification and intervention in cases of alleged child and spouse abuse; 
3) Defines the program as rehabilitative, not punitive; 
4) Requires the Military Services to develop a standardized system for gathering and 

reporting cases; and 
5) Establishes a committee to identify joint service issues and help the FAP manager in 

coordination of special projects. 

FAP is responsible for assessing the needs ofthe couple, assessing the risk of additional violence, 
treatment and rehabilitation of the victim and offender, data collection, and case management. 

FAP interviews the couple for information on the incident, family history, dynamics, and individual 
history with abuse and history of abuse in tiie relationship. Participation in tiiis process is voluntary 
for tiie victim, but it is flie only opportimity the victim has to tell his/her side. Evenmally. every 
participant's (police, investigation, FAP, etc.) ends up at a case review committee. 

Investigations: All suspected cases of abuse are to be reported to the military police, tiie FAP, and 
the (individual's) command. Whoever receives tiie report is responsible for forwarding it on. All 
reports must be investigated. The investigations can be done by tiie Service's criminal investigations 
(CID, NCIS, and AFOSI), military police, or FAP, or tiie command. 

• The command's interest in the case is historically in the military member, not tiie victim. 
Therefore a conflict of interest can exist. 

The Case Review Committee: The Case review committee is a multi-disciplinary committee that 
looks at all the evidence presented and decides whether abuse occurred. The make up of tiie 
committee varies service to service. They also recommend a freatment for the couple. The 
command is notified ofthe treatinent recommended. The committee does not recommend a sanction 
for offenders. 

What does Treatment Mean? Treatinent can include: batterer's programs, stress management, 
anger management, interpersonal communications, support groups, and classes on power and control 
issues for less violent or "level one" cases. "Level two" cases, or cases deemed to require counseling 
and psychotherapy treatment can include: counseling, individual tiierapy, psychological services, 
group psychotiierapy, drug and alcohol counsehng, family therapy, co-joint couples therapy, play 
therapy for children, or clinically based group tiierapy. 

• Both die Army and tiie Navy rely regularly on couples' counseling for batterer's 
treatinent. Couples counseling would not be considered an appropriate domestic 
violence mtervention in most civilian setting, and is shown to put the victim's 
safety at risk. 
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The Command Role: Once fhe review committee has made a determination whether the incident 
occurred (substantiated, unsubstantiated, etc.), the Command is notified ofthe outcome and 
recommended treatment. Often, the service member's attitude toward attending or completing 
treatment is highly influenced by the Command's support or lack of support for FAP 
recommendation. Any sanction given the military offender is up to the discretion ofthe Commander. 

• Tools at a commanders disposal include: loss of pay, demotion, punitive 
measures like extra work assignments or desk duty, NJP, court-martial, 
administrative separation, and incarceration. 

• Commanders have little guidance as to what is appropriate sanction for each 
level of crime/assault. 

• Commanders receive little to no training on how to assess victim safety issues, 
or understand tiie dynamics of domestic violence. 

Protective Orders—^Miliary Protective Orders (MPOs) can be requested ofthe Command by the 
victim, FAP staff, or Provost Marshall's Office (PMO). This request generally occurs after a report 
of abuse. Only the command, or his representative (OD, etc.) can issue tiie Order. Decisions 
regarding tiie duration ofthe MPOs issued and tiie remedies afforded the victim by the MPO are 
directed by the issuing commander. These orders vary in effectiveness, as they do in the civilian 
community. Some offenders will obey tiie direct order of their Commander, others will not. 
Enforcement of tiie MPO is difficult if they are not given in writing, witii a copy given to tiie victim 
and to PMO. A violation of an order can be prosecuted under the UCMJ (disobeying a direct order). 
MPOs are not enforceable by civilian poUce because they do not follow due process. The 
commander simply orders that the person stay away, desist, etc. 

WHAT DOD DOES WELL 

DOD excels at tiie prevention, identification, and early intervention in low-level cases of domestic 
violence. The combined effect of mandatory reporting, attention paid to emotional abuse, the closed 
military services, command and law enforcement systems, and treatment mtervention models work 
together to effectively mtervene in large numbers of cases the civilian systems would never touch. 
These cases tend to involve low levels of violence (pushing, shoving, and throwing things) that 
would not reach the standard of probable cause in a civilian court. 

THE PROBLEM 

While DOD identifies and mtervenes witii low level offenders well, tiie system does not give proper 
weight and attention to serious abuse cases. Because the miUtary system and institutional interest 
focus on tiie service member, the system fails to pay appropriate attention to or even recognize many 
victim safety issues. Additional factors in the system's failure to give proper weight to serious abuse 
case may be that tiie large numbers and numbing details of low level cases can overwhelm 
Commands and tiie members ofthe case review committee. Combine tiiis with the belief tiiat even 
minor cases can ruin a career and it is understandable how severe cases may be minimized, 
unrecognized, or lost in tiie process. 
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In addition, the system often fails to appropriately assess the context in which tiie violence occurs. 
This happens regularly in reports of mutual abuse, and identified reports of low level abuse tiiat 
acmally may be a part of a larger pattem of serious and ongoing abuse. 

Finally, the FAP is tasked witii deahng witii domestic violence and with "fixing" batterers. While 
FAP is designed to support commands, it is largely civilian run. Commanders, law enforcement, and 
legal services are all key to addressing domestic violence in a systematic way. Unfortunately, FAP 
does not generally have the clout to leverage the resources and focus of any organization otiier than 
its own. 

1. Lack of a framework to guide consistent interventions- The 1996 final report on Spouse abuse 
done by Caliber Associates recommended to DOD that "developing an overarching sti-ategy to 
curtail spouse abuse would be further facilitated by adopting one (or more) causal theories of spouse 
abuse and implementing response tactics tiiat are consistent witii the adopted theories of causation." 

2. Offender Accountability: 
• There are uncharacteristically high numbers of mutual abuse reported in the services, 

compared with civilian reports. In general the services eitiier make no effort to identify tiie 
primary or predominate aggressor, or issues of self-defense, m the incident of abuse, or do 
not understand how to make such a determination. 

• Lack of Command commitment to tt-eatment services. Field exercises or deployment 
routinely take precedent over going to batterer's group, 

• Lack of consistent disciplinary action or sanction for even serious abuse. 

• Command messages tiiat abuse is justified for adultery, drinking, writing bad checks etc., or 
that the victim provoked the abuse by "talking back, nagging, overspending" 

3. Victim Safety; There are numerous impediments to ensuring victims' safety. 

• Protective Orders—There is currentiy no way to verify tiie existence of MPOs. Since most 
MPOs are verbal orders, most bases do not attempt to keep ttack of MPOs issued. This 
makes it extiemely difficult to enforce, and impossible to brack violations of, tiiese orders. 

• In addition, MPOs can not be enforced off base. If a victim Hves off base, and her abuser is 
military, she is better off having a civilian protective order because civilian police cannot 
enforce a military protective order, Civilian protective orders, on tiie other hand, are not 
enforceable on exclusive jurisdiction bases, leaving tiie victim to slog her/his way through 
two systems. 

3. Fear of reporting —Family member victims tiiat face overwhelming barriers to reporting. 
Because the military is a closed system, any report could negatively affect a spouse's career, and as a 
result tiireaten a family' s economic security. A family living on base would have to leave base 
housing if the military sponsor was incarcerated, or if tiiey separate. Many installations have policies 
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which result in loss of base housing when a spouse is substantiated of abuse, or if there are too many 
calls to PMO from a residence. The family may be thousands of miles fiom their home of record. 

• Clear guidance should bc established around what level cases should be career 
busters. Should a career be negatively affected by a single low level case? 

4. No confidentiality for victilms and victims' advocates— Due to tiie fears mentioned above, 
many spouses choose not to report because follow through is mandatory. Unlike the civilian 
system a spouse does not have the option to simply seek advice, safefy planning or information 
about available services without triggering an investigation. 

• There is a need for confidentiality between victims and victims' advocates Also 
under the FAP system a social worker is working with the couple and has 
responsibilities to the Command. There is a need for guidelines to deal with the 
ethical dilemmas that this creates? 

5. Commanders do not understand issues of victim safefy—Commanders, whose role is to act in 
the best interest of tiie unit and tiierefore, the service member, generally deal with domestic 
violence cases as they would any other personnel problem. They have httie or no ttaining on the 
dynamics of domestic violence, and do not understand how their action, or lack of action will 
impact victim safety, ie (insisting on doing an investigative interview with the couple after an 
incident, refiisal to implement requested MPO, excusing violence because of victim's character 
or behavior issues) 

6. Data Collection—the cential registiy which ti-acks all domestic violence reports has some serious 
shortcomings. The manner in which the data is collected fails to tell the whole picttxre of domestic 
violence in the military. 

• The registry does not include information on tiie level of violence used in the 
case. This makes the information somewhat useless over rime. An individual 
could have numerous cases in tiie system, but OSD would never be able to tell if 
these are felony level cases or pushing/slapping. 

• The registry does not include information on sanctions tiiat the offenders were 
given for tiie abuse. There is a mechanism to record this information on flie 2486, 
but Commands do not always or even regularly report to FAP i f or what action 
was taken, All research data on effectiveness of intervention indicates that the 
most effective deterrent to repeated spouse abuse is a combination of sanction 
and tteatment. The registry is missing half of the story. 

• Severity of abuse is classified differentiy in each branch of tiie service. There 
should be one DOD wide matrix. 
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Kecommendations 

1) DOD NEEDS COLLABORATIVE WORK, WITH ADVOCATES IN THE FIELD TO IDENTIFY AND 
DEVELOP A THEORETICAL FRAMEWORK TO GUIDE CONSISTENT INTERVENTIONS 
ACROSS THE SERVICES. 

DOD should establish a process by which communication/collaboration benveen the OSD, DOJ, HHS, the 
services, and civilian domestic violence advocates and service providers can work together to improve issues of 
victim safety and offender iiccountability within the DOD response to domestic violence. The first step is a 
collaborative development of a theoretical framework that is tailored to the military system and mission and 
reflects current practice in the field in die civilian community. 

• All cim-ent practices and policies should be assessed for impact on victim safety. This process should 
involve DV advocates (civilian and mihtaiy) as well as DOD personnel. 

• Standardize expectations of accountability for offender, and lhe military system 
• Spouse abuse intervention should be coordinated on base and with civilian responders and MOU's 

developed. 
• A DOD response to domestic violence should be coordinated with all stake- holders, i.e. commanders, law 

enforcement, etc... 

2) THE MILITARY SHOULD ENFORCE CIVILIAN PROTECTIVE ORDERS: hnprove the ability of 
military police to enforce and appropriately respond to enforcement of civihan protective orders on military 
installations. 

• Include requirement that MPs tum individuals who violate civilian POs over to civilian 
authorities in MOU goveming interaction between military and civilian authorities on 
concurrent jurisdiction bases. 

• Legislation to require that bases with exclusive jurisdiction give full faith and credit, or 
simply enforce civilian POs. 

3) ENHANCE THE EFFECTIVENESS AND ENFORCEABILTY OF MILITARY PROTECTIVE 
ORDERS: 

• Mandate that all MPOs be written orders and filed with the Provost Marshall's office, create 
process to document violations of these orders. 

• Mandate that Provost Marshall's office keep a regularly updated paper file or computerized 
database of MPO's. 

• Track requests for MPO's that were denied by Command, and require documentation of 
denial. 

4) IMPLEMENT SYSTEM FOR MONITORING AM) TRACKING COMMAND RESPONSES TO 
DOMESTIC VIOLENCE. 

The goal here is not to track numbers but to ensure that case review conunittee recommendations are being 
acted on properly and tiiat proper sanctions are being applied to perpetrators, particularly for cases where there 
are injuries, threats, and for felony level cases. 
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• The Marine Corps has paid for a tracking system tiiat is ready to run. While tiie Corps has paid for it, it has 
chosen not to implement it. It could be used DOD wide, 

5) INTEGRATE COMMAND COMMITMENT TO ISSUES OF SPOUSE ABUSE INTO LEADERSHIP 
CULTURE. 
• PROVIDE DOMESTrC VIOLENCE TRAINING AND INTERVENTION STRATEGIES AT COMMAND AND NCO 

SCHOOLS. 

• Link Command action on spouse abuse issues to leadership ability 

6) DOD SHOULD CONTRACT WITH LOCAL CIVILIAN PROGRAMS for confidential victims' advocacy 
services. 

• Civilian advocacy programs need training on how to advocate for military victims of spouse abuse. More 
collaboration between tiie mihtary and civilian DV groups would go a long way toward building trust and 
increasing options for victuns. 

7) IMPROVE CAPABILITY OF CENRAL REGISTRY TO CAPTURE LEVELS OF ABUSE AND 
ACTIONS TAKEN. 

Developed by the FamUy Violence Prevention Fund and the Battered Women's Justice Project 
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105TII CONGRESS 
2D SKS.SION" 

To provide gi'iuits to streiig-thoii State and local healtii cî n̂  systems' response 
to domestic -̂̂ olellCe by building the capacity of health care professiomils 
and staff to idciiti^-, address, nnd prevent domestic \-iolence. 

IN THE SENATE OP THE UNITED STATES 

JULY 31, 1998 

Mr. DOMEN'iCi (for himself and j\Ir. STE\-ENS) introduced the follo\ving bill; 
winch was read twice and referred to the Committee on Labor nnd 
Human Resources 

A B I L L 
To provide grants to strengthen State ancl local health care 

systems' response to domestic violence by building the 

capacity of health care professionals and staff to identify, 

address, and prevent domestic \'iolence. 

1 Be it enacted hy the Senate and House of Bepresenta-

2 tives ofthe United States of America in Congress assembled, 

3 SECTION 1. GRANTS TO ADDRESS DOMESTIC VIOLENCE IN 

4 HEALTH CARE SETTINGS. 

5 (a) I N GENERAL.—The Family Violence Prevention 

6 and Sei-\'ices Act (42 U.S.C. 10401 et seq.) is amended 

7 by adding at the end the follo-vving: 
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1 "SEC. 319. GRANTS TO ADDRESS DOMESTIC VIOLENCE IN 

2 HEALTH CARE SETTINGS. 

3 "(a) GENER.\I. PURPOSE GR^VXTS.—The Secretary, 

4 acting through the Office of Family Violence and Prcven-

5 tion Sen-ices of the Administration for Children and Fam-

6 iUes, may award grants to eligible State and local entities 

7 to strengthen the State and local health care system's re-

8 sponse to domestic \iolence by building the capacity of 

9 health care professionals and staff to identify, address, 

10 and prevent domestic violence. 

11 "(b) STATE GRANTS.— 

12 "(1) Ix GENERAL.—'The Secretary may award 

13 grants under subsection (a) to entities eligible under 

14 paragraph (2) for the conduct of not to exceed 10 

15 State^ îde programs for the design and implementa-

16 tion of Statê vide strategies to enable health care 

17 workers to improve the health care system's re-

18 sponse to treatment and prevention of domestic \io-

19 lenee as provided for in subsection (d). 

20 "(2) ELIGIBLE ENTITIES.—TO be eligible to re-

21 ceive a grant under paragraph (1) an entit}' shall— 

22 "(A) be a State health department, non-

23 profit State domestic violence coalition, State 

24 professional medical society, State health pro-

25 fessional association, or other nonprofit or 

•S 2395 IS 
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1. State entity v\ith a documented histoiy of effec-

2 tive work in the field of domestic violence; 

3 "(B) demonstrate to the Secretary that 

4 such entity is representing a team of organiza-

5 tions and agencies working collaboratively to 

6 strengthen the health care system's response to 

7 domestic violence; and 

8 "(C) prepare and submit to the Secretarv' 

9 • an appUcation at such time, in such manner, 

10 and containing such information as the See-

11 retarv' may require. 

12 "(3) LLvniATlOX.—The SecretaiT mav not 

13 award a grant to a State health department under 

14 paragraph (1) unless the State health department 

15 can certify that State laws, policies, and practices do 

16 not require the mandatory reporting of domestic vio-

17 lenee by health care professionals and staff when the 

18 victim is an adult, 

19 "(4) TERM A^D A^MOUNT.—A gi-ant under this 

20 section shall be for a term of 4 years and for an 

21 amount not to exceed $2,000,000 for each such . 

22 year. 

23 "(c) Loĉ vL DEMONSTRATION GR^VNTS.— 

24 "(1) I N GENTERAL.—The Secretary- may award 

25 grants under subsection (a) to entities eligible under 

•S 2395 IS 
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1. paragraph (2) for the conduct of not to exceed 10 

2 demonstration projects for the dvsig'u and implemen-

3 tation of a strategy to im]Drove ihe response of local 

4 health care professionals and stfif to the treatinent 

5 and prevention of doniestie violence. 

6 "(2) ELIGIBLE ENTITIES.—To be eligible to re-

7 ceive a grant under paragraph (1) an entity shall— 

8 "(A) be a local health department, local 

9 • nonprofit domestic violence organization or 

10 service provider, local profe.>sional medical soci-

11 ety or health professional association, or other 

12 nonprofit or local government entity that has a 

13 documented history of effective work in the field 

14 of domestic violence; 

15 "(B) demonstrate to the Secretaiy that 

16 such entity is representing a team of organiza-

17 tions working collaboratively to strengthen the 

18 health care sv-stem's response to domestic vio-

19 lence; and 

20 "(C) prepare and submit to the Secretaiy 

21 an application at such time, in such manner, 

22 and containing such information as the Sec-

23 retan" may require. 

•S 2395 IS 
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1 "(3) TERM .tVXD AMOUNT.—^A grant under this 

2 section shall bc for a term of 3 years and for an 

3 amount not to exceed $450,000 for each such year. 

4 "(d) USE OF FUNDS.—Amounts provided under a 

5 grant under this section shaU be used to design and imple-

6 ment comprehensive State\\ide and local strategies to im-

7 prove the health care setting's response to domestic vio-

8 lence in hospitals, clinics, managed care settings, emer-

9 gency medical senices, and other health care systems. 

10 Such a strategy shall iriclude— 

11 "(1) the development, implementation, and dis-

12 semination of policies and procedures to grade health 

13 care professionals and staff responding to domestic 

14 îolence; 

15 "(2) the training of, and providing follow-up 

16 technical assistance to, health care professionals and 

17 staff to screen for domestic violence, and then to ap-

18 propriately assess, record in medical records, treat, 

19 and refer patients who are victims of domestic vio-

20 lence to domestic violence senices; 

21 "(3) the implementation of practice guidehnes 

22 for ^̂ idespread screening and recording mechanisms 

23 to identify' and document domestic violence, and the 

24 , institutionahzation of such gitideUnes and meeha-

25 nisms in quaUty improvement measurements such as 

*S 2395 IS 
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1, patient record reviews, staff inteniews, patient sur-

2 veys, or other methods used to evaluate and enhance 

3 staff compliance with ))rotocols; 

4 "(4) the development of an on-site program to 

5 address the safety, medical, mental health, and eco-

6 nomic needs of patients who are victims of domestic 

7 violence achieved either by increasing the capacity of 

8 existing health care professionals and staff to ad-

9 dress these issues or by contracting vdth or hiring 

10 domestic violence advocates to provide the sendees; 

11 "(6) the development of innovative and effective 

12 comprehensive approaches to domestic violence iden-

13 tifieation, treatment, and prevention models unique 

14 to managed care settings, such as— 

15 "(A) exiDloring ways to include com-

16 pensated health care professionals and staff for 

17 screening and other services related to domestic 

18 violence; 

19 "(B) developing built-in incentives such as 

20 billing mechanisms and protocols to encourage 

21 health care professionals and staff to implement 

22 screening and other domestic violence pro-

23 grams; and 

24 "(C) contracting vvith community agencies 

25 as vendors to provide domestic violence victims 

*S 2395 IS 
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1 access to advocates and seivices in health care 

2 settings; and 

3 "(6) the collection of data, implementation of 

4 patient and staff sun-eys, or other methods of meas-

5 uring the effectiveness of their programs and for 

6 other activities identified as necessaiy for evaluation 

7 by the evaluating agency. 

8 "(e) Ey--\J.UATI0N.-—The Secretaiy may use not to 

9 exceed 5-percent of the amount appropriated for a fiscal 

10 year under subsection (e) to evaluate the economic and 

11 health benefits of the programs and activities conducted 

12 bv- grantees under this section and the extent to which 

13 the institutionalization of protocols, practice guidehnes, 

14 and recording mechanisms has been achieved. 

15 "(f) AUTHORIZATION OF APPROPRUVTIONS.— 

16 "(1) I N GENER.-VL.—There are authoiized to be 

17 appropriated to carry out this section— 

18 "(A) $24,500,000 for each of the fiscal 

19 years 2000 through 2002; and 

20 ''(B) $20,000,000 for fiscal year 2003. 

21 "(2) AVxULiVBILITY.'—Aiuounts appropriated 

22 under paragraph (1) shall remain available until ex-

23 pended.". 
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1. . (b) TECHNICAL A^MENDMENT.—Section 305(a) ofthe 

2 Family Violence Prevention and Services Act (42 U.S.C. 

3 10405(a)) is amended— 

4 (A) by striking "an employee" and insert-

5 ing "one or more employees"; and 

6 {B) by striking "individual" and inserting 

7 "individuals". 

O 

•S 23S5 IS 
8 ^ / 5 1 - d SNOIiniOS dd S0:6T 666T-t70-abll 



Rx F O R A B U S E A C T 
Helping Health Care Providers Prevent Domestic Violence 

BACKGROUND 

• Incidence of domestic violence ranges from 960,000 incidents of violence against a current or former 
spouse, boyfriend or girlfriend per year to 3.9 million women who are physically abused by their 
husbands or live-in partners per year. 

• Thirty seven percent of all women who sought care in hospital emergency rooms for violence-related 
injuries in 1994 were injured by a current or former spouse, boyfriend or girlfriend. 

• A study conducted at Rush Medical Center in Chicago found that the average charge for medical 
services provided to abused women, children, and older people was $1633 per person per year. 

• Of 3,455 adult women surveyed by Allegheny University ofthe Health Sciences in Pittsburg, PA 
more than a third (36.9%) said they have experienced emotional or physical abuse by an intimate 
partner during their lifetime; more than one out of seven (14.4%) said that they have experiened 
physical or sexual abuse; and 2.2% said they came to the hospital as a result of injuries. 

• In a major metropolitan emergency department that had a protocol for domestic violence, the 
emergency department physician failed to obtain a psychosocial history, ask about abuse, or address 
the woman's safety in 92% of the domestic violence cases. 

DOMESTIC VIOLENCE AS A PUBLIC HEALTH ISSUE 

Violence against women takes a tremendous toll on our health care system. Battering is a leading cause 
of injury to women. Women who have been battered or sexually assaulted utilize the health care system 
at much higher rates than non-abused women, for a variety of health problems, including repeated 
injuries, stress-related disorders, depression, and other physical and mental illnesses. And battering 
during pregnancy increases the risk of premature, low birthweight, or stillbom babies. 

Historically, interventions to end domestic violence have focused on either providing shelter and services 
or improving the law enforcement response. Obviously, both of these strategies are vital to ensuring the 
safety and meeting the needs of victims. Nevertheless, health care providers and staff are often the first, 
and only, professionals to see a battered woman's injuries. They are in a unique position to identify abuse 
before it is reported and to intervene in a way that will result in a reduction in the morbidity and mortality 
caused by violence in the home. However, to do so, they must acknowledge domestic violence as a health 
care issue 

A QUESTION OF PREVENTION AND ADEQUATE CARE 

Unlike shelter providers, health care providers are seldom equipped to identify domestic violence or to 
intervene in a supportive and effective way. Physicians frequently treat only battered women's injuries 
without addressing the cause of those injuries. No physician ever intends to discharge a patient with a 
preventable life-threatening condition without taking steps to freat the problem. However, most battered 
women who seek medical attention are sent home to the same unsafe situation that was the original cause 
of their injuries only because their physicians lack the traimng and support to appropriately identify, treat, 
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or refer victims o f domectie violence. Health care providers who fail tn identify and intervene in such 

cases miss an important opportunity to stop the cycle of violence, and get at the root of their patients' 
health care problems. 

Health care providers and institutions must incorporate a comprehensive response to domestic violence 
into their definition of adequate care by: 

• Routinely inquiring about abuse and violence in their patients' lives. 
• Educating health care providers and staff about how to inquire and intervene. 
• Establishing an integrated and institutionalized response to domestic violence. 
• Developing referral and resource materials. 
• Evaluating, on an on-going basis, the effectiveness ofthe their programs. 
• Becoming a part of a coordinated response within the larger community through collaborative 

partnerships. 

The Rx for Abuse Act 

The Rx for Abuse Act, or S. 2395, introduced by Sen. Pete Domenici (R-NM) and Sen. Ted Stevens (R-
AK) in the Senate, and H.R. 4477, infroduced by Rep. Nita Lowey (D-NY), funds demonsfration grants 
that will enable state and local teams to design and implement such responses. The bill authorizes ten 
grants up to $2 million for statewide teams to develop four-year demonsfration programs and ten grants 
up to $450,000 for local teams to direct three-year local level demonstrations. Eligible state applicants are 
state health departments, domestic violence coahtions, other domestic violence organizations, or the state 
medical or health association or society. Local health deparfrnents, nonprofit domestic violence 
organizations or service providers, medical or heath associations or societies, or other nonprofit or 
govemmental entities that have a histoiy of work on domestic violence are eligible local level applicants. 
All grantees must be representing a collaborative team of organizations. 

The Family Violence Prevention Fund 
383 Rhode Island St., Suite 304 
San Francisco, CA 94103-5133 

For more information, please contact: 
Lisa Moreno 

(202) 624-9470 
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NOW Legal Defense and Education Fund 
"Defining and Defending Women*s Rights for 28 Years** 

119 Constitution Ave. NE Washington, D.C. 20002 (202)544-4470 fax; (202) 546-8605/̂ mail powld<pfdc@aoiLcoin 
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"Thank you for supporting our work through your generous year-end donation'^ 
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National Coalition Against Domestic Violence 
U9 Constitution Avenue NE Washington, DC 20002 • Phone 202-544-7358 • Fax 202-544-7893 

COMPARISON OF HOUSE & SENATE VERSIONS OF VAWA *99 
H.R. 357 (VAWA '99)~ Conyers (D-MI), Morella (R-MD) & Roybal-Allard (D-CA) 

S. 51 ~ Biden (D-DE) & Specter (R-PA) 
S. 245 - Hatch (R-UT) 

© - Included Not included 

Provision H.R3S7 1 
(VAWA 99)1 

S. 51 (Bideo/Specter) S. 245 (Hatch) 

Expanded Definition of DV © -

STOP Grants © altemate version; only through 2002 © alternate ver 
2002 

ion; only through 

Nat'! Domestic Violence Hotline © \ © includes legal services database; only 
through 2002 

© only through 2002 

Graats for Community Initiatives © ( © lower funding; only through 2002 © lower fundin 
2002 

g; only through 

Education & Training for Judges © ] © lower funding; only through 2002 -

Grants to Encourage Arrests © \ © lower funding; only through 2002 © lower fundin 
2002 

>; only through 

Rural DV & Child Abuse © \ © only through 2002 © higher fundi 
2002 

ig; only through 

National Stalker & DV Reduction © ® only through 2002 © only through 2002 

Federal Victims' Counselors © © only through 2002 -

Runaway & Homeless Youth © © lower funding; only through 2002 © lower fundin 
2002 

g; only through 

Victims of Child Abuse Programs © © lower funding; only through 2002 © lower fundin 
2002 

g; only through 

Safe Havens for Children © i © lower funding ,only through 2002 -

Date Rape Drug Rescheduling © © more limited version m 

Access to Safety and Advoc^ for 
victims of Sexual Assauh vflitAV. * 

-

I 

' 0 
VAW Prevention in Schools 

© © more limited version/ lower funding, only 
through 2002 

Family Safety © more limited version 

Battered Immigrant Women © more limited version © very limited ''cT îon 

Underserved Populations Dc&i 
- -
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Clearinghouse - DV/SA/Workplace © twice as much funding; only through 2002 -

Victims' Employment Rights Act © - -

Workplace Tax Credit m -

Battered ?'s Employment Protect © © more limited version -

Educ & Trainmg Grants on VAW © lower funding; only through 2002 
I 

Rape Prevention Educahon © © more limited version; lower funding; 
only through 2002 

-

Standards/Training for SA Exams © © 

Hate Cnmes Prevention © © 

DV Victims' Housing ^ - ^ ^ 
<f} 

l e C a £ ^ ^ /â »VvuC /JSi^ / 1 
Full Faith and Credit —J^ /^^ jU^J ] © more limited version; no fimding © more limited J 

no funding 
DV Insurance Protection © © enforcement only if states fail to 

Access to Safety and Advocacy for 
Victims of Domestic Violence 

© © very limited version; only through 2002 -

Amendments to Interstate Stalking © © © 

Disclosure under Child Support 
Program 

© -

Older Women's Protection © © . . . 

Protection for Disabled Women © © more limited version; lower fimding; only 
through 2002 

© more limited 
fundmg 

version; lower 

Civilian Jurisdiction for SA & DV © © more limited version -

Transitional Compensation © © more limited version -

Training for Health Professions © © -

Research on VAW © © more limited; lower funding -

Child Custody Resolution - -
1 

Child Welfare Worker Training © - -

Child Abuse Accountability - -

Sexual Assault in Prisons - -

Summit on Sports & Violence - -

"No Guns for Drunks" © - -

Workers' Compensation © 

^ M ^ ^ B For More Information Contaci Juley Fulcher, Public Policy Director at (202j i44~ 7358 
^ ^ ^ ^ ^ J'lmfsa 
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Screening Policy 
for the Identiflcation of Domestic Violence Victims 

June 9,1999 

The following policy was developed by the Family Violence Prevention Fund in joint with expert health 
practitioners in the field of domesfic violence screening, intervention and prevention and advocates in the 
domestic violence community. The final draft will be completed by the beginning of July 1999. Please 
contact us for a copy of that draft. 

Family Violence Prevention Fund 
383 Rhode Island Street, Ste. 304 
San Francisco, CA 94103-5133 

415/252-8900 
http://www.fvpf org 

Health Resource Center on Domestic Violence 
ToU free: 888/ RX-ABUSE 



DRAFTS 

Family Violence Prevention Fund 
Screening for Domestic Violence 

Screening for domestic violence provides a critical opportunity for disclosure of domestic 
violence and provides a woman and her health care provider the chance to develop a plan to protect 
her safety and improve her health. Recent experience with AIDS, smoking cessation and improved 
outcomes in breast cancer and cardiovascular disease support the efficacy of early identification and 
intervention. The prevalence and the health, social and economic costs of domestic violence require 
equivalent attention and equally effective action by the health care system. 

For five years, the Family Violence Prevention Fund (FUND), a national domestic violence 
advocacy organization has promoted routine screening for domestic violence by health care 
providers. Concurring with this policy are the American Medical Association, the American Nurses 
Association and a number of other national health care organizations that recommend that health care 
practitioners screen for domestic violence.'"̂ '̂  

As screening practice has become more widespread, and as data have been collected that support the 
efficacy of screening for domestic violence, the need for a set of clear guidelines for screening 
practice has become apparent. Providers are seeking this information in order to improve patient 
care, managed care plans and medical organizations in order to promote better practice across their 
organizations, and researchers and analysts in order to be able to better assess the state of domestic 
violence practice. 

In this document, the FUND presents its recommendations for how screening should occur within 
the health care system. To develop this policy, the FUND conducted an extensive literature review 
and held a conference with expert health practitioners in the field of domestic violence screening, 
intervention and prevention and advocates in the domestic violence commumty. 

The FUND recommends that all health care institutions and practitioners follow these guidehnes that 
include both a general policy statement and health setting specific recommendations. The FUND 
is currently working with national health and medical associations and state organizations to jointly 
encourage the widespread implementation of these guidelines. 

RATIONALE 

Domestic violence is a health care problem of epidemic proportions. It is estimated that between 
20% and 30% of all women in the United States are abused by an intimate partner at some point in 
their adult lives.'*'''̂  In addition to the immediate trauma caused by abuse, domestic violence 
contributes to a number of chronic health problems including chronic pain in any organ system', 
depression''\ alcohol abuse''̂ '̂ ^ and substance abuse.'•̂ '̂ '̂  In addition, the management of other 
chronic illnesses such as asthma, seizure, diabetes and hypertension may be problematic in women 
who are being abused. 
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The health care system is positioned to play a pivotal role in domestic violence prevention. Virtually 
every American woman interacts with the health care system at some point in her life — whether 
it is for routine health maintenance, pregnancy, childbirth, illness, injury or by bringing her child for 
health care services. For the 1.5 million women who are physically abused by their partners every 
year, the health care system can be a primary resource.' In fact, according to a report released in 
November 1998 by the National Institute of Justice and the Centers for Disease Control and 
Prevention, women make 693,933 visits to the health care system per year as a result of injuries due 
to physical assault.'' The majority of these visits were for treatment of injuries that were inflicted 
by the women's intimate partners. This study did not even measure the illnesses that are related to 
domestic violence or the effect domestic violence has on the management of other illnesses. 

Although domestic violence directly or indirectly brings millions of women to the health care system 
every year — health care providers often treat these women without inquiring about abuse, therefore 
never recognizing or addressing the underlying cause of their health p r o b l e m s . E v e n when 
domestic violence results in injuries that were obviously inflicted by.another person, health care 
providers often record the injuries and treat the presenting problem without inquiring about the cause 
of the injuries. 

Historically, the health care system has played an important role in identifying and preventing 
widespread public health problems. We believe the models developed to prevent other chronic 
health problems may effectively be applied to domestic violence. Routine screening, with its focus 
on early identification and its capacity to reach patients whether or not symptoms are immediately 
apparent'̂  is a primary starting point for this improved approach to medical practice for domestic 
violence. Health care professionals currently screen routinely for a number of common conditions, 
where the prevalence is less than or similar to that of domestic violence.'̂  

Routine and multiple screenings by skilled health care providers, when conducted face-to-face, 
markedly increases the identification of domestic violence. Routine screening, as opposed to 
indicator-based screening, will increase opportunities for identification and intervention with patients 
presenting with symptoms not generally associated with domestic violence. When victims of 
domestic violence or those at risk for domestic violence are identified early, providers are able to 
intervene to help patients understand their options, live more safely within the relationship or safely 
leave the relationship. Expert opinion suggests that such interventions may lead to reduced 
morbidity and mortality.'^ 

Screening provides women a valuable opportunity to tell their providers about their experiences with 
abuse. Battered women report that one of the most important part of their interactions with their 
physicians was being listened to about the abuse. 

Published literature also provides guidance for how effective screening should take place, 
demonstrating the importance of conducting inquiries in private seUings and using straightforward, 
nonjudgmental questions, preferably asked verbally by a health care practitioner. 
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RECOMMENDED PRACTICE 

Anecdotal evidence, expert opinion and a growing body of data support the efficacy of routine 
screening in identifying women who are victims of domestic violence or at risk for domestic 
violence."-" 

The FUND recommends: 

• Routine screening for domestic violence victimization for all female patients over the 
age of fourteen in primary care, obstetrics/gynecology, emergency department, in­
patient, pediatrics and mental health, prenatal and emergency department settings. 
Routine screening means that inquiry about domestic abuse occurs with all women 
over the age of fourteen, whether or not symptoms or signs are present and whether 
or not the provider suspects abuse has occurred. 

That all practitioners and health organizations within these settings implement 
programs to ensure routine screening of all female patients. 

• That screening be carried out in private settings and through the use of 
straightforward, nonjudgmental questions, preferably asked verbally by the 
practitioner.''• '̂'• '̂ 

• Confidential documentation of screening outcomes. 

• That screening be carried out in a cultvu-ally competent manner and in ways that 
increase the safety of abused patients and respect patients' integrity and authority 
over their lives (the principles of patients' rights). 

The FUND is convinced that the prevalence of domestic violence, and the data dempnstrating the 
efficacy of screening in increasing identification of domestic violence, strongly support these 
recommendations for routine screening in the identified populations and settings. 

Practitioners and health care organizations should develop policies that ensure ongoing training for 
providers on how to implement these screening guidelines as well as policies for assessment, 
intervention, comprehensive and confidential documentation and referral management if abuse is 
identified. 

FUTURE CONSIDERATIONS 

The FUND also believes that a broader recommendation for universal screening of all patients (men 
and women) in all settings may eventually be demonstrated to be appropriate. However, practice 
in these broader areas is still in its infancy, and there is little definitive research on which to draw 
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conclusions. To appropriately address the question of whether a recommendation for universal 
screening is warranted, the FUND recommends: 

• A research focus on the collection and analysis of data on the efficacy of a universal 
screening policy for domestic violence victimization. 

• Interested providers consider adojjting a universal screening policy for domestic 
violence victimization with their patients, particularly if this practice can be tied to 
research arid data collection to demonstrate efficacy. 

Expert opinion and initial studies suggest that the prevalence of domestic violence among gay men 
may be comparable to that of domestic violence among women. Before recommending screening 
practices for this population, it is critical to ensure that the guidelines address the unique issues 
related to the delivery of quality health care for gay men. The FUND is working with experts in the 
field of health care in gay communities to develop appropriate guidelines. 

In the pediatric setting, screening for domestic violence is clearly appropriate, but raises important 
and complex questions including when and how mothers of pediatric patients should be screened. 
Screening mothers in pediatric settings will reach women who may be victims of domestic violence 
and who come in contact with health care providers only through their children's care. Screening 
mothers in this setting will also indicate to providers whether the pediatric patient may be at risk for 
direct abuse or as a child witness to domestic violence. The FUND is working with experts in 
pediatrics, family practice and adolescent medicine to develop a set of recommendations for 
screening in these settings. 

On the following pages, practitioners will find a general screening policy and setfing specific 
recommendations. Each addresses who should be screened, which providers should carry out the 
screening, the recommended frequency of screening and the environment in which screening should 
take place. 

The formal recorrunendations that follow provide guidance for practitioners and organizations on 
who should be screened as well as when, where, how and by whom screening should be carried out. 
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General Screening Policy 

This is a general policy on screening women for domesfic violence within the health care system. 
A more detailed set of recommendations for screening for domestic violence in specific health care 
setfings follow. 

Who should be screened routinely for domestic violence? 

• All females aged fourteen years and older 

Who should screen for domestic violence? 

At a minimum, screening should be conducted by a health care provider who: 
Has been educated about the dynamics of domestic violence, the safety and 
autonomy of abused patients and cultural competency 
Has been trained how to ask about abuse and to intervene with identified victims 
of abuse 
Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care provider who either: 
Has established a relationship or some trust with the patient, OR 
Has a clearly defined role in an urgent care or emergency setting 

How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part of a face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives of the patients should be present 

during the screening and preferably no children over two should be present 
• Be confidential, pafients should be told of the confidenfiality of the conversation 

and told of the limits of that confidenfiality, including the limits of confidentiality 
of medical records 

• Use professional interpreters when needed, rather than a pafient's fiiend or family 
member 
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Ideally, screening for domestic violence should also: 
• Be included as part of a written health questionnaire 
• Be conducted in the patient's primary language with use of professional 

interpreters when appropriate 

When should screening occur? 
• As part of routine health history (or "review of systems") 
• As part of the standard health assessment 
• During an initial visit for a new chief complaint 
• During every new patient encounter 
• At every new intimate relationship 
• During every periodic comprehensive health visit 

Where should screening occur? 

Trained health care providers should provide domestic violence screening as part of routine 
patient care in the following settings: 

Primary care 
Urgent care 
Ob/Gyn and Family Planning 
Mental health 
Inpatient 

How should a screening policy be implemented? 

All health care providers who screen for domestic violence should receive appropriate training on 
how to ask about abuse, how to respond when it is identified, and on issues of cultural 
competency and principles of increasing safety and respecting autonomy of battered patients. 

Screening can be facilitated by the use of forms or other assessment tools such as the three-
question Abuse Assessment Screen.̂ ^ Chart prompts are another effective tool to remind 
providers to screen and have been shown to increase screening rates.̂ '' 
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Screening for Domestic Violence in Primary Care 

Increasingly, within the managed care system women are being seen in a primary care or 
obstetrician/gynecologist setting, which serve as their entry point into the health care system. The 
primary care visit offers a woman the chance to have a private conversation with her health care 
provider, where screening can be done in a less hectic setting than in the emergency department. 
The primary care setting also offers an opportunity to screen both women who present for routine 
health maintenance and those who are presenfing for specific health complaints. 

Who should be screened for domesfic violence? 

• All females aged fourteen years and older 

Who should screen for domesfic violence? 

At a minimum, screening should be conducted by a health care provider who: 
• Has been educated about the dynamics of domestic violence, the safety and 

autonomy of abused patients and cultural competency 
• Has been trained how to ask about abuse and to intervene with identified vicfims 

of abuse 
• Has the opportunity to speak to the patient in a private setting 
• Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care proyider who: 
• Establishes a relationship or some trust with the patient 

How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part of a face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives ofthe patients should be present 

during the screening and preferably no children over two should be present 
• Be confidential, pafients should be told of the confidentiality of the conversation 

and told of the limits of that confidentiality, including the limits of confidentiality 
of medical records 

• Use professional interpreters when needed, rather than a patient's friend or family 
member 
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Ideally, screening for domestic violence should also: 
• Be included as part of a written health questionnaire 
• Be conducted in the patient's primary language 

When should screening occur? 

As part of routine health history (or "review of systems") 
As part of health assessment 
During an initial visit for a new chief complaint 
During every new patient encounter 
At every new intimate relationship 
During every periodic comprehensive health visit 

What should patients be screened for? 

At the first visit, female patients should be screened for any domestic violence 
that occurred anytime in their lives 
Annually, women should be screened for abuse over the past year 
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Screening for Domestic Violence in the Emergency Department/ 
Urgent Care Settings 

The extremely high prevalence of domestic violence and severity of injuries due to domestic 
violence justify universal screening in emergency departments. According to a report issued in 
November 1998 by the National Institute of Justice and the Centers for Disease Control and 
Prevention, women make 547,000 visits to the emergency department for treatment of injuries 
resulting from physical assault." Most of these assaults were committed by the women's intimate 
partners. The emergency department is a setting where women who are at high risk for immediate 
physical danger are likely to present. Of 4,448 women presenting in 10 emergency departments in 
two cities, 37% reported that they had been abused by a partner at some time, 10% reported they 
were currently in a battering relationship, and 4% said their current visit to the emergency 
department was for abuse by an intimate partner.' Of 3,455 women who completed surveys in 11 
community emergency departments, 2.2% were there for acute trauma resulting from domestic 
violence, 14.4% had experienced domestic violence in the past year and 36.9% had been victims of 
domestic violence at some point in their lives.*̂  

Who should be screened for domestic violence? 

• All females aged fourteen years and older 

Who should screen for domestic violence? 

At a minimum, screening should be conducted by a health care provider who: 
Has been educated about the dynamics of domestic violence, the safety and 
autonomy of abused patients and cultural competency 
Has been trained how to ask about abuse and to intervene with identified victims 
of abuse 
Has the opportunity to speak to the patient in a private setting 
Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care provider who either: 
Establishes a relationship or some trust with the patient, OR 
Has a clearly defined role 
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How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part of a face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives of the patients should be present 

during the screening and preferably no children over two should be present 
• Be confidential, patients should be told of the confidentiality ofthe conversation 

and told ofthe limits of that confidentiality, including the limits of confidentiality 
of medical records 

• Use professional interpreters when needed, rather than a patient's fiiend or family 
member 

Ideally, screening for domestic violence should also: 
• Be included as part of a written health questionnaire 
• Be conducted in the patient's primary language 

When should screening occur? 

• At every emergency department visit 

What should patients be screened for? 

• Abuse over the past year 
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Screening for Domestic Violence in Obstetrics/Gynecology and 
Family Planning Settings 

The American College of Obstetricians and Gynecologists recommends that every woman and girl 
presenting to an Ob/Gyn provider be screened for domestic violence. Because the prevalence of 
domestic violence in the Ob/Gyn setting is high and because many women use their Ob/Gyn 
provider as their primary provider of health care and do not access other providers in the health care 
system, screening in this setting is critical.•̂ '̂"•̂ ^ Like primary care, Ob/Gyn and family planning 
settings offer a woman the chance to have a private conversation with her health care provider, where 
screening can be done in a less hectic setting than in the emergency department, for example. 

It is estimated that between 7% and 17% of pregnant women in this country are battered by their 
partners."'̂ *'̂ ' Of 225 pregnant and 142 nonpregnant women presenting to an urban New England 
urgent care obstetrics and gynecology unit, 184 (46%) reported a history of physical or sexual abuse, 
and 38 (10%) reported recent abuse.'" Recent clinical studies have proven the effectiveness of a two 
minute screening for early detection of abuse to pregnant women. Additional longitudinal studies 
have tested a 10-minute intervention that was proven highly effective in increasing the safety of 
pregnant abused women. 

Wlio should be screened for domestic violence? 

• All females aged fourteen years and older 

Who should screen for domestic violence? 

At a minimum, screening should be conducted by a health care provider who: 
• Has been educated about the dynamics of domestic violence, the safety and 

autonomy of abused patients and cultural competency 
• Has been trained how to ask about abuse and to intervene with identified victims 

of abuse 
• Has the opportunity to speak to the patient in a private setting 
• Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care provider who: 
• Establishes a relationship or some trust with the patient 
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How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part of a face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives ofthe patients should be present 

during the screening and preferably no children over two should be present 
• Be confidential, patients should be told of the confidentiality of the conversation 

and told of the limits of that confidentiality, including the limits of confidentiality 
of medical records 

• Use professional interpreters when needed, rather than a patient's fiiend or family 

Ideally, screening for domestic violence should also: 
• Be included as part of a written health questionnaire 
• Be conducted in the patient's primary language 

When should screening occur? 

At every prenatal and postpartum visit 
At every new intimate relationship 
At all routine gynecological visits 
At family planning visits 
At STD clinics/visits 
At abortion clinics/visits 

What should patients be screened for? 

• Screening should be for current and past domestic violence that occurred anytune 
in a woman's Hfe 
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Screening for Domestic Violence in a Mental Health Setting 

In mental health services, including substance abuse settings, universal domestic violence screening 
of women and girls should be routine. The American Psychological Association recommends that 
"routine screening for a history of victimization be included in standard medical and psychological 
examinations."^ Abuse has significant, lasting mental health effects that, i f undetected, would hinder 
care. Domestic violence is a significant risk factor for depression, PTSD, anxiety and substance 
abuse in women.̂  In one study of women presenting to an emergency room, 29% ofthe women who 
had been in abusive relationships had attempted suicide, whereas, only 4% of the women who had 
never had an abusive relationship had attempted suicide.̂ ' 

Who should be screened for domestic violence? 

• All female patients aged 14 years or older should be screened for domestic 
violence 

Who should screen for domestic violence? 

At a minimum, screening should be conducted by a health care provider who: 
• Has been educated about the dynamics of domestic violence, the safety and autonomy 

of abused patients and cultural competency 
• Has been trained how to ask about abuse and to intervene with identified victims of 

abuse 
• Has the opportunity to speak to the patient in a private setting 
• Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care provider who: 
• Establishes a relationship or some trust with the patient 

How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part of a face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives of the patient should be present during the 

screening and preferably no children over two should be present 
• Be confidential, patients should be told of the confidentiality of the conversation and 

told ofthe limits of that confidentiality, including the limits of confidentiality of 
medical records 
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• Use professional interpreters when needed, rather than a patient's friend or family 

Ideally, screening for domestic violence should also: 
• Be included as part of a written health questionnaire 
• Be conducted in the patient's primary language 

When should screening occur? 

As part of every initial assessment 
At each new intimate relationship 
Annually, i f receiving ongoing or periodic treatment 

What should patients be screened for? 

At the first visit, patients should be screened for any domestic violence that 
occurred anytime in the woman's life 
Annually, women should be screened for abuse over the past year 
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Screening for Domestic Violence in an Inpatient Setting 

The inpatient setting provides an opportunity to screen for domestic violence in a setting in which 
a woman is safely outside the home for a duration of time. One prevalence study of an inpatient 
female population found a 26% lifetime prevalence of domestic violence." 

Who should be screened for domestic violence? 

• All females aged fourteen years and older 

Who should screen for domestic violence? 

At a minimum, screening should be conducted by a health care provider who: 
• Has been educated about the dynamics of domestic violence, the safety and 

autonomy of abused patients and cultural competency 
• Has been trained how to ask about abuse and to intervene with identified victims 

of abuse 
• Has the opportunity to speak to the patient in a private setting 
• Is authorized to record in the main body of a patient's medical record 

Ideally, screening should be conducted by a health care provider who: 
• Has established a relationship or some trust with the patient 

How should screening occur? 

At a minimum, screening for domestic violence should: 
• Be part ofa face-to-face health care encounter 
• Be direct and nonjudgmental 
• Take place in private; no fiiends or relatives of the patient should be present 

during the screening and preferably no children over two should be present 
• Be confidential, patients should be told of the confidentiality of the conversation 

and told of the limits of that confidentiality, including the limits of confidentiality 
of medical records 

• Use professional interpreters when needed, rather than a patient's friend or family 
member 
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Ideally, screening for domestic violence should also: 
• Be included as part of a vmtten health questionnaire 
• Be conducted in the patient's primary language 

When should screening occur? 

As part of admission to the hospital 
As part of discharge from the hospital 

What should patients be screened for? 

• Abuse over the past year 
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Sample Screening Questions 

Framing Questions: 

Because violence is so common in many people's lives, I've begun to ask all my patients about it 
routinely. 

I'm concemed that your symptoms may have been caused by someone hurting you. 

I don't know if this is a problem for you. But many of the women I see as patients are dealing witli 
abusive relationships. Some are too afraid or uncomfortable to bring it up tiiemselves, so I've 
started asking about it routinely. 

Lots of the lesbians and gay men we see here are hurt by their partners. Does your partner every 
try to hurt you? 

Direct Verbal Questions: 

Are you in a relationsliip with a person who physically hurts or threatens you? 

Did someone cause these injuries? Was it your partner/liusband? 

Has your partner or ex-partner ever hit you or physically hurt you? Has he ever tiireatened to hurt 
you or someone close to you? 

Do you feel controlled or isolated by your partner? 

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

Has your partner ever forced you to have sex when you didn't want to? Has your partner ever 
refused to practice safe sex? 

For History Intake Forms/NewPatient Questionnaires: 

Option 1 
Have you ever been hurt or threatened by your boyfriend/husband/partner? 

or 
Have you ever been hit, kicked slapped, pushed or shoved by your boyfriend/liusband/partner? 

or 
Have you even been hit kicked, slapped, pushed or shoved by your boyfriend/liusband/partner 
during this pregnancy? 

and 

Have you ever been raped or forced to engage in sexual activity against your will? 

Option 2 
Arc you currently or liave you ever been in a relationsliip where you are phusically hurt, 
threatened, or made to feel afraid? YES NO 
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Option 3 
Have you ever been forced or pressured to have sex when you did not want to? 

Have you ever been hit, kicked, slapped, pushed or shoved by your boyfriend/husband/partner? 

For use as a rubber stamp or printed on Intake Form: 

Screening: DYes • No 
• D V + • DV- • DV? 

Screening: 
• D V + • DV- • DV? 

F:\PROGDATA\HEALTH\POLICY\SCREEN\SampleQuc5t.doc 
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PHYSICAL VIOLENCE IS ESTl-
mated to occur in 4 to 6 mil­
lion intimate relationships each 
year in the United States.'-̂  The 

term intimate partner abuse refers to the 
physical, sexual, and/or psychological 
abuse to an individual perpetrated by 
a current or former intimate partner. 
While this term is gender-neutral, 
women are more likely to experience 
physical injuries and incur psychologi­
cal consequences of inUmate partner 
abuse.' 

In addition to injuries, abused women 
often experience somatic and stress-
related illnesses, chronic pain syn­
dromes, depression, posttraumatic stress 
disorder, and substance abuse disor­
ders.''' Furthermore, compared with 
women with no history of abuse, abused 
women have higher levels of health care 
use.' In fact, 31% to 54% of female pa­
tients seeking emergency services,' ' 21% 
to 66% of those seeking general medi­
cal care,'*" and up to 20% of those seek­
ing prenatal care report experiencing in­
timate partner abuse.'̂  '-̂  

Despite the high prevalence of inti­
mate partner abuse, less than 15% of fe­
male patients report being asked about 
abuse by health care professionals or dis­
closing abuse to them." '''"" Yet, in 2 stud­
ies, the majority of female patients fa-

Context Although practice guidelines encouraging the screening of patients for in­
timate partner abuse have been available for several years, It Is unclear how well and 
in which circumstances physicians adhere to them. 

Objective To describe the practices and perceptions of primary care physicians re­
garding intimate partner abuse screening and interventions. 

Design, Setting, and Participants Cross-sectional survey of a stratified probabil­
ity sample of 900 physicians practicing family medicine, general internal medicine, and 
obstetrics/gynecology in California. After meeting exclusion criteria, 582 were eli­
gible for participation in the study. 

Main Outcome Measure Reported abuse screening practices in a variety of clinic 
settings, based on a 24-item questionnaire, with responses compared by physician sex, 
practice setting, and intimate partner abuse training. 

Results Surveys were completed by 400 (69%) of the 582 eligible physicians, 
including 149 family physicians, 115 internists, and 136 obstetrician/gynecologists. 
Data were weighted to estimate the practices of primary care physicians in California. 
An estimated majority (79%r95% confidence mterwai [Cl], 75%-83%) of these pri­
mary care physicians routinely screen injured patients for intimate partner abuse. 
However, estimated routine screening was less common for new patient visits (10%; 
95% Cl, 7%-13%), periodic checkups (9%;'95% Cl, 6%-12%), and prenatal care 
(11%; 95% Cl, 7%-15%). Neither physician sex nor recent intimate partner abuse 
training had significant effects on reported new patient screening practices. 
Obstetrician/gynecologists (17%) and physicians practicing in public clinic settings 
(37%) were more likely to screen new patients. Internists (6%) and physicians prac­
ticing in health maintenance organizations (1%) were least likely to screen new 
patients. Commonly reported routine interventions included relaying concern for 
safety (91 %), referral to shelters (79%) and counseling (88%), and documentation In 
the medical chart (89%). Commonly cited barriers to identification and referral 
included the patients' fear of retaliation (82%) and police involvement (55%), lack of 
patient disclosure (78%) and follow-up (52%), and cultural differences (56%). 

Conclusions These findings suggest that primary care physicians are missing op­
portunities to screen patients for intimate partner abuse in a variety of clinical situa­
tions. Further studies are needed to identify effective intervention strategies and im­
prove adherence to intimate partner abuse practice guidelines. 
JAMA. T999:2S2:468-474 www.jama.com 

vored physician inquiry and reponed that 
they would reveal abuse histories if asked 
direcdy. Prior studies examining phy­
sician practices suggest that only a small 
fraction of physicians and other health 
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care professionals commonly inquire 
about intimate partner abuse.''""^ Un­
fortunately, these findings are limited by 
small sample sizes, low response rates, 
and/or the use of convenience samples. 
Pauent attitudes, lack of institutional sup-, 
port, and other environmental factors 
may hinder efforts to address intimate 
partner abuse in clinical se t t ings . In 
addidon, physicians' feelings of discom­
fort and powerlessness may also con­
tribute to this low level of inquiry.^'"" 

Eariy identification of abuse has been 
a priority in efforts to improve the health 
care response to intimate partner abuse. 
Because of the prevalence and associ­
ated health care costs of intimate part­
ner abuse, national public health orga­
nizations have endorsed the use of 
interventions such as protocols in clini­
cal settings for the identification of 
patients experiencing abuse,"'̂ ^ Sev­
eral national medical organizations have 
developed practice guidelines for inti­
mate partner abuse that encourage rou­
tine screening and interventions.^*"'" 
Although many of these guidelines have 
been available for several years, it is 
unclear how often and in which clini­
cal circumstances health care profes­
sionals actually adhere to them. 

Lawmakers have attempted to respond 
to intimate partner abuse by passing leg­
islation, such as mandatory reporting 
laws, to help improve the health care 
response. Our previous work addressed 
physicians' perspectives on mandatory 
reporting of intimate partner violence to 
police in California." We previously 
reported on conflicting attitudes among 
Califomia primary care and emergency 
physicians toward mandatory report­
ing. An estimated 64% of primary care 
physicians and 25% of emergency medi­
cine physicians might not report abuse 
if patients object. While almost all states 
have laws that require reporting certain 
injuries, 5 states have reporting laws that 
specifically address reporting intimate 
partner violence. California's law, which 
passed in 1994, requires that health care 
professionals report cases in which they 
provide medical care for female or male 
patients whom they suspect are suffer­
ing from an intimate partner violence-

related injury to the police with or with­
out the patient's consent. 

The objectives of the current study 
included (1) estimating intimate part­
ner abuse screening and intervention 
practices of primary care physicians in 
California, (2) exploring how physi­
cian specialty, sex, and training might 
influence screening and intervention 
practices, and (3) examining primary 
care physicians' perceived barriers to 
identification and mtervention. 

METHODS 
Sample 

We selected a stratified probability 
sample of 900 physicians from the Cali­
fornia Medical Association database, 
which includes licensed Califomia phy­
sicians (members and nonmembers) 
and incorporates information from the 
Medical Board of California and the 
American Medical Association. Equal 
proportions were drawn from each of 
3 specialties: family practice, internal 
medicine, and obstetrics/gynecology. In 
this report, these specialties are collec­
tively referred to as primary care phy­
sicians because they provide primary 
medical care for the majority of fe­
male patients. To increase an'r ability 
to assess the influence of physician sex, 
female physicians were oversampled. 
Because women represent nearly one 
quarter of physicians in these 3 spe­
cialties, they were sampled at 1.5 times 
their proportion in each specialty. Phy­
sicians were excluded if they were re­
tired, in training, practicing outside the 
state, or working primarily in nonclini­
cal areas. Physicians without a valid 
California telephone number or ad­
dress, as verified by local telephone 
companies and the Medical Board of 
California, were also excluded. 

Recruitment involved 3 mailings of 
the questionnaire starting in July 1995. 
Physicians who had not responded af­
ter 3 mailings were contacted by tele­
phone and sent an additional survey if 
requested. A letter that accompanied the 
questionnaire provided information 
about the study purpose, procedure, 
confidentiality, and contact data for fur­
ther informauon. Informed consent was 

implied when a respondent retumed the 
completed questionnaire. This study 
was approved by the University of Cali­
fornia, San Francisco, Committee on 
Human Research. 

Survey Instrument 

A 24-item questionnaire was devel­
oped based on published research '̂ " -*̂  
and discussions with domestic vio­
lence advocates. Pilot testing was per­
formed with 30 physicians, both male 
and female, from all 3 primary care spe­
cialties. Based on the feedback from the 
pilot study, all references to intimate 
partner abuse were made gender-
neutral to enhance acceptability to 
respondents. Screening practices were 
assessed in 4 different clinical situa­
tions: evidence of injury, new patient 
visit, periodic checkup, and first pre­
natal visit. The frequency of screening 
was assessed by asking, "How fre­
quendy do you ask direct, specific ques­
tions about domestic violence to pa­
tients?" For each clinical situation, 
respondents were given choices on a 
4-point Liken scale of never, some­
times, often, or always. Respondents' 
use of 7 selected intervention prac­
tices was assessed using the same 
4-point scale. Perceived barriers to iden­
tification and intervention were as­
sessed by providing a list of potential 
barriers and asking respondents to iden­
tify each as a major barrier, minor bar­
rier, or not a barrier. 

The survey also included questions 
about demographics (age, sex, ethnici­
ty), US vs non-US medical training, prac­
tice setting, knowledge of relevant leg­
islation, and personal experience with 
intimate partner abuse. In addidon, re­
spondents were asked whether they had 
"taken a class or continuing medical edu­
cation course on domestic violence in 
the last 3 years." To assess childhood ex­
posure to intimate partner abuse, re­
spondents were asked, "When you were 
growing up, did one of your parents ever 
threaten, hit, slap, kick or otherwise 
physically hurt the other?" To assess per­
sonal experience with intimate partner 
abuse, respondents were asked, "Have 
you ever feared for your safety or been 
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hit, slapped, kicked, or otherwise physi­
cally hurt by an intimate or previously 
intimaic panner?" 

Statistical Analysis 

Routine screening and intcn'ention prac­
tice was defined as a response of "of­
ten" or "always" to the different clinical 
situations and interventions. These vari-
ables were dichotomized (never/ 
sometimes vs often/always) for statisti­
cal comparison. Similarly, responses to 
barriers were dichotomized (not/minor 
vs major) for statistical comparison. The 
data were analyzed using SPSS statisti­
cal software." Analysis of variance was 
used for statistical comparison of means. 
For cross-tabulations of proportions with 
greater than 2 rows or columns, statis­
tical significance was determined using 
Pearson x'- For 2 X 2 cross-tabula­
tions, Yates corrected was used. Sta­
tistical significance was defined as P<.05. 

To generate population estimates, 
weighted overall proportions were cal­
culated using the inverse of the sam­
pling fraction for each of the 6 sex/ 
specialty strata. Based on data from the 
1995 California Medical Association 
database, practicing California physi­
cians included 5968 family physicians, 
9020 intemai medicine physicians, and 
3831 obstetrician/gynecologists. With 
the exception of the sample descrip­

tions, all proportions and bivariate sta­
tistical analyses make use of weighted 
estimates. The 95% confidence inter­
vals (Cls) for weighted proportions were 
calculated by multiplying the SE of pro­
portion by 1.96. 

We used logistic regression analysis 
to estimate adjusted odds ratios (ORs) 
and 95% Cls for the factors associated 
with reported screening practices. Four 
variables were included as predictors in 
the multivariate models. Three of these 
variables (specialty, practice setting, and 
intimate partner abuse training) were 
included because each was signifi­
cantly associated with screening prac­
tices in at least 1 of the 4 clinical set­
tings using univariate logistic regression 
models. Although sex was not predic­
tive of screening practices in any clini­
cal setting, it was retained in the mod­
els because it was of particular interest. 
Other potential predictors were not sig­
nificant in the bivariate analyses. The 
hnal models were reviewed for goodness-
of-fit and validated using the Hosmer-
Lemeshow statistic. Because multivari­
ate models included both specialty and 
sex, data were not weighted, 

RESULTS 
Respondents 

Of die 900 physicians sampled, 582 were 
ultimately determined-to be eligible for 

Table 1. Characteristics of the Physician Respondents According to Specialty* 

Characteristic 

Family 
Medicine 
(n = 149) 

Intemai 
Medicine 
(n = 115) 

Obstetrics/ 
Gynecology 

(n = 136) 
Total 

(N = 400) 
Age, mean (SD), y t 45,3 (10.1) 44.4 (10.8) 48.2 (10.1) 46.0(10.4) 
Women 40 41 44 42 
Ethnicity 

White 72 70 73 72 
Asian/Pacific Islander 16 23 17 18 
Latino 6 3 2 4 
Black 3 4 6 4 

Practice settingt 
Private office 60 52 70 61 
Health maintenance organization 16 23 17 18 
Public clinic 15 6 5 9 
Other§ 10 19 8 12 

Non-US training 24 12 22 20 • 
•Values are expressed as percentages unless otheiwise indicated 
tAnalysis of variance comparison ol means, P = .008. 
tPearson x'. P = .02. 
§Ottier practice settings include academic, in-patient, military, and unspecified clinics. 

the study and 400 (69%) completed the 
survey. Of the 400 respondents, 149 
(37%) practiced family medicine, 115 
(29%) practiced internal medicine, 
and 136 (34%) practiced obstetrics/ 
gynecology. Response rates for the dif­
ferent specialties did not vary signifi­
cantly; however, female physicians had 
a higher response rate compared with 
male physicians (78% vs 63%; P = .001), 

The characteristics of the study group 
are presented in TABLE 1. The mean age 
was 46 years. Compared with male, fe­
male physicians were younger (mean 
age, 42,0 vs 48,9 years; P<.001). The 
sample was predominantly white and 
the majority of physicians practiced in 
private clinic settings. 

An estimated 22% (95% CI, 18%-
26%) of Califomia primar)' care physi­
cians had taken a class or continuing 
medical education course on intimate 
partner abuse in the past 3 years. This 
proportion did not differ significantly by 
physician specialty, sex, age, or prac­
tice setting. Overall, the majority of phy­
sicians (80%; 95% CI, 76%-84%) had 
identified intimate parmer abuse at some 
time in their career. However, reported 
identification varied significandy by spe­
cialty: 90% of family physicians, 80% of 
obstetrician/gynecologists, and 74% of in­
ternal medicine physicians (P = .001). 
Identification of a patient who had ex­
perienced intimate parmer abuse did not 
differ significandy by physician sex or 
having taken recent training course on 
intimate partner abuse. 

An estimated 15% (95% CI, 12%-
19%) of California primary care phy­
sicians had witnessed intimate part­
ner abuse between their parents at some 
time during their childhood. This ex­
posure did not significantly differ by 
physician specialty or sex. Overall, 12% 
(95% Cl, 9%-15%) of physicians re­
ported experiencing physical abuse 
from an intimate partner or feared for 
their safety as an adult. This experi­
ence did not differ by physician spe­
cialty. However, compared with male 
physicians, twice as many female phy­
sicians reported having experienced in­
timate partner abuse (20% vs 10%, 
P=.01), 
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Screening Practices 
Although screening for intimate part­
ner abuse was common among injured 
patients, screening was less common for 
routine medical encounters (TABLE 2). 
In circumstances that involved physi­
cal injuries, an estimated 79% of Cali­
fomia primary care physicians often or 

. always ask patients direct questions 
about intimate partner abuse. An esti­
mated 10% of physicians routinely 
screen for intimate partner abuse dur­
ing new patient visits and 9% screen dur­
ing periodic checkups. Of physicians 
who provide prenatal care, an esti­
mated 11% routinely screen for inti­
mate partner abuse during the first pre­
natal visit. Obstetrician/gynecologists 
reported the highest level of new pa­
tient screening (17%), followed by fam­
ily physicians (10%), and intemai medi­
cine physicians (6%). Routine screening 
in the different clinical situations was not 
signihcandy associated with physician 
age, ethnicity, international medical 
training, personal experience with inti­
mate partner abuse, or knowledge of die 
California domestic violence injury man­
datory reporting legislation. 

We used logistic regression to fur-
dier clarify die relationship between phy­
sician characteristics and reported 
screening practices in new patient en­
counters (TABLE 3). After controlling for 
die effects of physician sex, practice set­
ting, and training, the higher level of 
screening among obstetrician/gynecolo­
gists remained significant compared widi 
intemai medicine physicians. Although 
more female physicians reported rou­
tinely screening new patients, these sex 
differences were not statistically signifi­
cant. Physicians working in public clin­
ics reported the highest level of new pa­
tient screening (37%); routine screening 
was less frequent for physicians in pri­
vate offices (9%), healdi maintenance or­
ganizations (1%), and odier practice set­
tings (12%) (P<.001). These differences 
remained significant after conti-olling for 
physician specialty, sex, and training. 
More physicians with recent intimate 
partner abuse training reported routine 
screening, but the effect was not statis­
tically significant. 

Similar analytic approaches were used 
to determine the associations between 
physician characteristics and reported 
screening practices in the other clinical 
situations. In contrast to new patient 
screening, routine screening during the 
hrst prenatal visit did not differ signifi­
cantly by specialty or practice setting. 
However, compared with physicians 
without recent training in intimate part­
ner abuse, a greater proportion of those 
with training reported routine screen­
ing of prenatal patients (24% vs 8%; 
P = ,007). Although reported screening 
during periodic checkups was not sig­
nificandy associated with physician spe­
cialty, sex, or training, physicians work­
ing in public clinics reported die highest 
level of screening (26%) compared with 
physicians in health maintenance orga­
nizations (5%), private clinics (9%), and 

other practice settings (10%) (P= .02). 
This difference remained significant af­
ter controlling for the effects of physi­
cian specialty, sex, and training. Screen­
ing practices for injuries did not differ 
significantly by specialty, sex, practice 
setting, or recent training in intimate 
partner abuse. 

Interventions 
The most commonly reported interven­
tions included discussing physician's 
concem for safety widi die patient (91%-
95% CI, 88%-94%), recording batter­
ing in the patient's chart (89%; 95% CI, 
86%-93%), making referrals to counsel­
ing (88%; 95% CI, 85%-92%), and giv­
ing information about shelters and ser­
vices (79%; 95% CI, 74%-83%), Asking 
about guns in die home (46%; 95% CI, 
40%-51%) and reporting to police (44%; 

Table 2 . Percentage of Respondents Who Routinely Screen for Intimate Partner Abuse 
in Different Clinical Situations* 

Family 
Medicine 

Clinical Situation (n = 149) 

Interna] 
Medicine 
(n = 115) 

Obstetrics/ 
Gynecology 

(n = 136) 

Weighted 
Overall 

(N = 400) 
Evidence of injury 80 (74-86) 76 (68-84) 84 (78-90) 79 (75-83) 
Newpatientt 10(5-15) 6(2-10) 17(11-23) 10(7-13) 
Routine checkup 14 (8-20) • 7(2-12) 10(5-15) 9(6-12) 
Rrst prenatal visit 12 (6-18)t NA§ 14 (8-20) 11 (7-15) 

tP = .01 for intemai medicine and obstetrics/gynecology. 
|Only 64% (96/149) of family physicians who provide prenatal care responded to this item 

this'te?^'^ ^^'^ " ° ' ̂ " ' ^ ' ' ^ ' ^ • 6 ^ " ^ 22% (25/115) of internists who provide prenatal care responded to 

Table 3. Physician Characteristics Associated With Reported Routine Intimate Partner Abuse 
Screening of New Patients' 

Characteristic 
Weighted % 

(95% Cl) 
OR 

(95% Cl) 
Adjusted OR 

(95% Cl) 
Medical specialty 

Intemai medicine 6(1-10) 1.0 1.0 
Family medicine 10(5-15) 1.75(0.75-4,12) 1,60(0.58-4.42) 
Obstetrics/gynecology 17(11-24) 3.24 (1.38-7.63) 3.61 (1.36-9.55) 

Physician sex 
Male 9(6-12) 1.0 1.0 
Female 12 (5-18) 1.42 (0.66-3.05) 1.15 (0.59-2.25) 

Practice setting 
Health maintenance organization 1 (0-4) 1,0 1.0 
Pnvate office 9(5-13) 5.69 (0.93-34.94) 4.42 (1.00-19,60) 
Public clinic 37 (19-55) 31.73 (4,61 -218.23) 20.30 (4.05-101.8) 
Other settingt 12(2-22) 7,43 (1,00-55.24) 5.29 (0.95-29.34) 

Intimate partner abuse training 
No recent training 8(5.3-12) 1.0 1.0 
Recent training 14 (6.8-22) 1.73 (0.82-3.64) 1.58 (0.75-3.33) 

•OR indicates odds ratio; Cl, confidence interval. 
tOther practice settings include academic, in-patient, military, and unspecified clinics. 
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Table 4 . Major Barriers to Physician 
Identification of Intimate Partner Abuse 
and Referral of Patients 

Weighted 
Overall % 

Major Barriers (95% Cl) ' 

Patient-related barriers 
Fear of retaliation 82 (78-86) 
Lack of disclosure 78 (74-82) 
Fear of police involvement 55 (50-60) 
Lack of follow-up 52 (47-57) 

Mutual banners 
Cultural differences 56 (51-61) 
Lack of privacy 48 (43-52) 
Language differences 39 (34-43) 

Provider-related barriers 
Lack of training 39 (34-44) 
Lack of time 37 (32-42) 
Lack of resources/referrals 30 (25-35) 
Sense of inefficacy 18(15-22) 

•Cl indicates confidence interval. 

95% CI 38%-49%) were less common. 
Reported interventions were not con­
sistently associated with physician spe­
cialty or sex. 

Compared with physicians with no 
recent training in intimate partner 
abuse, physicians who had received 
training in the last 3 years were more 
likely to report routinely using infor­
mation about shelters (89% vs 76%; 
P = .02), reporting to police (65% vs 
37%; P<.001), and asking about guns 
in the home (58% vs 42%; P = .02), 

Perceived Bamers 
Patient-related factors were most fre­
quendy identified as major barriers to 
identifying and referring patients ex­
periencing intimate partner abuse 
(TABLE 4). The most commonly cited 
major barriers included the patient's fear 
of retaliation by the partner (82%) and 
the lack of disclosure of battering dur­
ing history taking (78%). In addition, 
a majority of physicians agreed that the 
patient's fear of police involvement, lack 
of follow-up on referrals, and cultural 
differences between patients and phy­
sicians are major barriers. Less than half 
of physicians identified lack of train­
ing, lack of time, lack of information 
about local community agencies, or the 
belief that physicians cannot make a dif­
ference in intimate partner abuse as ma­
jor barriers. 

Compared with physicians without 
recent training in intimate partner 

abuse, physicians who had received 
training in the last 3 years were less 
likely to report the lack of informa­
tion about local community agencies as 
a major barrier (17% vs 33%; P = .005). 
Perceived barriers were not consis­
tently associated with physician spe­
cialty, sex, or reported screening prac­
tices in the different clinical situations. 

COM/WENT 

This study documents significant dif-
. ferences for routine screening for inti­
mate partner abuse, depending on the 
clinical situation. An estimated major­
ity of primary care physicians (79%) 
routinely screen patients with inju­
ries. However, for patients seeking care 
in other clinical situations, screening for 
intimate partner abuse was less com­
mon (9%-11%). The higher level of re­
ported screening of patients with inju­
ries is likely to reflect physician's 
awareness that intimate partner abuse 
is an important cause of injury in 
women. In contrast, the lower level of 
routine screening of patients in other 
clinical situations suggests that pri­
mary care physicians are missing im­
portant opportunities to detect inti­
mate partner abuse and intervene on 
behalf of those experiaicing abuse. 

Our hndings, which are consistent 
with previous physician surveys, 
suggest that most physicians do not ad­
here to current practice guidelines for 
intimate partner abuse screening. In­
terventions that focus on administra­
tive changes, such as protocols, may im­
prove adherence. Recently, researchers 
have begun to examine the sensitivity 
and specificity of a variety of screen­
ing protocols''*'"' and the effect of in­
corporating screening questions into 
self-administered history forms." Pre­
liminary results are encouraging. Most 
of these protocols are concise, easy to 
use, and effective at identifying inti­
mate partner abuse. However, there are 
unanswered questions regarding the ef­
ficacy of universal screening. 'Whik 
identification of the problem is essen­
tial, the utility of screening ultimately 
depends on the yet unproven benefits 
of intervention. 

In our study, recent education in in­
timate partner abuse was associated 
with higher levels of screening of pre­
natal patients, the routine use of infor­
mation about shelters and protective 
services, reporting to police, and in­
quiring about guns in the home. In con­
trast, recent training had little effect on 
reported screening practices in other 
clinical situations. Previous cross-
sectional surveys have found that pro­
fessional training positively influ­
enced reported intimate partner abuse 
screening practices" "; however, stud­
ies that directly examined the effects of 
training have produced conflicting re­
sults depending on the type of train­
ing and length of follow-up.'* '"' Pro­
fessional training has the potential to 
increase knowledge, comfort, and skills 
for effective inquiry and intervention. 
However, without structural changes, 
regular in-service education, and insti­
tutional policies, physician training is 
unlikely tc be sufficient to change clini­
cal practice.^ ''*̂ ^ Controlled studies are 
needed to determine the effectiveness 
of interventions for improving physi­
cian behavior regarding intimate part­
ner abuse. In light of the evidence that 
US medical schools require an average 
of only 2 hours of trainirig in adult 
domestic violence'" and less than half 
of family practice residencies have 
required education about intimate part­
ner abuse,''" effective training pro­
grams should be identified and ex­
panded. In addition, information about 
local shelters and community re­
sources should be widely dissemi­
nated to health care professionals. 

Obstetrician/gynecologists reported 
the highest level of new patient screen­
ing, followed by family physicians and 
intemai medicine physicians. These dif­
ferences should be viewed with cau­
tion given our finding that specialty had 
only a modest effect on reported screen­
ing practices in other clinical situa­
tions, including prenatal visits. These 
variations may be related to differ­
ences in patient demographics, types of 
medical problems encountered, clini­
cal procedures, or advocacy and aware­
ness within the field. In particular. 
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obstetrician/gynecologists are more 
likely to provide care for young female 
patients, who are at the highest risk for 
intimate partner abuse. A better under­
standing of these differences will require 
further investigation. 

Physicians working in public clinics 
reported the highest level of screening 
in clinic situations involving new pa­
tients and routine checkups. Routine 
screening was markedly less frequent for 
physicians practicing in health mainte­
nance organizations. These differences 
may be related to differences in the pa­
tient population, clinic procedures, or 
institutional policies and support. Dif­
ferent clinic settings may also have other 
health care professionals or staff who 
provide routine screening procedures. 
Further research is necessary to ex­
plain these compelling results. 

Contrary to our expectations, we 
found no significant associations be­
tween physician sex and reported 
screening practices. Prior research that 
examined the effects of physician sex 
on screening for intimate partner abuse 
has produced conflicting results. Some 
studies have found that a significantly 
higher proportion of female physi­
cians reported such screening" or had 
better skills in detecting intimate part­
ner abuse." However, other related re­
search found no effect of physician 
sex.''" Although physician sex has been 
found to significantly affect both pa­
tient-physician communication"' and 
the delivery of women's preventive 
care,''* further work is needed to deter­
mine the effects of physician sex on the 
delivery of care for intimate partner 
abuse. 

Routine interventions reported by a 
majority of physicians in each spe­
cialty included relaying concern for 
safety to the patient, referral to shel­
ters and counseling, and documenta­
tion in the medical chart. These inter­
ventions are among the most accepted 
and recommended. '̂" Reporting to the 
police without patient consent is more 
controversial because of potential risks 
to patient safety and violations of medi­
cal e th ics .The California law con­
tains recommendations for physicians 

to refer patients to local intimate part­
ner abuse services and provides pro-, 
tection for these persons from civil or 
criminal liability. 

We estimated that less than half 
(46%) of California primary care phy­
sicians routinely inquire about guns in 
the home. Given the increased risk of 
injury and death with tirearms, deter­
mining the accessibility of guns is an 
essential part of a safety assessment. Re­
search has demonstrated that the pres­
ence of a hrearm in the home is a key 
contributor to the escalation of inti­
mate partner abuse to homicide.'" '" In 
1 study, hrearm-associated intimate as­
saults were 12 times more likely to re­
sult in death compared with assaults not 
involving firearms." Knowledge ofthe 
availability ofa firearm determines the 
type and urgency of interventions when 
physicians discuss gun safety issues. 

A greater proportion of respondents 
identified patient-̂ related barriers to iden­
tification and intervention (fear of re­
taliation, fear of police involvement, lack 
of disclosure, and lack of follow-up) 
compared with physician-related barri­
ers (lack of time, lack of training, lack 
or resources and referrab, and sense of 
inefficacy). Similar barriers have been 
identified in previous studies of physi­
cians^'" and abused patients." " " 
Knowledge of the specific barriers en­
countered by different types of physi­
cians helps to shape future training and 
tools for identification and interven­
tion. Based on the results of our study, 
future training should provide strate­
gies to deal with patients' fears and re­
luctance to disclose abuse and address 
cultural differences. Furthermore, train­
ing should be customized to address the 
unique barriers faced within the differ­
ent specialties or practice settings. 

This study had several limitations. 
California's mandatory reporting law 
(adopted January 1994) may have 
prompted specific policy development 
within medical organizations that in­
creased awareness of intimate partner 
abuse among physicians. As a result, 
physician inquiry in Califomia, particu­
larly in cases of injury, may be more fre­
quent than in states with different re­

porting requirements." In addition, the 
potential bias of overreporting socially 
desirable behavior may have overesti­
mated actual screening practices. Be­
cause the definition of intimate partner 
abuse and other survey language were 
gender-neutral, we are unable to deter­
mine how patient sex affects reported 
screening practices. Finally, this study 
did not survey other health care profes­
sionals (eg, nurses, physician assis­
tants, social workers, and psycholo­
gists) who often play key roles in patient 
assessment and management, particu­
larly in relation to psychosocial issues. 

This study provided insight into the 
practices and attitudes of a representa­
tive sample of Califomia primary care 
physicians regarding intimate partner 
abuse. As the discussion regarding the 
appropriate role of health care profes­
sionals in addressing intimate partner 
abuse evolves, these data will inform our 
understanding ofthe pattems, justifica­
tions, and barriers to physician in­
quiry. The rationale for universal screen­
ing is based on the high prevalence, the 
high association with an array of health 
problems, the low level of suspicion and 
inquiry on the part of physicians, abused 
women's general unwillingness to vol­
unteer information, and the high level 
of patient acceptance of direct physi­
cian inquiry. Furthermore, screening in­
curs minimal costs and risks to pa­
tients, while offering significant potential 
benefits.'" Because of the newness of in­
timate partner abuse as a health issue, 
studies examining the impact of rou­
tine health care screening and interven­
tions on health or the prevention of fu­
ture abuse is unknown. Although 
recommendations for screening can­
not yet be based on evidence of proven 
efficacy, the magnitude and severity of 
the problem, coupled with the feasibil­
ity of screening and the potential for 
meaningful intervention, make inti­
mate partner abuse an important issue 
in primary care practice. 
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Wellness Lecture Series: \ \ »j/ ̂  
Manciatory Reporting of Domestic Violence: \ / î O 
What do Patients and Physicians Think? ^ 

Study 1: Perspective of physicians. California Physician Survey 
Study 2: Perspective of victims of abuse. Abused Women Focus Group Study 

Note: Same study as that featured in Mandatory Reporting of Domestic Violence by 
Health Care Providers 

1995: 26% of murdered women were killed by their spouses or boyfriends. 
1985: 12% of women reported being victims of domestic violence. 
Abused women account for 20-30% of all women seen in ambulatory care clinics and 20% of 
pregnant women. 
50% of outpatient women in psychiatric care and 29% of women seen for suicide attempts were 
victims of domestic abuse. 

Legislators moving toward pro-arrest laws, education initiatives, etc. 

California a good example of a state with strict mandatory reporting laws. 
Benefits: 
• Crime detection and data collection 
• Enhanced victim safety through improved police protection 
• Increased responsiveness of the healthcare system 
• Relief from the onus of reporting for victims 

Risks: 
• Retaliation by abusers 

Decreased utilization of healthcare services 
• Abused women's loss of control over the decision to involve the legal system 
• Patient-physician relationship may be strained 

This paper finds that both physicians and abused women have serious reservations about the law. 

Physician's Survey vital stats: 

• 68% of physicians were aware ofthe mandatory reporting law. 
• 84%) had identified a patient who they suspected to be a victim. 
• If patient had no objection to reporting, 3% wouldn't report, 27% sometimes reported, 68% 

always reported. 
• If patient asked physician not to report, 10% never reported, 44% sometimes reported, 44% 

always reported. 
• Likelihood of reporting did not correlate with age, sex, ethnicity, training. 
• Likelihood of reporting did correlate with ER v. hospital v. private practice physicians. 
• The majority of physicians believed that mandatory reporting increased potential risk to 

patient, discourages patient from seeking help, interferes with patient confidentiality and 
autonomy. 



• One third felt that mandatory reporting keeps physicians from asking about domestic 
violence. 

• The majority of reporting physicians expressed concern about the practice of reporting. 

Abused women's vital stats: 

78% of participants had children (51 focus group participants) 
Opposing because: 

Fear of retaliation 
Mistrust of legal system 
Fear of family separation 
Preference for confidentiality and autonomy 

ro because: 
Possibility of protection from police 

Women generally preferred: 
Doctor to document abuse. Then they take action when they're ready. 
Once abuse is documented, they feel empowered to take action. 
But not before they're ready. 
So, they control timing and physician still assists them. 

Recommendations: 
Safety of victim must be paramount. 
Legislation should not create barriers to access to medical care. 
Flexibility important so that physicians can create individual strategy for each patient. 

On a public policy level: 
Adequate funding for social, legal, and healthcare services 
Healthcare institutions must implement policies, protocols, and education programs. 

amily Violence Prevention Fund say: 
Create an environment that enhances the identification of abuse 
Educate healthcare staff about how to intervene with patients who are victims of abuse 
Establish an integrated and institutionalized response to domestic violence 
Develop referral and resource materials 
Evaluate the effectiveness ofthe program 
Become part of a coordinated response within the larger community. 



Potential Legai Liabiiity for Heaitii Professionals for Actions for Inactions in Domestic 
Violence Cases 

If an injured victim of domestic violence is treaied by a physician or nurse who does not inquire 
about abuse or who accepts an unlikely explanation ofthe injuries, and the patient then returns 
lo the abusive situation and sustains further injuries, the physician or nurse could conceivably be 
held liable fur those subsequent injuries. 

Estimated that 4-6MM women are battered by their intimate partners each year in U.S. 
Of those, IMM seek medical treatment for the injuries. 
43% ofthe time women do not seek any form of help. 
Often they do not know that shelters exist, or simply refuse to use them. 
Health officials not good at identifying women: 

1/5 women treated for injuries are batter. 
1/25 is detected by emergency department staff 

Hence, training is crucial. 

3 ways health providers may be open to liability if they act or fail to act: 
1. Reporting abuse to the police without permission of an adult victim of abuse. 
2. Negligence in identifying victims of domestic violence, documenting their injuries, properly 

treating victims, providing them with information aobut their options to counter domestic 
violence (including safety planning), and making referrals to specialists (domestic violence 
experts). 

3. Failure to warn potential victims about the threat of assault from an abuser when the health 
professional learns that there is a danger of harm to an identifiable victim or victims by a 
patient who is a perpetrator of domestic abuse. 

Often untrained workers treat adult abuse the same as child abuse. 
Unless there's a statute, then they must ask for permission first. 

Women who leave their abusers assume a 75% greater risk of being killed by their abusers. 

The article has a list of symptoms. 

Courts have generally allowed victims to collect damages if information is released without their 
consent without the presence ofa statute requiring the release. 

A subpoena requesting medical records of a particular patient is not a court order which protects 
the health professional from liability. Hence, health care centers must have a protocol to deal 
with subpoenas. 
Hence, they must ask the victim for permission. 
But calling may be dangerous. As a result, records of how to safely contact victims should be 
kept. 
If patient doesn't grant permission, person issuing subpoena must be contacted and advised that 
the information cannot be released. 



Pliysician Liability for Negligence 

Physicians must make patients aware of options, refer them to experts. 

When negligence suits have been brought against providers, the person has had to prove that the 
are they received was sub-standard. 

Now there is a shift toward reasonable care or reasonably prudent health care provider standards. 
AMA guidelines are: 
1. inform the patient about the options available to help stop the violence 
2. recommend treatment 
3. provide appropriate referrals 

Health care professionals in Alaska must be informed about and trained on the domestic violence 
protocols that are being implemented in growing numbers of communities for the identification, 
referral and treatment of domestic violence victims. 

Duty/Breach 

AMA says medical organizations need to: 
1. Identification - identifying the patient as a victim of domestic violence; 
2. Documentation - documenting her injuries and the cause(s) thereof; 
3. Treatment - providing validation and appropriate treatment for physical, mental, and 

emotional injuries; 
4. Information - providing information on the domestic violence, risk assessment, legal options, 

domestic violence services available and safety planning. 
5. Referral - The information should provide the patient with appropriate referrals to a 

specialist in domestic violence. 

This document deals, in the extreme, with legal issues associated with mandatory and non-
mandatory release of information. 

Identification: 
Early identification is crucial. 

However, as few as 5% of domestic violence victims are identified in emergency rooms 

Documentation: 

Documenting violence is critical to a battered woman's ability to successfully obtain legal help. 
AMA documentation required of doctors in domestic violence cases includes: 

Chief complaints using the complaint's words 
Description ofthe abusive event 
Medical history 
Relevant social history 
Detailed description ofthe injuries 
An opinion on whether the injuries were adequately explained 
Results of laboratory and other diagnostic procedures 



Color photographs and imaging studies 
The names of police persons involved 

It's important that objective facts, as opposed to subjective comments, be documented. 

Treatment: 

Often the health professional is the first person to tell the victim that what is happening is not 
normal. 
The health professional should: 
• Perform a thorough exam for as-of-yet undetected injuries. 
• Assess the victim's emotional status (suicidal tendencies, etc.) 
• Evaluate the patient's safety. 
• Inform the patient about ALL of the available options. 

Any treatment must take into account the situation of domestic violence. 

Causation 
A health care provider shall be found negligent if s/he fails to provide competent care and that 
failure causes injury to the patient. 

Hence, health care workers are dealing with a two part inquiry: 
1. whether the provider acted with reasonable care 
2. whether the action or inaction led to injury of the patient. 

Clearly, it is most likely that further abuse is directly caused by the abuser. However, if the 
plaintiff can show that a reasonable health care provider should have recognized the signs of 
abuse, then she may claim damages. 

The Landeros court formulated the causation test as one of whether the defendant could 
reasonably foresee the likelihood of further serious injury to the plaintiff 

Defendants in malpractice suits often have relied on the assertion that the patient was ill and 
would have succumbed to the illness, regardless of appropriate medical intervention. However, a 
growing number of courts are rejecting this theory. In the case of a domestic violence vicfim, the 
victim likely would have recovered from the emotional and physical damage from the abuse. 

No case has yet found a health care provider directly liable for failure to diagnose, inform and 
refer a patient to appropriate domestic violence services person. However, trends in the law 
predict that health care professionals will soon be found liable for failure to provide appropriate 
domestic violence treatment. 

Duty to Warn Victinis ofthe Potential for Abuse 

Health care providers treating abusers may also be held liable for failure to warn foreseeable 
victims of the potential for abuse. 



The State of Alaska was once held liable for three murders a parolee committed after he was 
released from prison, among other reasons, because the State failed to warn the small community 
the victims belonged to about the danger the parolee posed to them. 



JAMA Article Summary 

Context: Although practice guidelines encouraging the screening of patients for intimate partner 
abuse have been available for several years, it is unclear how ell and in which circumstances 
physicians adhere to them. 

Objecfive: To describe the pracfices and perceptions of primary care physicians regarding 
intimate partner abuse screening and interventions. 

Design, Setting, and Participants: Cross-sectional survey of a stratified probability sample of 900 
physicians practicing family medicine, general internal medicine, and OB/GYN in California. 
After meeting exclusion criteria, 582 were eligible for participation in the study. 

Main Outcome Measure: Reported abuse screening practices in a variety of clinic settings, based 
on a 24-item questionnaire, with responses compared by physician sex, practice setting, and 
intimate partner abuse training. 

Result: 69% response rate. 75-83% roufinely screen injured patients for intimate partner abuse. 
Routine screening was less common for new patient visits (7-13%), periodic check-ups (6-12%), 
pre-natal care (7-15%). Neither physician sex nor recent intimate partner abuse training had 
significant effects on reported new patient screening practices. OB/GYN and physicians 
practicing in public clinic settings were more likely to screen new patients. Internists and 
physicians in HMOs were least likely to screen new patients. Commonly reported roufine 
interventions included relaying concern for safety (91%), referral to shelters (79%), and 
counseling (88%)). Documentation in the medical chart ran at 89%. Commonly cited barriers to 
identification and referral included the patients' fear of retaliation (82%), and police involvement 
(55%), lack of patient disclosure (78%) and follow-up (52%), and cultural differences (56%). 

Conclusions: These findings suggest that primary care physicians are missing opportunities to 
screen patients for intimate partner abuse in a variety of clinical situafions. Further studies are 
needed to identify effective intervention strategies and improve adherence to intimate partner 
abuse practice guidelines. 



Notes on Mandatory Reporting of Domestic Violence by Health Care Providers. 

Introduction 

Providers should: 

• Inquire routinely about domestic violence 
• Provide sensitive and non-punitive support 
• Address patient safety 
• Document the abuse 
• Provide information about options and resources 

But, should providers bring cases of domestic violence to the attention of state authorities? 

Goals of mandatory reporting: 
• Enhancing patient safety 
• Improving health care providers' response to domesfic violence 
• Holding batterers accountable 
• Improving domesfic violence data collecfion and documentation 

However, author states, "Upon close examination.. .it becomes apparent that mandatory 
reporting will not.. .accomplish these goals. Further, the implications of mandatory reporting for 
pafient health and safety as well as ethical concems raised by such a policy argue against its 
general application." 

Risks and Consequences of Mandatory Reporting: 
1. Deterrent to Seeking Care 

Place themselves and their children in danger. 
Undocumented immigrant battered women fear police and deportation. 
So, goal of holding perpetrators accountable not met if the battered won't report. 

2. Risk of Retaliation 
Reporting to local law enforcement does not guarantee appropriate response. 
No guarantee that response will meet survivor's safety needs. 
Patient knows best re: his/her situation, so should be integral part of decision. 

3. May Not Improve Provider Response 
Doubtful that mandatory reporting enhances provider sensitivity to domesfic violence. 
Without proper training and understanding, health care providers may increase danger to 
pafients. Hence, provider education is a better alternative. 
Not the proper role of health care system. Should only give all available options. 

4. Limited Response to Reports 
If reported and police do not offer adequate protection (ex. husband released almost 
immediately), will decrease patient trust, diminish patient safety. 

5. Data 
Noncompliance and unevenness of reporting throw-off data. 
Better to use specialized studies that preserve confidentiality. 

6. Documentation 
Medical records or more complete, accurate, and reliable than reports to third parties. 



7. Bias in Reporting 
May result in biased and inconsistent reporting to police 
In child abuse cases, providers disproportionately report low-income families and persons 
of color. This will also skew data. 

Ethical Issues 

1. Patient Autonomy 
Competent patients should determine course of action in their best interests. 
Perpetuates stereotype of baUered women as passive and helpless. 
Revictimizes battered patients as again they don't make the decisions. 

2. Confidentiality 
Confidentiality and trust are vital for candid discussion and successful intervenfion in 
domestic violence cases. Interferes with provider-patient relationship, privacy, limit 
openness and candor of patient, undemiine his/her trust. 

3. Informed Consent 
This is a vital concept in medicine. The patient must consent. An ethics issue. 

Attitudes about Mandatory Reporting 

1. Patients 
Not sure how many women don't report due to the law. 
Study in 1993-94 in San Francisco, 51 women with abuse histories in 8 focus groups. 
Many voiced "serious concerns" that mandatory reporting is an obstacle. 
The law may help a few survivors, but problematic that it places a few at increased risk. 

2. Physicians 
1995-96, 580 physicians in Califomia responded to survey re: the mandatory reporting 
law. Over 2/3 believe that mandatory reporting is potentially harmful and interferes with 
patient-physician relationship. 
The majority said that if the women asked them not to report, then they wouldn't. 

Overview OfState Statutes' 

Summary of Questions / Pattems 
1. Who is required to report? 

Some states require only physicians while others have a long list and/or "any person." 

2. Who Receives the Report? 
Most states require reporting to the police. A few require the DA or a specific agency. 

3. What happens to the Report? 
Usually there is no specification of what must be done with the reports. Sometimes 
providers who receive reports may need to take certain actions based on other statutory 
section or directives. 



4. Penalties for Failure to Report and/or Immunity fi-om Liability. 
Often a fine is levied. Most states give providers civil and/or criminal immunity from 
liability that might otherwise be incurred as a result of making a report. 

5. Provider-Pafient Privilege. 
Some states believe that the provider-patient privileges do not apply to infomiation 
required to be reported. 

6. Purpose of Reporting 
Few states report the purpose for enacting the reporting requirements. 

Deadly Weapons 
1. 40 states and the District of Columbia mandate report. Gun, Knife, firearm, or other deadly 

weapon. AK, AZ, AR, CA, CO, CT DE, DC, FL, HI, ID, IL, IN, IA, KS, ME, MD, MA, Ml, 
MN, MS, MO, MT, NV, NH, NJ, NY, NC, ND, OH, OR, PA, RI, SD, TN, TX, UT, VT, VA, 
WV, WI. 

Criminal Law Violafion; Violence; Intentional Injuries; Gravity of Injury 
1. 18 states and DC mandate reports for injury due to illegal act. AZ, CA, CO, DC, ID, IL, IA, 

MA, MN, NE, NH, NC, ND, OH, OK, PA, UT, WV, WI. 
2. 7 states mandate reports due to acts of violence. FL, HI, MI, NE, NC, OH, TN. 
3. 8 states in which injury appears intentionally inflicted. AK, AR, CO, GA, HI, ID, NV, OR. 9 

where the gravity of the injury is important to the decision. AK, AZ, HI, IN, IA, KS, NY, 
NC, OH. 

Domesfic Violence or Abuse 
1. 6 states mandate reporting, specifically for domestic violence and adult abuse, in addition to 

other provisions. CA, CO, KY, NH, NM, RI. 

Voluntary Reporting 
1. A few states such as TN have voluntary provisions. Others have reporting for statistical 

reasons only. 

No Statutes Found 

1. No requirements found in: Alabama, Louisiana, South Carolina, Washington, Wyoming. 

Policy Directions: Recommendations For Health Care Facilities and Institutions 

Minimizing Harms to Patient Under Current Laws 

1. Recognize that critical intervention is not the report, but rather providing ongoing and 
supportive care, addressing safety issues, and giving the pafient options. 

2. Discussing with the pafient the obligation to report. 
3. Leaming how authorities respond to reports and explaining to patient. 
4. Need to address the potential risk of retaliation. 
5. How to work with patient to meet patient needs when reporting. 



6. Maximize role of pafient's input. 

7. Work with community advocates to improve what happens with reports. 

Understanding Interactions with Other Protocols and Laws 

1. Screening. If people come in for another problem, but then get screened and subsequently 
reported, they will not wish to come back for any medical help. 

2. Insurance discriminafion. Insurance companies have denied survivors health insurance 
without laws protecting them. Hence, in a state with protection, reporting can eliminate 
patient's insurance. 

Health care providers should engage in public policy debates. 

Recommendations for Legislative Action 

Revising Your Mandatory Reporting Statute 

1. If no current law: Oppose new laws. 
2. If deadly weapon law: "Weapon" must be clearly defined. Maybe this is so grave that 

something must be done. Maybe this is so dangerous that survivor knows best. 
3. If criminal/illegal act reporting: Some may not like exempting survivors fi-om such laws. 

Factors such as ongoing contact, economic dependence, and risk of retaliation must be 
weighed. 
If state as in number 3, argue for provision's repeal, insert a patient consent provision, 
maintain mandate to report except if patient objects. 

4. Role of report recipient: Amend the provision regarding what report recipient must do to 
protect survivor. 

5. No idenfity of vicfim: Report, but without identity. Can be used for data. 

Policy Altematives to Mandatory Reporting 

1. Educating health care providers re: domestic violence most important. 
2. Domestic violence mandated in schools for health professionals/linked to licensing. 
3. Mandate providers to offer referrals, documentation, etc. 
4. Make amendments with caution, always thinking about safety of survivor. 
5. Always think about quality of care. 
Recommendations for Health Associations 

Use political pressure to change the rules. Pass resolutions. Distribute infomiation to educate 
members on the issues. 



Lisa James 
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383 Rhode Island St, Suite 304 
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The Hon. Ronald Adrine Thank you for your intcrcst in the Family Violence Prevention Fund's (FUND) 
SccrcKiry national Health Care Providers Respond to Domestic Violence Day that will be 

held on October 14, 1999. As a follow-up to our conversation I have included 
materials about mandatory reporting and the newest article about the need for 
routine screening for domestic violence from the August 1999 issue of the 
Journal of the American Medical Association. 

As we discussed, events and activities are being organized in many states across 
the country, and the FUND is hosting a press conference at a clinic in 
Washington, DC that currently screens for domestic violence. Leaders from 
major health associations across the country including the American College of 
Emergency Physicians and the American College of Obstetricians and 
Gynecologists have already expressed interest in speaking at the press conference 

Bcckie Ma,saki to support Screening for domestic violence and the policies it promotes. 
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We would be honored if President Clinton would join these health care experts 
and lead the country's efforts in changing the standard of care for patients who are 
victimized by abuse. Health Care Providers Respond to Domestic Violence Day 

fill-Self hiiiiiiiyiiinii is an excellent opportunity to further educate and encourage health care providers 
Richard North Patterson to Toutinely scrccn for domcstic violence and address this major public health 

epidemic. 

I hope these materials are helpful to you. Please note that a revised edition of the 
"Screening Policy" is currently being printed and will be sent to you upon 
completion. We look forward to the possibility of working with you on this 
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INTRODUCTION 

With the increasing awareness about domestic violence as a health care issue, anention 
has turned to how health care providers can best intervene. Providers need to inquire 
routinely about domestic violence, provide sensitive and nonpunitive support, address 
patient safety, document the abuse, and provide information about options and resources. 
What is not clear, however, is whether providers should be required to bring cases of domes­
tic violence to the attention of state authorities. 

The goals potentially served by mandatory reporting include enhancing patient 
safety, improving health care providers' response to domestic violence, holding batterers 
accountable, and improving domestic violence data collection and documentation. Upon 
close examination, however, it becomes apparent that mandatory reporting will not neces­
sarily accomplish these goals. Further, the implications of mandatory reporting for patient 
health and safety as well as ethical concerns raised by such a policy argue against its general 
application. 

•This paper borrows generously from rhe following article by the same author: Hyman A, Schillinger 
D, Lo B. "Laws mandating reporting of domestic violence: Do they promote patient well-being.'" 
JAMA. 1995; 273:17811787. 

DEVELOPED BY: THE FAMILY VIOLENCE PREVENTION FUND 
383 Rhode Island Street, Ste. 304 San Francisco, CA 94103-5133 • TCL 415-252-8900 • FAX 415-252-8991 • E-MAIL: ftind@fvDf.org • 

WEB: http/Zwww.fvpf.org 
PI contact the Family Violence Prevention Fund for reprint nission. 



APPENDIX N 

This paper discusses the risks posed to domestic violence survivors by laws mandat­
ing health care providers to report instances of domestic violence to the police or other 
governmental body. It gives an overview of state reporting laws throughout the country. It 
then sets forth policy recommendations in this area. 

RISKS AND CONSEQUENCES OF MANDATORY REPORTING 

Deterrent to Seeking Care 

Donna, a client at a domestic violence agency in Gilroy was injured by her partner. She 
went to the hospital but was afraid to go inside because she was aware ofthe mandatory 
reporting law. She spent the night in her car in the hospital parking lot and did not 
receive necessary medical treatment for the injuries she sustained.^ 

Survivors of domestic violence often need medical care and information (assurances that 
they are not at fault for the bartering); alternatives to returning home; an assessment of the 
dangers posed by their situation; and referrals for counseling, shelter, and legal services. 
Many survivors of domestic violence believe that calling the police is not a safe or preferred 
response to their situation. If they fear that reporting will place them and their children in 
greater danger, survivors may not seek needed medical care or may not tell their providers 
about the abuse. Undocumented immigrant battered women are made particularly vulnera­
ble by mandatory reporting and may refrain from seeking care, fearing a call to the police 
will result in their deportation. The increased anxiety when seeking care and decreased 
candor with the provider may serve only to jeopardize further the health and safety of 
survivors and prevent them from obtaining necessary care and information. Furthermore, 
the goal of holding perpetrators accountable will not be met if survivors refrain from seeking 
care or being candid with their providers because of the law. 

Risk of Retaliation 

I'm sorry, but if my doctor were to call the police and they went to my husband, my 
husband would have beat the shit out of me / don't know, but I don't think a doctor 
should go over your head, go to the police, it's dangerous... . Battered woman in 
focus group study^ 

She {the physician] wanted to call the police and I said, "No, no he is the 
police." Banered woman in focus group study^ 

-Story appeared in Mandatory Reporting Stones, compiled by Ariella Hyman and Pam Wool at San 
Francisco Neighborhood Legal Assistance Foundation, in collaboration with the California Alliance 
Against Domestic Violence. 

^Mooney D, Rodriguez M. "California healthcare workers and mandatory reporting of intimate 
violence." Hastings Women's Law journal. Winter 1996;7:85111. See also Rodriguez M, Quiroga S, 
Bauer H. "Breaking the silence." Arch Fam Med. 1996; 5:153158. 
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MANDATORY REPORTING 

Mandatory reporting can place survivors of domestic violence at risk of retaliation by 
the batterers. Violence typically escalates when survivors seek outside help or anempt to 
separate from the abusers. Moreover, a report to local law enforcement does not guarantee 
an appropriate response that meets the survivor's safety needs. As the patient knows most 
intimately, the kind of danger s/he is confronting, s/he should be an integral part of the 
decision-making process regarding steps to enhance her/his safety. 

May Not Improve Provider Response 

It is crucial to increase health care providers' identification and awareness of domestic 
violence. But is mandatory reporting an effective way to enlist more health care workers in 
the appropriate care of survivors.' 

It is doubtful that mandatory reporting enhances provider sensitivity to domestic 
violence. 

Without an understanding of the dynamics of domestic violence and without the proper 
training on how to respond to the needs of survivors, health care providers may repon and 
respond in ways that can result in increased danger to patients. Provider education about 
domestic violence is likely a more effective means of enhancing provider sensitivity toward 
and detection of domestic violence. 

Furthermore, it is not the role of the health care system to invoke and foster criminal 
justice intervention. It would seem that health care providers should present a battered 
patient with the interventions and referral options available and suppon the patient in carry­
ing out those s/he thinks are best. 

Limited Response to Reports 

A woman came into an Emergency Department in Los Angeles with facial injuries. A 
mandatory report was made to the police, resulting in her husband being arrested in the 
hospital waiting room. After the patient was finished being treated for her injuries, she 
went home thinking she ivas safe. However, her husband had already been released and 
was home waiting for her. She came back to the Emergency Department later that day 
"worse off" than she had been on the first visit as a result of her husband's retaliation.^ 

Each time I have attempted to do this {make a report], the police officers (or sheriff) have 
gone out to the house and/or contacted the perpetrator resulting in heightened abuse. 
Physician in California survey** 

What will happen to a report, once made.' If there is no effective or safe response system 
in place, mandatory reporting may create expectations of services and protection that cannot 
be met, decrease patient trust in the provider and system, and diminish patient safety. 

^Transcripts from survey (not yet published) of physicians in Califomia on mandatory reporting 
conducted by Michael Rodriguez, University of California-San Francisco, and Pacific Center for 
Violence Prevention, San Francisco; and conversations with Dr. Rodriguez on survey results. 
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Data Collection 

Collecting data to highlight the incidence and prevalence of domestic violence is an 
important goal. It is unclear, however, whether mandatory reporting by health care 
providers is an effective way to meet that goal.' Noncompliance with reporting require­
ments may be common, and there is likely a significant unevenness of reporting among 
individual providers and among health care settings. Accurate and useful statistics could be 
acquired through specialized studies and in ways that preserve the confidentiality and 
anonymity of survivors. 

Documentation 

Documentation of domestic violence is critical. Although mandatory reporting has the 
potential of achieving useful documentation, it is not a preferred means of accomplishing 
this goal. Documentation of abuse in the medical record serves the goal of documentation 
while better preserving privacy and confidentiality. In addition, it is a more reliable source of 
evidence for legal cases than a reporting form submitted to a state agency. A medical record 
can provide more thorough, detailed information on the abuse, and can include patient state­
ments and provider observations regarding the abuse, body maps, and a history of the abuse. 
Additionally, a report to a third party is likely less readily available than a medical record and 
involves multiple levels of hearsay. 

Bias in Reporting 

Mandatory reponing of domestic violence may result in biased and inconsistent reporting 
to police. Studies in the child abuse reporting arena reveal that providers disproportionately 
report low-income families and persons of color. Racial and class bias in the identification of 
abuse by providers may also skew data collected through mandatory reporting. 

Âs an example, Connecticut had a statute with a five-year sunset provision, mandating health care 
providers to report domestic violence cases only for data collection purposes. This provision was 
allowed to lapse as it did not result in accurate data and was perceived to be serving no useful purpose. 
(Discussions with Anne Menard, who was the executive director of the CT Coalition Against Domestic 
Violence during the term in which this provision was in effect.) 
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MANDATORY REPORTING 

ETHICAL ISSUES 

In assessing the desirability of mandatory reponing, a number of ethical issues must be 
examined, including patient autonomy, confidentiality, and informed consent. 

Patient Autonomy 

Mandatory reponing does not tespect the autonomy of survivors of domestic violence. 
In the medical model of health care delivery, competent and informed patients determine the 
course of action that is in their best interest. In domestic violence cases, patients are compe­
tent adults who should be granted the ability to make critical life decisions; if they believe 
calling the police will jeopardize their safety, then that opinion should be respected. These 
types of cases can be distinguished from child abuse cases, where the victim is a minor. 
Mandatory reponing not only impinges on the patient's self-determination, but in the 
process perpetuates harmful stereotypes of battered women as passive and helpless. By 
taking away patient autonomy, mandatory reponing revictimizes banered patients: their 
relationships with the batterers were ones in which the banerers controlled the decisions in 
their lives. 

Confidentiality 

What made it difficult for me to confide was the fact that I feared for my life, you know. 
And I knew that if I was to tell them what actually happened, that they would call the 
police and I would have to file a report and they couldn't guarantee me that they would 
be there 24 hours to protect me from this maniac. So, therefore, I wasn't taking that 
chance on my l i fe . . . . What would make it easier for me would be.... to be my choice.. 
. . [Ijfthis happened to me but I don't want the police involved, can you please treat me 
and keep my confidentiality? There's supposed to be a law that they keep confidentiality 
between the patient and the physician. Banered woman in focus group study^ 

Confidentiality and trust are vital to promoting candid discussion and successful inter­
vention in domestic violence cases. Mandatory reponing interferes with the confidential 
nature of the provider-patient relationship, infringes on patient privacy, may limit the 
openness and candor of the patient, and undermine her/his trust in the provider. Though 
confidentiality and privacy rights must be balanced with public policy interests, the benefits 
derived from mandatory reponing are not sufficiently clear to justify infringements upon 
these rights. 

Informed Consent 

Informed consent is a principal tenet of medicine by which providers empower patients 
to make informed decisions. Mandatory reponing would require the provider to repon 
domestic violence injuries even if the patient does not give his/her consent. Reporting 
without patient consent raises ethical issues and compromises the integrity of the provider's 
relationship with his/her patient. Some would argue that providers should put all patients on 
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notice, prior to conducting an examination, that if a determination is made that the patient's 
injury resulted from domestic violence, the provider is required by law to make a repon. 

ArnTUDES ABOUT MANDATORY REPORTING 

Survivors 

It is difficult to measure the impact of mandatory reponing laws on survivors of domes­
tic violence. How does one determine, for example, how many survivors are refraining from 
seeking care because of the law.' There is evidence that at least some banered women find 
mandatory reponing laws troubling or are harmed by such laws. In 1993-1994, a study was 
conducted in San Francisco in which fifty-one women with histories of domestic violence, 
representing four ethnic groups (Caucasian, African American, Asian, and Latina), panici-
pated in eight focus groups. The panicipants were asked to talk about their personal experi­
ences with the health care system and their feelings regarding seeking or avoiding help from 
medical providers. Many of the panicipants voiced serious concerns about mandatory 
reponing to the police and perceived it as an obstacle to care.̂  Additionally, anecdotes 
collected by the San Francisco Neighborhood Legal Assistance Foundation and the 
Califomia Alliance Against Domestic Violence demonstrate risks to survivors posed by the 
California mandatory reponing law.̂  Though there may be survivors who are in favor of 
mandatory reponing, it is problematic to have a law that places even a few patients at 
increased risk. 

Physicians 

Abused women have had their autonomy taken away by their abusive partners. Forcing 
me to report her abuse again takes that autonomy and control away from her. She is a 
better judge than I ofthe consequences to her of reporting. Morally, it is wrong for me to 
take that decision away from her Ethically, it is tvrong of me to violate patient-doctor 
confidentiality. This is a bad law. Physician in California survey^ 

In 1995-1996, California physicians were surveyed who practice in the areas of family 
medicine, general internal medicine, obstetrics/gynecology, and emergency medicine, on 
their attitudes and behaviors regarding mandatory reponing. Five hundred eight physicians 
responded to the survey. While recognizing some potential benefits of mandatory reponing, 
over two-thirds of the respondents believed that reponing of domestic violence potentially 

Ŝee fn -. One entry involved a larger group of survivors and is worth noting here: Carole Burke, a 
licensed social worker and therapist in Contra Costa County, discussed the mandatory reponing law 
with a seventeen-member support group for battered women that she facilitates. The feedback from 
the group was overwhelmingly negative. They were very dismayed at being "treated as if they were 
infants and not able to make up their own minds whether to report to the police." They commented 
that the mandatory reporting law puts them in jeopardy because all police officers react differently to 
domestic violence calls. All seventeen members of the group said their injuries would have to be life-
threatening before they would go to a doctor again, because of the mandatory reporting law. 
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harms patients and interferes with the patient-physician relationship. The majority of physi­
cians surveyed responded that if a patient whom they suspect is suffering from domestic 
violencerelated injuries asks them not to make a police repon, they would not necessarily 
make a repon in all situations.4 

OVERVIEW OF STATE STATUTES' 

As advocates for domestic violence survivors, health care providers, and legislators 
anempt to forge a position on mandatory reponing of domestic violence, it is helpful to have 
a sense of the laws that presently exist around the country. This section provides an overview 
of state statutes that affect reponing in domestic violence cases. It first summarizes panerns 
that emerge from such an overview. It then reviews four categories: 

1) states that require reponing of injuries caused by weapons; 

2) states that mandate reports for injuries caused in violation of criminal laws, as a 
result of violence, or through nonaccidental means; 

3) states that specifically address reponing in domestic violence or adult abuse 
cases; and 

4) states for which our current research could find no relevant reponing statutes. 

Summary Questions/Patterns 

Upon examining reponing statutes throughout the country, a number of questions and 
panerns emerge: 

*Who Is Required to Report? Which health care providers are mandated reporters under 
the reporting laws varies widely from state to state. Some states require only physicians 
to repon while others provide a long list of health care providers who are covered by the 
statute. A few states mandate "any person" to repon in specified situations.* 

*Who Receives the Report? Almost all of the state statutes addressing mandatory 
reporting require that reports be made only to law enforcement, though a few exceptions 
exist in which reports must be made to a specified state agency, the district anorney, or 
other designated reportee. 

This overview does not discuss reporting laws and policies applicable in health facilities in the 
military, in the Veterans Administration, on Native American reservations, or in the territories. Also 
not included are laws requiring reporting of burns, poisoning, and suffocation, acts that may be 
common in domestic violence cases; and statutes relating only to child, elder or vulnerable adult abuse 
reporting. 

^Whether health care providers fall within the scope of such statutes can only be assessed after an 
examination of the interactions berween these provisions and the states' provider-patient privileges. 
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•̂ What Happens to the Report? Very few reporting statutes specify what is to be done 
with reports made by health care providers. However, providers who receive reports 
may be obligated to take certain actions based on other statutory sections or directives. 

'Penalties for Failure to Report and/or Immunity from Liability. Almost all states 
impose penalties for failure to comply with the reporting requirements, and most states 
provide health care providers with civil and/or criminal immunity from liability that 
might otherwise be incurred as a result of making a report. 

* Provider-Patient Privilege. Various statutes claim or have been interpreted to suggest 
that the physician-patient and other provider-patient privileges do not apply to the infor­
mation required to be reported. 

'Purpose of Reporting. Finally, only a few of the reporting statutes specify what the 
state's purpose was in enacting the particular reponing requirement. 

Deadly Weapons 

At least 40 states and the District of Columbia mandate reporting by health care 
providers in specified instances where the patient has an injury that appears to have been 
caused by a gun, knife, firearm, or other deadly weapon. States vary as to which deadly 
weapons trigger the reponing requirement. In some states, the requirement to report deadly 
weapon injuries applies only if the injury appears intentionally inflicted, criminal in nature, 
or is likely to result in death. [AK, AZ, AR, CA, CO, CT, DE, DC, FL, HI, ID, IL, IN, IA, KS, 
ME, MD, MA, MI, MN, MS, MO, MT, NV, NH, NJ, NY, NC, ND, OH, OR, PA, RI, SD, 
TN, TX, UT, VT, VA, WV, WI] 

Criminal Law Violation; Violence; Intentional Injuries; Gravity of 
Injury 

At least eighteen states and Washington D.C. require reports when there is reason to 
believe the patient's injury may have resulted from an illegal act. Some of these states 
indicate that the reponing requirement applies only to illegal acts rising to cenain levels. For 
example, they specify that the illegal act must have caused serious or grave bodily injury, that 
there must have been use of a weapon in addition to the illegal act, or that the illegal act must 
appear to be of a cenam nature. [AZ, CA, CO, DC, ID, IL, IA, MA, MN, NE, NH, NC, ND, 
OH, OK, PA, UT, WV, WI] 

At least seven states require heahh care providers to report injuries that they have reason 
to believe resulted from an act of violence, with some indicating that the injury must be grave 
or that the act appear illegal before the requirement to report would apply. [FL, HI, MI, NE, 
NC, OH, TN] 

Finally, at least eight states require reports under circumstances in which the injury ap­
pears intentionally inflicted [AK, AR, CO, GA, HI, ID, NV, OR], and in nine states, the gravity 
of the injury is of import to the decision to repon. [AK, AZ, HI, IN, lA, KS, NY, NC, OH] 
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Domestic Violence or Abuse 

At least six states have mandatory reporting laws that specifically address domestic 
violence or adult abuse. These provisions often appear in addition to deadly weapon or 
illegal act reporting requirements. Five of these states mandate reponing in certain instances 
of domestic violence, while one exempts victims of abuse from its general mandate to report 
certain injuries. [CA, CO, KY, NH, NM, RI] The following are examples of these statutes:** 

CALIFORNIA Health practitioners must report to the police if they provide medical 
services to a patient whom they know or reasonably suspect is suffering from a physical 
injury that was caused by a firearm or by "assaultive or abusive conduct" (defined to 
include twenty-four crimes). It is recommended that referrals to local services be given to 
domestic violence victims and that providers thoroughly document domestic violence in 
the medical record. 

COLORADO Physicians are required to report to law enforcement if they attend or 
treat an injury caused by a weapon or an injury they have reason to believe involves a 
criminal act "including injuries resulting from domestic violence." 

KENTUCKY Any person having reasonable cause to suspect that an adult has suffered 
abuse, neglect, or exploitation, shall report to the Cabinet for Human Resources. The 
Cabinet must notify police, initiate an investigation of the complaint, and make a written 
report of findings and recommendations. The Cabinet is allowed access to mental and 
physical health records of the adult if necessary to complete the investigation. The 
Cabinet can enter the private premises of the adult to investigate the need for protective 
services. If the adult does not consent, a search warrant may be issued upon a showing 
of probable cause of abuse. If a determination is made that protective services are neces­
sary, the Cabinet shall provide such services except where the adult refuses them. 

NEW HAMPSHIRE A person treating or assisting another for a gunshot wound or any 
other injury believed to be caused by a criminal act is required to report, except if the 
injured person has been a victim of sexual assault or abuse, is over eighteen years of age, 
and objects to the release of this information to law enforcement. This exception does 
not apply if the person is also being treated for a gunshot wound or other serious bodily 
injury. 

RHODE ISLAND In addition to a deadly weapon reporting provision, the statute 
requires medical providers to report domestic violence related injuries only for data 
collection purposes. The reports are not to contain names or any identifying informa­
tion. The domestic violence data is to be compiled and reported annually by the domes­
tic violence training and monitoring unit of the coun system. 

These are brief, simplified summaries. The reader should see the full text of the statutes for complete 
information. 

'"The statute requires the unit to compile reports only for five years following October 1, 1988. 
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Voluntary Reporting 

Though this paper reviews only mandates to repon, note that a few states have voluntary 
reponing provisions where abuse is concerned. For example, a recently enacted Tennessee 
provision encourages health care providers voluntarily to report injuries due to domestic 
violence on a monthly basis to the Department of Health, Office of Health Statistics. The 
report is not to reveal the name or identification of the patient, in recognition of the impor­
tance of confidentiality, of safeguarding against retaliation, and of encouraging abuse 
survivors to seek care. Laws in Mississippi and Pennsylvania specify that any person may 
report abuse. 

No Statutes Found 

Our current research has not been able to locate reporting requirements for health care 
workers in the following five states: Alabama, Louisiana, South Carolina, Washington, and 
Wyoming. 

POLICY DIRECTIONS: RECOMMENDATIONS FOR HEALTH 
CARE FACILITIES AND INSTITUTIONS 

Minimizing Harms to Patient Under Current Laws 

Health care providers and institutions must strive to minimize the harm to the abused 
patient under current mandatory reporting laws. Health care facilities should ensure that 
their domestic violence protocols and trainings address, at a minimum, the following issues 
regarding reporting: 

1. Most important is the recognition that the critical intervention is not the report, but 
providing ongoing and supportive care, addressing safety issues, and guiding the 
patient through the available options. Providers need to understand that the legal 
report is only one small piece of a much larger intervention and should be carried out 
with the utmost caution. 

2. Discussing with the patient the obligation to report. (Whether there is an ethical 
obligation to inform patients prior to taking a history or conducting an exam about 
the reporting law is an area that needs further exploration. Health care providers 
and institutions might consult with medical ethicists on this issue.) 

3. Learning how authorities respond to reports and explaining this to patients so they 
know what to expect. 

4. The need to address the potential risk of retaliation and precautionary measures, 
such as seeking shelter or obtaining restraining orders when the report is made. 
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MANDATORY REPORTING 

5. How to work with the patient and the authorities to meet patient needs when reponing. 

6. Maximizing the role of the patient's input regarding future action. 

7. Working with community advocates for survivors of domestic violence and authori­
ties to implement a process for responding to repons that enhances patient safety 
and autonomy, and to address problems that arise in response to repons. 

Understanding Interactions with Other Protocols and Laws 

Certain institutional protocols and state laws concerning domestic violence may interact 
with mandatory reporting in ways that have the potential to harm survivors of domestic 
violence. Health care institutions should be aware of these intersections so that they may 
consider steps to address problems that arise. Below are examples. 

1. Screening Suppose a health care facility located in a state that mandates reporting of 
domestic violence injuries adopts a protocol requiring health care providers to screen 
for domestic violence. Once a survivor is detected through screening, the reporting 
law may mandate a report to state authorities even without the patient's support. As 
the adoption of the screening protocol may inadvertently facilitate enhanced report­
ing, it may have the unintended effect of scaring survivors away from the health 
facility. This may particularly be the case when the institution believes it has an 
ethical duty to inform patients subject to screening of the existence of the reponing 
law.' 1 The health care provider is also placed in an uncomfortable position: s/he may 
want to screen for domestic violence but may not want to have to breach confiden­
tiality and act against a patient's will. 

2. Insurance discrimination A number of insurance companies have been denying 
health insurance coverage to patients who are or have been victims of domestic 
violence. Advocates for survivors have protested these policies, and a number of 
states now have laws forbidding such practices. If your state still has insurance laws 
or policies that discriminate against survivors of abuse, it is important to understand 
their implications for medical record documentation and reporting. Namely, the 
documentation that results from reporting a particular patient or noting the abuse in 
the patient's medical record may provide the insurance company with the basis for 
denying that patient coverage. 

Engaging in Public Policy 

Health care providers and institutions might engage in policy debates in their communi­
ties tegarding mandatory reporting and challenge legislation that jeopardizes the well-being 
of their patients. Collaborating with and seeking input from advocates for survivors of 
domestic violence around policy issues is critical. 

"See remarks of Penny Ablin, M.D., in "Domestic violence reporting law: a hazard or a help to 
patients/victims.'" California Physician Magazine. August 1996; 24—32 (Anecdotal evidence that 
publicity of hospital's screening protocols and the reporting law has resulted in fewer women disclos­
ing abuse in the emergency room.) 
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RECOMMENDATIONS FOR LEGISLATIVE ACTION 

Revising Your Mandatory Reporting Statute 

For the reasons set forth in this papei; mandatory reporting by health care providers of 
survivors of domestic violence is a policy that should be avoided. Working toward legislative 
reform in this area is quite challenging, however; as in almost all states there is already some 
sort of reporting law in place. Depending on the nature of the existing law, different issues 
will need to be explored. These might include the following: 

1. If no current law: If yours is one of the few states with no reporting requirements 
(other than child, elder, or vulnerable adult abuse reporting), it seems best to oppose 
the adoption of any new laws that would mandate reporting of adult survivors of 
domestic violence. Given the safety risks to survivors, the medical ethics considera­
tions, and the fact that mandatory reponing laws are of unproven value, doing 
otherwise would seem unwise policy. This is especially the case for laws that require 
repons to include the identity of the patient. 

2. If deadly weapon law: Although mandatory reporting in all cases is problematic, are 
there instances of such a grave nature in which reporting is warranted.' For example, 
weapon injuries may indicate particular danger and therefore one might consider 
leaving unchanged an existing weapon reporting provision. On the other hand, it 
may bc precisely in the most dangerous cases that a survivor's autonomy needs to be 
respected to best enhance her/his safety. Furthermore, unless "weapon" is limited, 
for example, to firearms, it may be interpreted so broadly as to subsume virtually all 
cases (i.e., some might define a fist as a weapon). 

3. If criminal/illegal aa reponing: If your state requires repons of injuries resulting 
from criminal acts, injuries due to domestic violence are clearly subject to the 
mandate. Some may feel uncomfortable exempting survivors from such a law, 
thereby treating domestic violence differently from other crimes. On the other hand, 
survivors do require panicular advo<:acy and protection because of such factors as 
ongoing contact with the perpetrator; economic dependence on the perpetratoi; and 
a higher risk of retaliatory violence. 

If your state requires reports of injuries due to criminal acts, you might consider 
several approaches. Each of these approaches can be made to apply either to all 
competent adults or only to domestic violence survivors: 

• Argue for the provision's repeal (for survivors of domestic violence or for all 
competent adults). 

• Maintain the mandate but insen a patient consent provision, such as, "injuries 
(due to domestic violence) shall not be reported unless the patient consents to a 
report being made." 

• Maintain the mandate to report unless the patient objects, such as, "injuries due 
to criminal acts shall be reported except if the patient (is a victim of domestic 
violence and) objects to a report being made. The health care provider must 
inform the patient of the right to object." 
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Although repealing a harmful provision may be the cleanest approach, maintaining 
the mandate may, in some instances, be more politically feasible. Additionally, the 
latter two approaches may indirectly help achieve another goal: encouraging 
providers to discuss with their patients the option of calling the police. 

As in the deadly weapon context discussed above, the question arises as to whether 
the mandate should be maintained for certain injuries of a particularly grave nature. 
Can "grave" be defined in a way that does not subsume all cases, and that health 
providers will evenly apply? Should not the survivor's voice, especially in grave 
injury cases, be an integral part of the decision making in her case.' For those consid­
ering a mandate in serious injury cases, it seems imperative to use a term such as 
"life-threatening" injury, which is both limited and conducive to more uniform 
application. 

4. Role of report recipient: One might also amend the provision regarding who 
receives the repon and what that party is obligated to do with it. For example, it 
may be specified that the agency receiving a report may, where safe, offer the patient 
information about options and assist the patient with pursuing those that are desir­
able, but that no measures will be imposed on the patient against her/his will. 
Training for agency employees on domestic violence and on how to contact the 
patient safely is a necessary pan of such legislation. 

5. No identity of victim: Another strategy is to require or allow anonymous reporting 
of survivors of domestic violence, with no provision of information being provided 
concerning the name or identification of the patient. Such reports might be used for 
surveillance by public health agencies for the purpose of improving intervention 
strategies. The information might also be used for data collection, but the experi­
ences of Connecticut and Rhode Island with such statutes should first be reviewed.5 

Policy Alternatives to Mandatory Reporting 

It is clear that health care providers and institutions must play a role in the area of 
domestic violence. If reporting is not mandated, should any other legal interventions be 
considered? Educating health care providers about domestic violence is clearly the most 
important means of enhancing the health care system's response to domestic violence. 
Domestic violence education might be mandated in schools for health professionals or linked 
to licensure or funding eligibility. Other legislative proposals might include mandating 
health care facilities to implement domestic violence protocols regarding screening, safety 
assessment, documentation, and referrals. Requiring health care providers to offer patients 
referrals or certain options, including the option to call the police, might be considered. 
Whatever the approach, it is crucial that legislation be designed or amended with the utmost 
caution so as to avoid unintended and harmful consequences for survivors of domestic 
violence. Policy decisions should be informed by the views and experiences of survivors of 
domestic violence and their advocates. Legislative proposals should be examined to assess 
whether they enhance the quality of care offered survivors within the health care setting, 
respect the patient's autonomy and judgments about safety, and reduce the risk that the 
patient will refrain from seeking care. 
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Reconunendations for Health Associations 

Local, state, and national health associations can play a key role in effecting policy 
change. For example, they can pass resolurions in support of preferred policies relating to 
domestic violence and in opposition to policies that jeopardize the well-being of patients 
who are survivors. In this way, they can both enhance awareness among their membership 
and influence local, state, and federal legislation. A number of health associations have 
already adopted stances opposing mandatory reporting, including the American Medical 
Association, the American College of Emergency Physicians, the American Association of 
Women Emergency Physicians, the American College of Nurse-Midwives, and the California 
Medical Association.'^ Health associations can also distribute information to educate 
members on rhe risks of mandatory reporting and the importance of minimizing harms to the 
patient when complying with existing laws. 

CONCLUSION 

Mandatory reporting falls short of accomplishing the purported goals of enhancing 
patient safety and care, improving health care providers' response to domestic violence, 
holding perpetrators accountable, and increasing data collection and documentation. It also 
raises serious ethical concerns. The crisis of domestic violence requires a careful, well-
conceived, effective response. Until further study demonstrates otherwise, there is ample 
reason to believe that mandatory reporting of all injuries due to domestic violence represents 
a threat to the health and safety of survivors of domestic violence. Health care providers and 
institutions need to strive to minimize harms to the patient under current laws. Advocates 
for survivors, health care providers, and others engaged in public policy should work 
together to consider legislative efforts to minimize risks to survivors posed by mandatory 
reporting laws. Education must be the focus of any anempt to combat domestic violence and 
must be the centerpiece of our effons. 

The California Medical Association's resolution supports mandatory reporting except where the 
patient objects to a report being made. 
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Mandatory Reporting of Domestic Violence: 
What Do Patients and Physicians Think? 

INTRODUCTION 

Domcstic violence is a social and health problem of high priority in lhe healthcare 

and legal communilies The healthcare professions have urged increased pro-

fcssional responsibility toward patients who are survivors of abuse. In response, 

many healthcare professional programs and other educational forums are (raining 

physicians to recognize and treat surv ivors of domcstic abuse In addition, a num­

ber of protocols, intervention strategies, and policies have been designed and 

implemented. 

Currently, in Calilornia. healthcare practidoncrs are required (o repor( (o 

police (hose paticn(s suffering from injuries suspected (o bc (he resuU of domesdc 

violence.' Manda(ory repordng legislation raises professional and ethical consider­

ations for both healthcare providers and victims of domcstic violence. This paper 

addresses these issues and describes (he resuhs of two research srudies (hat investi­

gated (he implications of Californias mandatory reporting law. The firs( s(udy 

examined lhe perspective of physicians, and the second, the perspective of (he vic­

dms of domesdc violence 

DcHning domestic violence. For the purposes of (his paper, domesdc vio­

lence is dehned as a pattern of assaultiv e and coercive behaviors—including physical, 

sexual, and psychological abuses—that adults or adolescents use agains( (heir in(i-

iiiate partners It is also referred to as domestic abuse, wife abuse, marital assault, 

spousal abuse, battering, intimate violence, and partner abuse Domestic violence 
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is influenced by diverse elements, including historical and sociocullural factors. 

The social and historical significance of gender inequalilies is particularly impor-

(an( in undersunding abusive behavior by men agains( women Some sludies indicate 

that men and women rcsor( (o similar physical behaviors w hen arguing, yet women 

are more likely than men to be victimized by an intimate partner and suffer more 

injuries than men.' 

Consequences of domestic violence The consequences of domeslic vio­

lence are fell by (he individual vicdms. their families and communities, and by 

society as a whole. Individual vicdms suffer a range of physical and psychological 

injuries, and children l iving wi ih domestic \ iolence in (heir homes are a( increased 

risk lor physical and psychological abuse as wel l . ' Moreover, communides and 

socie(y a( large bear (he consequences of heightened fear and numerous economic 

costs at(ribu(able (o domeslic violence These secondary effects are exhibited as 

decreased worker productivity, increased homelessness, and increased use of social, 

criminal jusiice, and healthcare serv ices 

Domeslic violence is a leading cause of morbidity nnd mortality for women 

it is estimated that 2 mil l ion to 6 mil l ion w omen .-irc physically abused by intimate 

partners each y e a r " Based on national data from 1995, 26".c of murdered women 

were killed by their spouses or bo) f r icndi " In a 1985 national survey of family 

violence, 12% of women reported being victims of domestic violence.' 

Domeslic violence in healthcare settings. While prevalence rates vary 

depending on the definitions used, domestic violence victims constitute an alarm­

ingly high proportion of women seeking care for trauma, medical, and psychological 

problems. Studies of cmergciK y-dcpariiueni patients have indicated that up lo one-

third of all injuries to women not in \o l \ ing motor vehicles were due to domestic 

violence.' In one study of patients attendini; an urban hospilal drop-in clinic, 45% 

of women victims of violence reponed that the perpetrator was an intimate part­

ner." ,Abuscd women account for 20% to 30'V of all women seen in ambulatory care 

clinics' and up lo 20Tb of prcgnani women.' " In psychiatric sellings, sludies report 

lhal 50% of female psychiatric outpatients'' and 29% of women seen for suicide 

aliempis'- were victims of domestic violence Because of lhe high utilization of 

medical services by victims of domestic v iolence. healthcare providers arc in a unique 

position to identify and assist victims of abuse, ^cl despite the high prevalence of 

these V iclims in healthcare settings, only a small proportion of .-ibuscd women is 

identified as such in these settings." 

As issues of domestic violence gain greater public v isibility, the medical 

communiiy is working to increase sensitivity to abused patients and to improve 

detection and assrssinciK by physicians and o(hcr healthcare providers. Across (he 

country, hospiiiils and clinics are insl i tui ing routine screening protocols, coordinat­

ing referral services, and developing cont inuing medical educalion courses on 
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domestic violence. Similarly, lawmakers have attempted to respond to domestic 
violence by passing mandatory prosecution and related legislation i n d by selling 
pro-arrest policies. 

Mandatory reporting laws. Mandatory reporting laws ire one type of leg­

islation thai has directly impacted physicians, patients, and the police. Most stites 

require healthcare providers to report lo police those patients who i re victims of 

certain injuries caused by deadly weapons or certain illegal acts. Five states hive 

mandatory reporting laws that specifically address the reporting of suspected do­

mestic violence." In California, healthcare providers are required to report to (he 

police those patients who they reasonably suspect i re suffering from i domestic 

violence-related injur\-.' The healthcare provider must nodfy the police i nd sub­

tnit written findings within Iwo days. These reports must include, bul ire nol 

limiled lo, the name of ihe vict im, the vict im^ whereabouts, the extent of the victim^ 

injuries, and the identity of the alleged perpetrator 

California's mandatory reporting law has certain possible benefits, but it 

carries certain risks as w e l l . " " Potential benelits Include improved crime detec­

tion and data collection, enhanced victim safely through improved police protection, 

increased responsiveness of the healthcare system, and relief Irom the onus of re­

porting for victims. Potential risks include retaliation by abusers, decreased utilization 

of healthcare services, and the abused women^ loss of control over the decision to 

involve the legal sysiem. Additionally, the patient-physician relationship may be 

strained w hen confidentialitv is compromised. 

This paper describes the results from two studies that addressed the impli­

cations of California s mandatory reporting law The first is the California Physician 

Survey which was undertaken to assess physicians' knowledge, altitudes, and be­

havior related to the mandatory reporting of domestic violence. The second is the 

Abused Women Focus Group Study, a qualilalive study of the e.vpericnccs of abused 

women in healthcare settings and their pers|>eclives on physician reporliitg.""' While 

California's mandatory reporting law may be based on sound policy motivations, 

our results indicate that in applicalion. bolh physicians and abused women have 

serious reservations about lhe law This paper concludes by recommending spe­

cific areas for improvement in policy developmenl and healthcare response 

NIETHODS 

The California Physician Survey. In an effort to assess California physi­

cians' attitudes toward the stale mandatory reporting law, a stratihed random sample 

of 1.200 physicians was selected, w ith 300 physicians drawn Irom each of the foi 

lowing specialties, family medicine, general internal medicine, obstetrics/gynecology, 

and emergency medicine. Women physicians were oversampled in order lo ensure 

an adequate number of female physicians for comparative analysis. 
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The study design involved three questionnaire mailings (see Appendix), 
w i lh telephone follow-up. The questionnaire consisted of 2-» items ihat covered 
the following topics: knowledge of. and tendency lo conform to, the mandatory 
reporting law. attitudes about the impact of and appropriate conditions for report­
ing, barriers lo Identifying and referring victims of domcstic violence; management 
of victims in the clinical selling; and demographic data To assess the physicians 
tendency to conform (o the mandatory repordng legisladon, tespondcn(s w ere pre-
scn(cd wi(h two scenarios: "A pa(ien( asks mc no( to report, but I suspect that s/he 
is suffering from domestic violence-related injuries," and "A patient does not ex­
press a preference one way or the olher for f i l ing a police report, but I suspect s/hc 
Is suffering from domcstic violence-related injuries.' For each scenario, respon­
dents were asked if they would report in all situations, some situations, or none of 
lhe siluaiions. Respondents were also asked to agree or disagree vv ith potential 
benefits and risks ofthe mandatory reporting law on a four point scale Survey daia 
were entered inlo an SPSS statistical database, and the associations between physi­
cian nonconformity to mandatory reporting laws and various demographic, practice, 
attitude, and experience variables were analyzed 

The Abused Women Focus Group Study. In an effort to assess the al i i 
ludes of domestic violence vicdms toward the healthcare sysiem and mandatory 
reporting laws, a qualitative study was conducted using semi-structured focus groups 
The focus-group approach, which is based on small-group discussions on a specific 
topic, was used lo gain an in-depth understanding of battered womens experiences 
within Ihc healthcare system. Fifty-one women with histories of domeslic violence 
were recruited ihrough domcstic violence shelters and community-based organiza­
dons to form eight focus groups: two groups of Latina (,V = H ) . two groups of 
Caucasian (N - H ) . two groups of Asian (.V = H ) , and two groups of African 
American (N •= 9) women 

tach focus group was facilitaied by two moderators at least one of whom 
was female and of the same ethnicity as the rest of the group. Based on a review of 
the literature, open-ended questions were furmulaied and posed The panicipants 
w ere asked lo discuss definitions of domestic violence; sources of help for problems 
rclatvd to domestic violence; and the attitudes, feelings, and behaviors thai may 
predispose battered women to seek or avoid seeking, assistance from hcalthcaic 
providers. 

Rt sui ts 

Physician perspectives Of tlic original 1.200 physicians sampled, a total 
of 71 5 physicians were eligible lor the California Physician Survey and 508 (71%) 
completed the questionnaire Respondents' ages ranged Irom 29 to 8 ) years, with a 
median a( ^•i years. Women rc|)resciiied 18% of the respondents Tony eight per­
cent of physicians surveyed piaetieed primarily in privaie settinns. 17% in HMO 
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settings, 12% in hospitals, and 23% in other settings that included government, 
communiiy, and academic facilities 

Aivaiciifss of and experience iviih domestic violence Issues. The majority of 
physicians surveyed had prior knowledge of mandatory reporting legislation or had 
identified a patient suspected to be a v ic i im of domestic violence. Sixty-eight per­
cent stated that they were aware of Californias mandatory reporting law prior to 
reading the surv ey, and 84% of physici.ins indicated that at some time in their ca­
reer they had identified a patient who w as a victim of domestic violence. Twenty-nine 
percent of respondents reported having taken a domestic violence course wi lh in 
the previous ihree years. 

Fdcloii dssofialed uidi noiicoii/oiiiiity wilh mandatory reponing Noncon-
forinitv w ith the mandatory reporting law varied significantly according to whether 
the patient objected lo reporting. In responding to the scenario in which the pa­
tient expressed no preference about reporting. 3% of physicians said they would 
report none of the time, 27% said thev w ould report some of the lime, and 68% said 
Ihey would report all of the lime (Figure 1). In contrast, in responding to the 

FIGURE 1 

Physicians' Anticipatetl Conlormity wilh Mandatory Reporting Law 
According lo PalienI Preference 

Report all cases 
Report some cises 
Report no cases 

Patient eipiesses no preleience Patient objects lo reporting 
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scenario in wti vhich the patient asked the physician nol to report, 10% of physicians 

said they would report none of the time, 44% said they would report some of the 

time, and 44% indicated they would report all of lhe time Overall, physicians were 

more likely nol to conform in a situation in which the patient specifically asked 

them not to report to police. 

Olher factors associated with physicians' anticipated nonconformity in­
cluded their type of specially, pracdce setting, prior knowledge of the law. and 
exposure to a recent course on domestic violence (Table 1) Primary care providers 
(lamily physicians, iniemists, and obstetrician/gynecologists) were much more likely 
not to conform than emergency physicians. Providers in private office settings 
were more likely not to conform than hospital-based providers In addition, those 
respondents who were not aware of the law before reading the questionnaire, or 
who had not taken a course on domestic violence in the previous three years, were 
less likely to report Of note, nonconformity w i l h mandatory reporting legislation 

TABLE 1 

Faclors Associated twlth Physicians' Anticipated Nonconlormlly 
wilh Mandatory Reporllng Law When Pallent Obiecis (W= 508) 

Phyticlan Factor NancDnloimlly, % 

Medica' specially 

E "eijency medicine 25-

Fjnily medicine 57 

G-:neiil inleinal medicine 67 

Ocslelrics/jynecology 6? 

Medica piaclice selling 

Hcspital-tused K-

HMO 43 

Piivale 65 

Ol̂ ler/comtlî ed 63 

Awaienfss ol legislalion 

Av,3ie 45' 

Ur aware 78 

Course :n ilomeslic violence 

In pievious 3 years 43-

He: in pievious 3 years 60 

'p < .001 bjsed on Pearson Chi-square lest. 
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did not differ by sex, age. ethnicity, training (United Stiles versus Internitlonal 
medical schools), or prior idenliricailon of an abuse victim in i clinical setting. A 
logistic regression model demonstrated that medical specialty, practice type, and 
prior awareness of the law are independently predictive of physician nonconfor­
mity in cases where a patient objects lo reporting. 

Physiclnii peiceplions regarding mandatory reporting. The majority of physi­
cians surveyed agreed that current mandatory reporting legislation creates a potential 
detriment to patient care and raises important ethical concerns (Table 2). Specifi­
cally, the majority of phy sicians believed that mandatory reporting discourages 
victims from seekit^g medical care and places palienls at higher risk of retaliation 
by their partners Most physicians also believed that this legislation Interferes with 
the patient-physician relationship by violating the ethics of patient confidentiality 
and patient autonomy One-third of physicians believed that mandatory reporting 
discourages physicians from asking about domestic violence. 

TABLE 2 
Physicians' Peiceplions ol the Risks and Benellli ol Mandaloiy Reporting Law («- 508) 

Phytlclin Perception 

Potential risk 

Discourages medical care seeking 

Incieases lisli ol ittaliation l)y partner 

Discouiages pliysicians Irom asking 

Ethical concern 

Violates patient conlidsntialily 

Violates palienl autonomy 

Polenliai benelil 

Piovides uselul statistics 

Helps wilh prosecution ol peipelialois 

Improves physician lesponsiveness 

Agreement, % 

71 

67 

33 

74 

67 

60 

75 

60 

On the other hand most phvsicians also felt that mandatory reporting has 

poteniial medical and legal benefits The majority of respondents believed that this 

legislalion improves the collection of useful statistics, helps with the prosecution ol 

perpetrators, and improves physician responsiveness Eighty nine percent of phy­

sicians felt it did not decrease the need for physicians to ask about domestic violence 

during future visits. 
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As m i g h t be expected, those phys ic ians w h o i v o u l d no t necessari ly make a 

po l i ce report i f . pat ient objected were more l i ke l y t o have negat ive percept ions o f 

manda to r y r epo r t i ng compared to those phys ic ians w h o said they w o u l d report to 

po l ice in a l l s i tua t ions However, the m a jo r i t y o f c o n f o r m i n g phys ic ians also ex­

pressed serious concerns about the r isks assodatet l w i t h the law. 

» ' « " P « l i v e s o f abused w o m e n . The 51 f ocus -g roup par t i c ipan ts were aged 

22 to 60 years, w i t h a median age o f 34 years T h e m e d i a n length of f o rma l educat ion 

was 12 years. Seventy-eight percent o f the pa r t i c i pan t s had c h i l d r e n A l l o f the 

Lat ina and As ian par t i c ipan ts were i m m i g r a n t s P a r d c i p a n u d iscussed phys ic ian 

r epo r t i ng o f domest ic v io lence to po l ice in a l l e igh t focus g roups The specif ic 

reasons that were iden t i f i ed for o p p o s i n g m a n d a t o r y r epo r t i ng i n c l u d e d fear o f 

r e u l i a t i o n by the abuser, mis t rus t o f the legal sys tem, fear o f fami l y separat ion and 

preference for con f i den t i a l i t y and a u t o n o m y O n e speci f ic perce ived benef i t o f 

manda to ry r epo r t i ng was the poss ib i l i t y o f po l ice p r o t e c t i o n A l l o f the quo ta t ions 

be low are taken f r o m the focus-group d iscuss ions 

F ra r o j reta l iat ion by the abuse, Many o f the par t i c ipan ts were afraid the 

vio lence w o u l d escalate i f a phys ic ian repor t resu l ted i n po l ice i n t e r ven t i on In 

soiTie cases, w o m e n were re luctant lo seek ined ica l care because they bel ieved that 

po l i ce i n t e r v e n t i o n resu l t i ng f r o m p h y s i c i a n r e p o r t i n g w o u l d have dangerous 

consequences for t hem. I n olher cases, w o m e n l ied to prov iders ^bou t the cause o f 

(hei r in jur ies o r w i t h h e l d i n fo rma t i on about the abuse in order to avo id pol ice 

t i n o l v e n i e n t , 

A n d I was scared lo r my l i fe. I never went to the pol ice and 1 never 

vveni to the hosp i ta l cause I k n e w that if I w e n t to the hosp i la l I 

w o u l d have IO fi le a report w i t h the po l i ce and I was scared 

Many of the fears of reta l ia t ion were based o n concerns regard ing the l i m i -

l a i i ons of pol ice p ro tec t i on . The abused w o m e n fe l l l h a . thei r safety c o u l d no t be 

ensured by the pol ice and thus avo ided d isc los ing t he i r abuse lo phys ic ians as a 

way o l p reven t ing fu tu re v io lence 

What made it d i f f i cu l t for me lo conf ide | i n a phys ic ian) was ihc 

fact l ha l I feared for my l i fe , you k n o w A n d I k n e w that if I was to 

le l l i h c m what actual ly happened that ihev w o u l d cal l the pol ice 

and I w o u l d have to file a r cpo r i and they cou ldn ' t guarantee mc 

that they w o u l d be there t w e n t y four h o u r s l o protect mc f rom ih is 

maniac. So. thc rc fo ic , I wasn't t ak ing that chance on my l i fe. 

M is i i ns l , . / ( / . , Ic^al sywcin. Ano the r rc. ison that some w o m e n were resis-

ian( to pohce i nvo l vemen t s temmed f r o m prev ious negat ive exper iences w i l h i n the 

legal system. Some nf these experiences were related to lhe process of f i l i n g a pol ice 

r c p o r i and negoda i i ng the court system. 
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W h a t makes i t d i f f i c u l t is t ha t . , . w h e n y o u le l l the doctor , the 

doc to r g o i n g l o ca l l the po l i ce and w h e n the pol ice get here, y o u 

already been t h r o u g h so m u c h t rauma a n d s tu f f that . . . it's l i ke 

you j us t g o i n g t h r o u g h it a l l over again. I t ^ real ly hard to d o be­

cause . . . y o u have to go t h r o u g h the w h o l e system A n d a l that 

l i m e , you ' re n o l l o o k i n g to g o t h r o u g h a l l that stuff . 

O the r par t i c ipan ts were re luc tan t to invo lve law enforcement because they 

bel ieved pol ice of f icers responded p o o r l y to domes t i c v io lence inc idents . Reported 

pol ice responses i n c l u d e d j u d g m e n t a l a t t i tudes t owa rd v i c t ims , d isbel ief , or d is ­

missal o f comp la in t s 

I The pol ice) get t i red of c o m i n g or they take thei r t ime about c o m ­

ing i f they k n o w what 's v * rong . . . I mean , so what i f y o u don ' t 

f o l l ow t h rough the hrst coup le o f t imes? You're go ing to get enough 

and fo l l ow i h r o u g h one l i m e or ano the r A n d they jus t |say) , ' A l l 

vou're g o i n g to d o is let h i m come r igh t ( b a c k ) . ' 

In a d d i t i o n , some abused w o m e n were re luctant to have the i r partners repor ted to 

the po l i ce due to a desire to protect the i r par tners f r o m possible h a r m . 

One issue related l o m is t rus i o f po l ice was par t icu lar to the i m m i g r a n t fo ­

cus g roups . Many As ian and Lat ina i m m i g r a n t s said they were re luctant to disclose 

par tner abuse to phys ic ians for feat that the I m m i g r a t i o n and Na tu ra l i za t ion Ser­

vice w o u l d subsequent ly become inv o lved w i t h the case. 

Because one is an in inugrar . : . as an i l legal i n ih is count ry one be­

lieves ihat i l l the m o m e n i ir. w h i c h one w i l l ask (or help, . . . they 

w i l l re tu rn you to v o u t eour . ; r y and th is is someth ing that perhaps 

w c tl ie Lat ina w o m e n are o l r l iged to put u p w i t h — t h i s type of v io­

lence—for fear that we w i l l eve depor ted 

Fear of f a m i l y scparai io i t Some p a r t i c i p a n t s were o p p o s e d l o po l i ce 

involv e m e n i because they feared that i t m igh t resul t in separat ion o f the i r fami l ies. 

These par t ic ipants were concerned tha t a mar i ta l separat ion w o u l d be more h a r m f u l 

to ihe i r ch i l d ren than l i v i n g in a v i o l en t home For many w o m e n , d i sso lu t i on of the 

fami ly meant loss of the father as the symbo l i c head of the househo ld , the potent ia l 

loss of ch i l d custody, and /o r loss o f the family 's f inanc ia l resources These fears 

created ambiva lence a m o n g the abused w o m e n w i t h ch i ld ren about h o w to address 

the v io lence 

| M y f r iend) confessed shes been in a battered s i tua t ion for e ight 

years I don ' t k n o w i f shes gone to l he hosp i la l or no t , bu t i t 

cou ld r u i n it for her Vou don ' t k n o w what w i l l happen l o you r 

ch i l d ren If you re in a ba i ;e red s i t ua t i on , they ' l l take your k i ds , 

V lu i know. 
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Preference for confidentiality and autonomy Participanu also expressed a 

desire for privacy and anonymity. They were concerned lhal if doctors were re­

quired to report to police, padeni-physician confidenliality would be compromised 

and lheir own ability to participate in the decision-making process would be l im­

ited. Several participants remarked that without confidentiality between themselves 

and their physicians, it would be difficult for them lo discuss the very sensitive 

subject of domeslic violence Many believed that they should retain control over 

decisions about when to involve the police. They indicated thai mandatory reporl­

lng requirements impaired the patient-provider relationship and diminished their 

trust in their physicians and in the medical system. 

I was going to say I don't think it would be a good idea, actually, to 

ask the police and the doctors (to) cooperate. Because it's hard 

enough to gel the doctor to understand, and if you think that it 

might be going further, you're going to be even more reluctant lo 

say anything. . . . 1 think it would make people less apt to lell the 

doctor what they need to lell him for their own health They're 

thinking of all the repercussions. 

What would make i l easier for me would be to. um, preferred to be 

my choice Well, I need help, can you call the police? Or if, um, 

ihis happened to me bul I don't want the police involved, can you 

please treat me and keep my confidentiality? There's supposed to 

be a law lhal they keep confidentiality between the patient and the 

physician. 

Allrnicilives Id iiuiiidntoiy icpdi(ni);. Participants reported that when phy­

sicians took action on ihcir patients' behalf by documenting the abuse without 

making a police report, they fell empowered to prosecute the perpetrators when 

they were prepared to do so. When discussing possible healthcare interven­

tions, participants preferred approaches that would allow abused women to 

control the t iming of criminal jusiice involvement, while simultaneously per­

mit t ing their physicians to assist them. 

But Ithe hospilal staff told) me lhal i l would be up lo me to 

make a full Idomcsdc violence) rcpori. That they would jusl no­

tify the police lhal it had happened, but the police would not come 

out or do anything l i l l I had made ihc report So the control was 

still in my hands even though it was good that they did what they 

did. I felt thai was appropriate. 

I think ihc doctor can ask you whether or not you have been in­

volved in domestic violence and ask you. "Do you vvanl to go 
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through the procedures of pressing charges?" or whatever And If 

you say yes. they'll help you out, and if you say no, they'll Just put 

it on your chart and leave it alone. 

Desire for police protection. Some of the abused women supported mandatory 

reporting because of their desire for police protection Reported desires Included 

police protection in acute violent episodes and physician assistance In communlci l ing 

lheir needs to law enforcement Some participants reported positive past experiences 

with medical providers who had helped make linkages with lhe criminal Justice 

sysiem. These women believed that physicians should take the responsibility for 

reporting to law enforcemenl. 

IFicil i tator:) When you were abused by your husband,. . . where 

would you . . . normally go for help? (Participant:) Usually my 

first thought is lo call the police (about a battering incident). 

Until he w ould bring me thrown on the l l o o r . . . in this moment Is 

when one looks al things truly and when one grabs the initiative of 

calling lhe police. 

I think lhal a doctor can help i lot of women who ask for help in 

lerms o l getting cured physically, bul also that the doctor should 

pay aiteniion to her emotional a i lment . . . . The doctors should see 

the need, that if one needs the police in this very place, the doctor 

can take care of it. . 1 feel the need thai a doctor should take this 

responsibility of informing the police 

CONCLUSION 

The results of both studies indicate thai Californias mandatory reporting 

law may have a number of unintended negative consequences for bolh domestic 

violence victims and their physicians In particular, many of lhe physicians and 

abused women in our studies felt that this legislalion potentially Jeopardizes the 

safely of patients, deters abused women from seeking medical services, and com­

promises professional standards of confidentiality and palienl autonomy In addition, 

the abused women participants expressed several concerns about police involve­

ment and indicated lhal ihe constraint on patient-provider communicat ion 

associaied wilh mandatory reporting is related to their fear of increased violence, 

fear of (amily separation, and mistrust of the police. On the other hand. It appears 

that there arc instances when mandatory reporting may be appropriate, such as 

when there arc serious injuries or immediate threats lo a patient's safety 

Fear of increased violencit The fear of increased violence associated with 

mandatorv reponing lo police was one of lhe inosl prominenl concerns voiced by 

both the abused w omen and physician panicipants The safety of victims and their 
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c h i l d r e n s h o u l d be a p r i o r i t y when heal thcare p rov iders in tervene w i t h surv ivors of 

domes t i c abuse. Inappropr ia te i n t e r v e n t i o n s are po ten t ia l l y h a r m f u l . Since an i m ­

po r tan t role for phys ic ians is to he lp the i r pa t ien ts f i nd safety, even the possibi l i ty of 

Increased v io lence s h o u l d bc avo ided . I f pa t ien ts feel that d isclosure o f the v io lence 

in the i r l ives to heal thcare p rov iders may lead to increased danger, they may seek to 

avo id th is consequence by avo id i ng the heal thcare system al together. 

Avo idance o f h e a l t h care. I n d e e d , a c o m m o n theme seen in the focus 

g roups was avoidance of the heal thcare sys tem because o f abuse v i c t ims ' concerns 

that phys ic ians w o u l d repor t to po l i ce . O u r research ind icates that these real or 

imag ined consequences o f r epo r t i ng serve as p o w e r f u l deterrents to seeking he lp 

f r o m medica l i ns t i t u t i ons . Regardless of w h e t h e r these effects o f mandatory repor t ­

i ng are seen in pract ice, any i n te rven t i on that po ten t ia l l y deters w o m e n f rom seeking 

hea l th care is suspect. 

I n f r i n g e m e n t on c o n f i d e n t i a l i t y a n d a u t o n o m y . Abused w o m e n and phy­

s ic ian par t ic ipants also expressed conce rns about the impac t of mandato ry repor t ing 

on con f i den t i a l i t y a n d pat ient au tonomy . The abused w o m e n ind ica ted a desire to 

m a i n t a i n con f i den t i a l i t y w i l h the i r d o c t o r s a n d con t ro l over m a k i n g decisions in 

the i r o w n best interests Some o f these par t i c ipan ts chose to avo id ta l k ing w i t h 

phys ic ians about domes t i c v io lence i n o rde r to m a i n t a i n lhe i r a u t o n o m y The fact 

that many phys ic ians w ere less l i k e l y to repor t l o pol ice w h e n the pa l i en l expressed 

ob jec t ions indicates the h igh va lue phys ic ians , too , place o n con f iden t ia l i t y and 

pat ient a u t o n o m y The preservat ion of c o n f i d e n l i a l i t y creates a c l imate of t rust in 

the pat ient p rov ider re la t ionsh ip , a n d t rus t is a c r i t i ca l e lement w h e n w o r k i n g w i t h 

v ic t in is o l abuse. The negative impac t o f manda to ry repor t i ng on con f iden t ia l i t y 

and . i i i i ono i i i y ma> u i i i l e rm i i i e c u r r e n t e f for ts by the hcal thcaic profession lo im­

prove c o m m u n i c a t i o n about don\cs t ic v io lence . 

Desire fo r po l i ce i n v o l v e m e n t . M a n d a t o f y repo r t i ng may be appropr iate 

in l i m i t e d s i tua t ions . B o l h phys ic ians and abused w o m e n pa i l i c i pan i s a c k n o w l ­

edged a lole for pol ice and for inanda iory repor t ing . Physicians in our s tudy indicated 

lha l the law po ten t ia l l y assists vvith p rosecu t i on . Physic ians w h o w o r k e d p r ima r i l y 

in acute sett ings, such as emergency depa r tmen ts , were more l i ke ly to express w i l l ­

ingness lo c o m p l y w i t h lhe law T h i s may bc due lo the requ i rement in a ma jo r i t y 

of states that ser ious assault (seen mos t l y in acute care set t ings) bc reported to 

po l ice Abused w o m e n i n our s tudy expressed the i r desire to have access to pol ice 

p r o t e c t i o n , pa r t i cu la r l y i n some phys i ca l l y v io len t s i tua t ions . 

D i l e m m a s for pa t ien ts a n d p r o v i d e r s Pol icy choices that seek to address 

lhe needs of abused w o m e n tn hca l i l i ca rc set t ings arc necessari ly comp lex Because 

of the compe t i ng interests at stake, phys ic ians and abused pat ients face s ign i f icant 

d i l e m m a s under the cu r ren t manda to ry r e p o r t i n g law. Abused pat ients may no l bc 

sure how wel l the i r fami l ies are served by i n v o l v i n g the pol ice, a step that m igh t 
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e i the r lead to p ro tec t ion f rom the abuser or resu l t i n fu r the r v io lence or an u n ­

w a n t e d separat ion of fami ly members If an abused pauent does no t wan t to i nvo l ve 

the po l i ce , she may choose not to c o m m u n i c a t e at a l l w i t h her phys ic ian abou t the 

abuse—a cho ice that may prevent her f r o m rece i v i ng much -needed assistance, such 

as t rea tment of in ju r ies , d o c u m e n t a t i o n o f t h e abuse, emo t i ona l suppor t , and refer­

rals to domes t i c v io lence services The r i g h i o f an adu l t pat ient to exercise c o n t r o l 

over i m p o r t a n t decis ions and to expect con f i den t i a l i t y w i t h i n the pa l i en i -phys i c i an 

re la t i onsh ip increases the c o m p l e x i t y of the p r o b l e m . Doc to rs mus t choose be­

t w e e n h o n o r i n g thei r medica l e th ics and o b e y i n g a law that o f t e n requires t h e m to 

breach con f iden t ia l i t y and inter fere w i t h pa t ien t a u t o n o m y The resul ts ob ta ined i n 

b o t h Sludies, as presented here, seem to ind ica te that cur ren t manda to r y r e p o n i n g 

requ i rements i n Ca l i fo rn ia may place an u n d u e bu rden on pa t ien t -p rov ide r c o m ­

m u n i c a t i o n about domest ic v io lence. 

L i m i t a t i o n s and fu r t he r research. I n the physic ians ' s tudy, the results were 

h n i i i e d lo the sample g roup of Ca l i f o rn ia phys ic ians in four specialt ies, l l is u n ­

clear i f l i te sell reported responses of the par t ic ipants accurately reflect their pract ice. 

I n the s tudy of abused w o m e n , the sample was smal l and was n o l r a n d o m l y se­

lec ted There fore , the results ob ta ined may n o i be general izable. Fur ther research 

s h o u l d be pursued to de te rmine w hether the sen t iments of pa r l i c ipan ls presented 

here are shared by physic ians and abused w o m e n t h r o u g h o u t Ca l i fo rn ia and i n 

o ther states Research on the d i rect impac t of th is leg is la l ion o n v i c t ims of domes­

tic V io lence is needed to establ ish w h i c h ( i f a n y ) of the po ten i ia l r isks or benef i ts 

have been rca l i red Such research s h o u l d be c o n d u c t e d before manda to ry repor t ­

i n g leg is la l ion IS ei iacled elsewhere 

R t C O M M t N D A I t O N S 

l eg is la t ive co i i s i dc ra i i o i i s . Domest ic v io lence po l icy shou ld bc gu ided by 

several cons idera t ions First the safety o l l l ie v i c t i m s h o u l d bc of p a r a m o u n t 

impo r t ance , it is imperat ive to ensure that o u r i n te rven t ions do no h a r m " to 

su r v i vo r s of domest ic v io lence and thei r c h i l d r e n Second, leg is la t ion shou ld not 

create barr iers to access to medica l care Heal thcare sett ings s h o u l d be safe havens, 

no l pLiees where w o m e n have to cons ider care fu l l y the consequences of t a l k i n g 

a b o m lhei r exper iences Because o l the var ie ty of reactions that w o m e n have to 

d o i u e s i i i abuse, pol ic ies g u i d i n g lhe heal thcare response to th is p rob l em shou ld be 

f lcMl i le enoi ig l i to al low pli>sicians to provide for the needs of ind iv idua l patients. 

1 h u d . pol icymakers s l io i i l i l considei ihc impact of legislation on the patients' au tonomy 

and l o n f i d e i i i i a l i i y I n f r i n g i n g o n c o n f i d e n t i a l i t y and a u t o n o m y of ten leads to 

i i i i | i . i i r ed pa t ien t p rov ider c o n i i i u i n i c a l i o n a n d thus prec ludes abused w o m e n 

p j i i c i u s h o m receiv ing the refeirals and suppor t they need In l i gh t of the already-

c . \ is i in ( ; barr iers to lhe i c ien l i f i ca i ion and t rea tment of abused p a t i e n t s , ' " " t l is 

i m p o n a n i lo avo id pL ic ing f i i i i l i c r co i i s i ra in t s o n the pauent p rov ider re la t ionsh ip 
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Fourth, healthcare institutions should be allowed to maintain their independence 
from immigration authorities, and this should be made clear to the public. Finally, 
healthcare policy should be developed collaboratively in a process that includes 
healthcare practitioners, abused women, and their advocates. 

Inslitutional responses to domestic violence. Given the myriad needs of 
abused women, a comprehensive approach to lhe problem of domeslic violence is 
essential. On a public policy level, it is critical to ensure adequate funding for 
social, legal, and healthcare services to meet the needs of abused women belter. 
Healthcare institutions have a role to play in developing and implementing poli­
cies, protocols, and educational programs for clinicians.-"' Currently in California, 
all hospitals and licensed clinics are required to establish policies and procedures 
for the routine screening of palienls for domestic violence." 

Several models exist for establishing a response w ithin healthcare organi­
zations One approach, promoted by the Family Violence Prevention Fund, includes 
the following objectives: 

• creating an environment that enhances the identification of abuse; 

. educating healthcare staff about how to intervene with palienls who 

are victims of abuse; 

• esublishing an integrated and instiluiionalized response to domeslic 

violence; 

• developing referral and resource materials; 

• evaluating the eficetivcncss of lhe program; and 

• becoming pan of a coordinated response within the larger communitv:-' 

The role of healthcare providers. In addition lo providing ireatmenl. the 
healthcare professional's role is to be an advocate for an abused woman, to educate 
her about her options, and to make recommendations Healthcare providers are 
increasingly able to identify symptoms and assist abused women wiih the serious, 
often life-lhreatening, circumsiances in which ihey find ihcmselves Therefore, 
practitioners should routinely screen their palienls for domcstic violence and 
thoroughly document all abuse-related visits in the patients medical records. As 
pan of this process, providers should assess the immediate danger to the palienl 
and her children Finally, they should bc able to convey messages of suppon, provide 
informalion about domeslic violence, assist the patient in making a safety plan, and 
make available a variety of options and referrals, including legal, social, and 
psychological services. 
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AFTERWORD 

No single approach will eliminate domestic violence As patients and 
healthcare providers become more collaborative In developing the policy ind 
progrims needed to address domestic violence effectively, the heilthcire sys­
tem will be able to play an increasing role In reducing this problem. By ensuring 
a safe place (or survivors to talk about abuse, we promote their ability to end it 
By working together, we can help establish the social. Institutional, and indi­
vidual changes necessary to reduce-and in time, perhaps, prevent—the 
devastating effects of domestic violence. 
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APPENDIX 

Domestic Violence and 
Statewide Mandatory Reporting 

to Police 
A Statewide Survey of Physicians' Preferences 

Let policy makers know your views on 
lhe role of physicians in caring for haltered palienls, 

Pleflsc lake JO minutes lo complete this survey. 

Thank you for your help. 

MANOATOHV REPORnxc or DOVIESTK V I O U X C E : WHAT Do PATIENT? AHD PHVSiaAW THIMK? 

In Utis survey, "domeitic violence' is denned is : l h e ptiyslcil, le i i ia l , and/or piycliologicai (bust ol tn 
individual by someone with whom s/tie has or has had in intimate t r romtntic nliUonthlp.* Donwstic violence 
may occur In any intimate relationship. Induding gay and lesbian relationships, end either partner may tie the 
victim. 

1. There are many bairns lo IdenUtying patients who are victims ol domestic violenx. To whit extent ire the 
following situaUons barrieis lo identilying palienls who are victims ol domestic violence? «eas« drtle the 
number titil best represents your experience 

The patient does nol raise the issue ol battering during 
history-taking. 

The patient's primaiy language is not English. 

The patient's cultural norms and customs interlere 
wilh Ihe discussion ol baneiing 

The patient is accompanied by partner oi children 
(i.e.. laclis privacy) 

Physicians do not think Ihey can make i dilteience 
in domestic violence 

The patient lears retaliation by pannei 

The patient leais police invohemenl. 

Physicians don't have enough lime to address domestic 
violence in a piaclice setting 

Physicians aie nol trained to identily domestic violence 

U U O f l 

lAJUtSR l A l l i U I I 

2 

WIA 

•tnuiR 

2 Theie aie many baiiieis to the relerril ol pai:enls who aie victims ol domeslic violence Pluse circle Uie 
number (Aa( most iQiees v/iin your experience 

I do nol have a list ol local community agencies loi leleiial 

The patient does nol lollow up on leleiials 

kUUOR 

BARRIf R 

1 

1 

UMOR 

tARRl in 

2 

2 

MOI A 

e A j w c t i 

3 

3 

3 In Ihe lollowing ciicumslances how liequently do you ask direct, ipecllic queilloni about domeslic 
violence lo palienls? 

New palienl visit 

Periodic check up 

i^ilh injuiy (e g . biuises) 

Fiist pienalal visit 

i<r.s« 

1 

1 

I 

1 

SOUf lH t tS 

2 

2 

2 

2 

o n i N 

3 

3 

3 

3 

AIWAYS 

4 

4 

4 

4 

W l 

S 

5 

5 

5 

Have you ever idenlilied a palienl wtio was involved in a domeslic violence situation al the lime you 
saw hei/him? 

• Yes 

• No II you respond No answei qu'slion #5 by indicating what you believe you would do as 
an inteivention. 
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S Physicians respond lo victims ol domestic violence diflerentty. When you Identily i patient who is i victm ol 
domestic violence, how often do you: 

Tell patient you are concerned lor her or hij safety 

Suggest ttiat the patient leave the relalionship 

Ask about guns In the home 

Record battering k) patient s chart 

file repoit with the police 

Give infornulxm about shelters or victim services 

Refer patient to counseling 

Wl 

S 

5 

5 

S 

5 

5 

S 

liAANOATORY REPORTING OF DOIulESTIC VIOLENCE 

As olJinuaiy 1994. Ctlifomii phyacans ire required by bif to report lo Ihe police tny pjlienis lo wtiom they 
provide medical are who Ihey suspect ire sulferinQ Irom domestic violence-^eliled iniuries. 

6. Before reading Ihis questionnaiie, weie you awaie of this new law? Q Yes O No 

7 Physicians have dlHerent opinions about the ipptopiiateness ol mandatory reporting of patients who aie 
suffering from domestic violence-related injuiies lo the police, fkimmeni on the following scenarios: 

A patient atki me not to repoit, bul I suspect thai s/he is sulleiing liom domestic violence-relited injuiies. 
ICHck Ihe sentence Ihil most agrees wifft your response) 

C j I wouki repoit in i l l situations even if a palienl asked me nol to report 

d ' I would repoit in lome situations even il a palienl asked me nol lo report 

O I would nol repon in any situation in which a patient asked me nol lo report. 

A patient doei net eipreu a prelerence one way or Ihe other for Tiling a police report, but I suspect s/he is 
suffering from domestic violence-f elated miuiies. (Check the sentence that most agrees with your response) 

d I wouM report in i l l situations in which a palienl does not express a piefeience. 

CZ I woukf report in tome situations in which a palienl does not express a pieference. 

C I woukI not report in any siluaiions in which a palienl does nol express a piefeience 

MANDATORY Rr.roRTi\c or DOMESTIC VtouNCc: WHAT Do PATTEIITS AND PHVSKIANS THINR? 

a. Indicate your igreemenl/disagreenient with Ihe lollowing statements ibout nunditory rapertlni ol domei-
Uc (lolenci to ttie police. Please cMe the number tbat most tgrtts with your answer. 

fTRONClV 
Miaa 

tnoNUv 
OOAMCI 

tl Infringes on patient confidenllalily 

II improves odedion ol useful statisttos on 
domestic vkience 

n puts patients at higher risk lor relaliatnn 
by ttieir partners 

It discourages victims ol domestic violence 
from seeldng medical care. 

It improves a physician's response 
to viclims of domeslic vkilence. 

II Infringes on i patient's autonomy 
to decide what K in her/his best interest. 

II helps wilh prosecution of perpetrators 
ol domeslic violence. 

ft decreases Ihe need lor physicians 
lo isk about violence during future visits. 

It discourages physicians fiom 
asking about domestic violence. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

Some physicians believe there are special situations lhal require reporting domeslic violence to police whettier 
or not there is a law. Indicate how stiongly you agree with reporting domeslic vtolence hi ttie lolloiwing 
circumstances Circle one number for each situation. 

The palienl is piegnani 

The domestic violence leads to hospitalinlion 

The palienl has obvious physnal injuries 
(e g.. scars, bruises, etc.). 

The palienl has presented multiple limes 
with complaints of physical abuse. 

Theie aie chlMien in Ihe home. 

The patient's safety is of concern 

Theie are guns in Ihe home 

tnOKLI 
ACME 

1 

1 

1 

•GIKl 

2 

2 

2 

DISMME 

3 

3 

3 

STROnCLT 
OlSASMI 



WEU-VLSS Lzcn IE SEIIES 

10 Most people hne been eqnied 10 a have experienced violence in theii lives To help us teller undcfstaiî  
please milk the ansiM M best leSeds you experiences 

When you KCie growing 1(1, did one ol your parents ever threaten, hd. slap, kidi, or olhennse physically tut Ihe otto? 

• res DNO 

Itive yiiu ew leaied kll you lalely or been hu. slapped, kicked 01 otherwise physically hurl by an irtintal̂  
irtinute piitnet? 

• Yes • No 

Finilly. »e would like lo isk i lew questions about you lo hetp us inteipiel Ihe lesulls 
Please answei Ihe lollowing questions. 

11 iWhalisyauiage? I I I 

12 IMhal IS your gender? •female 

13 tWhal is your medical specially? 

Emergency medicine 
E ] Obsteliics/gynecology 

CD Family pradice iZI Internal medicine 
• Other 

14 Flow do you klenlily youisell? 

CD Aliican Ameiican • Asian • Caucasian • Lalino/Hispanic • Pacilk: Istandei 

CD Other (please specily) 

15 tn jddilion lo English, in what olhei languages aie you llueni? 

Spanish CD Chinese CD Tagalog CD Vielnamese CD Koiean CD Oihei 

16 Wneie do you see Ihe laigesi number ol youi patients? (check one) 

CD Heallh maintenance oiganiialion le g. Kaisei) CD Mililaiy CD Piivaie olhce 
• Communiiy clinic CD State oi public health depailment 
• Academic site (leaching) CD Olher please specily: 

I /. Iftnal peicenlage ol youi palienls do you estimale aie on medicaid? (check best answei) 

• o5% Deioit • i i - 25 \ • 26 SOU Qsi-zs* D / e t m 

IS iMnai peicenlage of youi palienls ire uninsured' 

• ob* DeiOlk •1125% • 26 50% •51/5% •/6)00% 

19 Please eslinule Ihe lacial/elhnic bieaiidown ol youi palienl populalion 

Aliican AmeiicanLl_LJ% Asian/Pacilic IsUndei 1 1 1 1 % 

t a w I 1 1 1 % Caucasian CDIED% 

20 Old you obtain youi medical school tiaining outside ol Ihe United Stales (i e. Inieinalional ktedical Graduate)? 
• Yes • No 

21. Alt you allilialed wilh a lellowship. lesidency. 01 medical sludeni naming piogiam (e g . leachei. lellow. lesideni)'' 

• Yes • No 

MAND.ATORV REPORTINC or DOUESTK VKHX-VX: WHAT Do PATIE.VTS AND PH^^AMS THINK? 

22. 2ip code ol main piadkc Iculion: I I I I • 

23 Fiave you laken a class 01 continuing medical educalion couise on domeslic violence in ttie last Uuee years? 
• Yes • No 

24. Do you want to leam moie about Ihe issue of domestk: violence? 
• Yes • N O 

11 there is anything else you would like lo lell us (e.g.. personal experiences) which mighl help in 
our luture eiforts to understand how physicians leel about domestic violence and mandatory reporting l 
the police, please use Ihis space lor lhal purpose or call Michael A. Rodriguez. MO. 

Your conlribulion lo Ihis ellorl is greally appreciated. II you would like a summary ol results, 
please prini your name and address on Ihe back ol Ihe return envelope (NOT on Ihis 
questionnaire) We will see lhal you gel it 

Piiciiic Cciiicr (or Violence Picvciiiioii 
S;in rMiu isto Gcncr.il hiospilnl 

San rr.iiicisco, C.\ 9-tllO 
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Potential Legal Liability for Health Professionals 
for Actions for Inactions in Domestic Violence Cases 

By Leslye E. Orloff and Minty Siu Chung' 

If an injured victim of domestic violence is treated by a physician or nurse who does not 
inquire about abuse or who accepts an unlikely explanation ofthe injuries, and the patient 
then returns to the abusive situation and sustains further injuries, the physician or nurse 
could conceivably be held liable for those subsequent injuries.-

Introduction " 

Studies estimate that four to six million women are battered by their intimate partners each year in 

the United States. Of those, each year more than one million women seek medical treatment for injuries 

deliberately inflicted upon them by their husbands or boyfriends.^ Battenng accounts for 22-35% of cases 

m which women seek care in emergency departments." Violence is the second leading cause of injuries to 

women generally, and the leading cause of injunes to women 15 through 44 years.* 

Oftentimes health care providers are the only professionals in a position to see and help battered 

women. In 43% of spousal abuse cases, the victim turns to no one to discuss the problem.* Many battered 

women do not know that shelters exist or will not use them'. Only 10% of abuse victims report any pnor 

'This paper has been prepared by Leslye Orloff and Minty Siu Chung of Ayuda, Inc. as a legal memorandum for the 
State of Alaska, Department of Health and Social Services, Division of Public Health, Section of Matemal and Child Health for 
its Train the Trainers Workshop 1996. Its purpose is to provide an overview of evolving issues in tort liability law that could 
form a basis for finding liability against health care professionals who see victims and perpetrators of domestic violence. The 
legal advice in this memo should not be used in any specific case without consulting an attomey who can evaluate how the law 
would apply to the facts of any specific case. This memo was prepared with the assistance of Rachel Arnold of George 
Washington University Law School and Dafna Hacker of Amencan University Law School. 

^Carol Warshaw and Anne Ganley, IMPROVING THE HEALTH CARE RESPONSE IN DOMESTIC VIOLENCE: A RESOURCE 
MANUAL FOR HEALTH CARE PROVIDERS 78 (Family Violence Prevention Fund 1995). 

'Evan Stark and Anne Flitcraft, "Medical Therapy as Repression; The Case of the Battered Women," Health and 
Medicine. Summer/Fall 1982 

'Caroline Knapp, "A Plague of Murders: Open Season on Women" The Boston Phoenix, August 1992; also "Physicians and 
Domcstic Violence: Ethical Considerations," Trends in Health Care. Law and Ethics Vol. 8, No. 2, Spring 1993, p.l3. 

^American Joumal of Epidemiolocv. 1991, Vol. 134 pp. 59-68. 

"Mark A. Schiilman. A Survev of Spousal Violence Against Women in Kentucky 4. U.S. Department ofjustice, Washington, 
D.C. 1979 

^Women of color, in panicular, use battered women's shelters at a lower rate than women from the majority culture. 
Angela Browne, Violence Against Women Bv Male Partners: Prevalence. Outcomes, and Policv Implications, 48 AM. 
PSYCHOL. 1077 (1993). Instead, when they flee an abuser they seek refuge with friends and family members who offer 
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effort to seek assistance from a domestic violence program.' Only seven percent of assaults between spouses 

are reported to the police.' 

In many cases, health care workers are the first people to encounter battered women.'" One third of 

battered women see health professionals, often repetitively. Thus, health providers have enormous potential 

to identify and assist battered women." Yet, health care providers have not been effective in meeting this 

potential. While one out of five women treated for serious injuries in hospitals are battered, only one out 

of twenty-five is detected by emergency department staff 

In light of these statistics, all health care providers need to be trained in identification, treatment and 

referral of domestic violence victims. Training should include informing health care providers that they are 

open to legal liability if they fail to diagnose domestic violence or if they act inappropriately once domestic 

violence has been identified. Evolving trends in American tort law may lead to health professional liability 

if health care providers fail to act or fail to act in an appropriate manner when offering medical care to 

victims and perpetrators of domestic violence. There are three common circumstances in which health care 

providers may be open to liability if they act or fail to act in domestic violence cases. 

1 - Reporting abuse to the police without permission of an adult victim of abuse; 

2- Negligence in identifying victims of domestic violence (diagnoses), documenting their 

injuries, properly treating victims, providing them with information about their options to 

support in a more culturally comfortable setting. 

*Susan Schechter, Women and Male Violence. Boston, South End Press, 1982, p. 308 

'Muarry Straus and Christine Smith, "Family Pattems and Primary Prevention of Family Violence,"' Trends in 
Health Care. Law and Ethics Vol. 8 No. 2 Spr. 1993, p. 19. 

'"Cynthia Lynne Pike, Note: The Use of Medical Protocols in Identifying Battered Women. 38 Wayne L. Rev. 
1941, 1943 (1992). 

"Howard Holtz and Kathleen Fumiss, "The Health Care Providers Role in Domestic Violence," Trends in Health 
Care. Law & Ethics. Vol. 8, No. 2, Spr. 1993, p.47 

"Anwar & McLeer, reprinted by National Woman Abuse Prevention Project, "Some Commonly Asked Questions 
about Domestic Violence," Domestic Violence Fact Sheet. 
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counter domestic violence (including safety planning), and making referrals to specialists 

(domestic violence experts). 

3- Failure to warn potential victims about the threat of assault from an abuser when the health 

professional learns that there is a danger of harm to an identifiable victim or victims by a 

patient who is a perpefrator of domestic abuse. 

Potential Liability for Unauthorized Disclosure 

Long expenence with child abuse cases may inappropriately color how health care professionals act 

in cases of adult partner abuse. Too often health care professionals who have not received adequate training 

in the dynamics of adult partner abuse will report to law enforcement officials incidents of domestic violence 

that their patients have suffered without obtaining permission from the adult abuse victim. Absent a stattite 

that requires reporting of adult partner abuse (domestic violence), reporting of incidents of abuse without 

the permission ofthe patient is a breach of patient confidentiality. Reporting of abuse without permission 

also sends a message to abuse victims that the health care setting is not a safe place for them and discourages 

victims from seeking medical treatment in the future. 

When it comes to reporting of assaults that occur within the family, child abuse differs significantly 

from adult parttier abuse. Crime statistics and research on battered women show that the lethality ofthe 

perpetrator's violence often increases when he suspects that the victim has left or is about to leave the 

relationship. Women who leave their abusers assume a seventy-five percent greater risk of being killed 

by their abusers.'" Many battered women have finely honed survival skills that have allowed them to survive 

in the relationship.'* Adult victims of abuse need to be able to choose when and if it is safest to leave the 

"M. Wilson and M. Daly, "Spousal Homicide Risk and Estrangement," VIOLENCE AND VICTIMS 8(1), 3-16 (1993). 

'"Catherine F. Klein and Leslye E. Orloff, "Providing Legal Protection for Battered Women: An Analysis ofState 
Statutes and Case Law," 21 HOFSTRA L. REV. 801, 1112 (Sum. 1993) {ciimg "National Estimates and Facts About Domestic 
Violence," NCADV VOICE, Special Edition: Banered Women in Prison 12 (Win. 1989)). 

'Md. 
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Injuries caused by a knife or other sharp or pointed instrument, unless clearly accidental; 
and 

Life-threatening injuries, unless clearly accidental. 

Reporting of injuries other than those required by law may result in financial liability for the health 

care provider. Furthermore, when there is a statue requiring reporting of specific crimes the health care 

provider may not selectively comply with the statute by reporting only those injunes related to domestic 

violence. Selective reporting of domestic violence related injuries and not those injuries resulting from other 

forms of violence may result in successful suits by domestic violence victims against the health care 

provider.'̂  

Common injuries suffered by battered women include: contusions, abrasions, minor lacerations, 

fractures, sprains, as well as injuries to the head, neck, chest, breasts and abdomen.'* Pain, with or without 

a readily apparent physical source, is a common presenting symptom of abuse. Battered women often suffer 

from headaches, chest pain, back pain and pelvic or abdominal pain. Stress, anxiety and depression may 

also be signs of domestic abuse." The vast majority of medical visits that are made by battered women are 

for routine medical care and health care for somatic symptoms or non-life threatening injuries rather than 

for overt trauma or the type of injuries listed above. 

Courts have generally recognized and upheld the right of the patient to recover damages from a 

health care provider for unauthorized disclosure conceming the patient on the grounds of invasion of privacy 

"Courts across the country have ruled that police departments violate the Equal Protection Clause ofthe Fourteenth 
Amendment when they discriminate against domestic violence victims in they manner that they respond to calls for assistance. 
See Catherine F. Klein & Leslye E. Orloff, Providing Legal Protection for Battered Women: An Analysis ofState Statutes and 
Case Law, 21 Hofstra L. Rev. 801 (1993), at 1015nl350. Hospitals who selectively report cases of domestic violence assault 
while failing to report other forms of assault to authorities also be open to liability. 

" American Medical Association, Diagnostic and Treatment Guidelines on Domestic Violence, (1992), at 9. 

' Warshaw, supra note 2, at 54. 
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abuser. Victims who fear rettnbution from their abusers will be discouraged from seeking needed medical 

assistance and will not disclose abuse to health care professionals i f they cannot be assured that their 

disclosures will be kept confidential and will not be reported to the police without their permission. 

An abuser strictly controls his victim's life and undermines her self-esteem to hold her hostage in 

the abusive relationship. For many women who are isolated by their abuser from all fiiends, family and 

social services, the health care-provider may the only professional to whom she has access, and the only 

person who can in a safe setting communicate with her that she need not continue to suffer abuse. A breach 

of health professional-patient confidentiality reinforces the victim's low self-esteem, her sense of 

helplessness and powerlessness and cuts off an important avenue of support and potential escape. 

Over exuberant reporting can lead to liability for unauthorized disclosure of patient infonnation. 

Because reporting of child abuse is legally mandated in all fifty states and the Disttict of Columbia, health 

care providers will generally be immune from liability for good faith disclosure of child abuse to the 

appropriate authorities. Child abuse reporting is required because children are presumed to be unable to 

protect themselves.'* Because the reporting of non-dependent adult abuse is not mandatory in Alaska no 

immunity from liability exists for those who report adult abuse. Alaska has no mandatory reporting stattite 

for adult partner abuse and does not require that health care professionals report abuse ofa non-dependent 

adult. 

Alaska Business and Professions Code Sec. 08.64.368 requires only that the following injunes be 

reported to the Departtnent of Public Safety, a local law enforcement agency or a village public safety 

officer: 

Second or third degree bums to 5% or more of the patient's body; 

Bums to the patient's upper respiratory tract or laryngeal edema due to inhalation of 
superheated air; 

Wounds from the discharge ofa firearm; 

'"See generally, Ariella Hyman and Ronald Chez, "Mandatory Reporting of Domestic Violence By Heath Care 
Providers: A Misguided Approach" published in Carole Warshaw and Anne L. Ganley, Improving the Health Care Response to 
Domestic Violence (Family Violence Prevention Fund, 1995). 
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or breach of confidence.̂ " Unauthonzed disclosure is often a ground for a malpractice action. In Alaska, 

breach of confidence may also give rise to a claim for emotional distress.̂ ' 

Domestic violence victims are competent adults who have the right to choose when and whether to 

report abuse to the police and to assess the dangerousness to themselves and their children of such a report. 

Health care professionals who breach patient confidence and report injuries, absent a stattJtory mandate, not 

only ftirther endanger the lives of their patients, but also nsk liability for the unauthorized disclosure. 

The only circumstance under which a health care provider has been found not liable for making an 

unauthorized release of patient medical information or medical records to a third party is when the 

information was released to the Anchorage District Attomey under a valid court order." 

It is important for health care professionals to know that a subpoena requesting medical records of 

a particular patient is not a court order which protects the health professional from liability. Any person 

involved in litigation can obtain a blank subpoena from the court, fill it in with a request that the information 

they are seeking be produced at a specific time and place and serve the subpoena on a person who is not a 

party to the litigation. Release of medical records subpoenaed by a party in a court action without obtaining 

prior consent from the patient may give rise to a successful law suit against the health care professional for 

breach of confidence or invasion of privacy. It is therefore important that health care centers develop 

protocol about how they will respond to subpoenas. 

Protocols should include instmctions to contact the client routinely upon receipt ofa subpoena and 

seek permission to release the information. Calls to victims who are still residing with their abusers could 

potentially place the victim in danger. To reduce this risk of danger, it is advisable that health care 

professionals routinely include in the record of patients who are domestic violence victims information about 

how, when, where and, if necessary, through whom domestic violence victims may be safely contacted by 

^°Judy E. Zelin, Annotation: Physician Liability for Unauthorized Disclosure of Confidential Information about 
Patient. 48 ALR 4th 668 

"Chizmar v. Mackie. 896 P.2d 196 (Alas. 1995). 

"Arnen v. Baskous. 856 P.2d 790 (Alas. 1993) 

Physician's Tort Liability 6 



the health care provider. Once the patient has provided pemiission, the records may be released in response 

to the subpoena. If the patient does not grant permission, the health care professional must contact the 

person who issued the subpoena and inform them that the records cannot be released. 

To obtain the records without the permission of the patient, the person seeking the records must ask 

the court for an order that the records be released. Before granting such an order the court will hear 

arguments from the parties in the case and will determine whether the records are relevant and necessary to 

the court proceeding and will either deny the request or issue the court order. Once the health care provider 

receives an order from a judge ordering release of the patients records the provider must comply with the 

order and will be protected from liability for breach of patient confidentiality. 

Physician Liability for Negligence 

When working with victims of domestic violence, health care professionals must be aware ofthe 

potential for negligence liability if they fail to identity domestic violence, and thereafter if they fail to inform 

the patient of risks and options and if they fail to make appropriate referrals to domestic violence experts in 

the community. Historically, patients who brought negligence claims against their health care provider had 

to prove that the provider failed to exercise the degree of care ordinarily exercised by a health care 

professional in a similar community. In Alaska, a health care provider must have the degree of knowledge 

or skill, and must exercise the degree of care, ordinarily exercised by providers practicing the same specialty 

in similar communities." A health care professional whose failure in this charge causes a patient to suffer 

injunes that would otherwise not have occurred will be liable for malpractice.̂ " 

An increasing number of courts, however, are adopting the reasonable care or reasonably prudent 

health care provider standard in negligence cases. Proof of medical custom then becomes relevant to, but 

" Poulin V. Zartman. 542 P.2d. 251 (Alas. 1975). 

" Alaska Stat. § 09.55.540. 
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signs of domestic violence in his or her patients, inform the patient about the options available to help stop 

the violence, recommend treatinent̂ ' and provide appropriate referrals. Under this approach, if a jury found 

that compliance with the AMA Guidelines was reasonable under the circumstances, a health care 

professional could be held liable for failure to do follow those guidelines , even if the practice is not yet 

customary. A health care providers wishing to avoid malpractice litigation may not succeed in convincing 

a court to dismiss a malpractice claim when their practice was inconsistent with that set forth in the 

American Medical Association Guidelines. 

" Treatment might include discussing steps that the victim might take to improve her safety. Safety planning is needed 
for battered women who plan to stay with their abusers as much as it is needed for those who are planning to leave. The health 
care professional should train their staff in basic safety planning and should identify domestic violence victim advocates in the 
community to whom patients suffering abuse in the home can be referred for more complete safety planning. 
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not conclusive on, the issue of due care, consistent with the general tort law As growing numbers of 

communities are establishing protocols for the identification, treattnent and refenal of domestic violence 

victims the likelihood is rapidly increasing that health care providers who do not follow recommendations 

of major health care associations and institutions on domestic violence will be found liable either for not 

having the knowledge or exercising the customary degree of care in a community in which more and more 

health care professionals are adopting domestic violence procedures, or for failing to provide the care that 

would be provided by a reasonably pmdent health care professional under similar circumstances. 

Health care professionals in Alaska must be infonned about and ttained on the domestic violence 

protocols that are being implemented in growing numbers of communities for the identification, referral and 

treatinent of domestic violence victims. A reasonably careful health care provider, at minimum, would be 

expected to comply with increasingly common tiends in the medical profession. Organizations such as the 

American Medical Association, the American College of Obstetricians and Gynecologists, the American 

College of Nurse Midwifery and the Joint Commission on the Accreditation of Health Care Organizations 

as well as hospitals and clinics, throughout the nation have adopted procedures for diagnosing patients as 

victims of domestic violence, documenting injunes, informing victims of their options and refemng 

identified patients to domestic violence specialists (i.e. domestic violence service providers and special 

hospital based social workers who have been explicitiy framed on the dynamics of domestic violence.O '̂ 

These trends signal that a health care provider of ordinary skill in any community should be able to recognize 

" Kalsbeck v. We.stview Clinic. P.A.. 375 N.W.2d 861 (Minn. App. Ct. 1985); Bfown v. Dahl, 705 P.2d 781 
(Wash App. Ct. 1985) ("reasonably prudent practitioner"; references in charge to jury to "average" and "ordinary" care 
improper) Cnlhprt<;nn v. Memitv 602 N.E. 2d 98 (Supreme Court of Indiana 1992) (requiring evidence of what a '̂ reasonable" 
physician would have done under the case's circumstances); Catron v. Bohn 580 So. 2d 8l4.(Flo. App. Ct. 1991) (the plaintiff 
must prove a breach of standard of reasonably prudent similar health care provider); Madlin v. Crosby 583 So. 2d 1290 
(Supreme Court of Ala. 1991); Hntrhmsnn v. Paterl 637 So. 2d 415 (Supreme Court of Louisiana 1994); Caiighell v. Group 
Health Coon. OfPiipent Soud 124 Wash. 2d 217 (Supreme Court of Wash. 1994); St. Joluis Regional Health Ctr. Inc. v. Windier 
847 S.W. 2d 168 (Missouri App. Ct. 1993); Jones v. Mallov 226 Neb. 559 (Supreme Court of Nebraska 1987); Shaw v. Caldor 
Inc 1995 Super. Lexis 567 (Supreme Court Conn.) (The prevailing professional standard of care for a given health care provider 
shall be that level of care, skill and treatment which, in light of all relevant surrounding circumstances is recognized as 
acceptable and appropriate be reasonable prudent similar health care provider). 

" Cynthia Lynne Pike, Nole: The Use of Medical Protocols in Identifying Battered Women. 38 Wayne L. Rev. 

1941 (1992). 
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DUTY/BREACH 

Guidelines promulgated by the American Medical Association recognize a duty by physicians to 

diagnose and address domestic violence. They recommend that medical organizations need to implement 

policies and procedures which include: 

Identification ~ identifying the patient as a victim of domestic violence; 

Documentation- documenting her injuries and the cause(s) thereof; . ' -

Treatment- providing validation and appropriate treatment for physical, mental and 
emotional injuries; 

Information- providing information on the domestic violence, risk assessment, legal 
options, domestic violence services available and safety planning. 

Referral- The information should providing the patient with appropriate referrals to a 
specialist in domestic violence. '̂ 

According to the American Medical Association risk management in domestic violence cases 

requires that health care professionals treating repeated or chronic injuries recognize signs of domestic 

violence and treat not only the symptoms but address the underlying causes of the abuse by offering the 

patient information and referrals.'̂ ' 

Identification 

Failure to recognize signs of domestic violence can resuh in negligence liability in the same manner 

as failure to diagnose other health conditions. Across the country courts have found physicians liable for 

failure to diagnose various conditions, such as failure to diagnose pregnancy,̂ " cancer,-" cerebral aneurysm," 

" AMA, supra note 18. 

" AMA supra note 18, at 9, 11. 

Rinard v. Biczak. 441 N.W. 441 (1989), Clapham v. Yanga. 300 N.W. 2d 727 (Mich. App. 1980), Debora S. v. 
Sapega. 392 NYS 2d. 79 (1977), Chapman v. Schultz. 367 NYS 2d 1018 (1975) Ziemba v. Sternberg. 357 NYS 2d 265 (1974). 

" Williams V. Bay Hospital. 471 So. 2d, 626 (1985): DeBurlate v. Louvar 393 N.W. 2d 13I(Supreme Court of Iowa 
1986); Tumer v. Massiah 656 So. 2d 636 (Supreme Court of Louisiana 1995); Savellc v. Heilbrunn 552 So. 2d 52 (Louis. App. 
Ct. 1989); Evers v. Dollinger 95 N.J. 399 (Supreme Court of N.J. 1983); Marciniak v. O'Connor. 430 N.E. 2d 536 (111. App. 
1981); O'Brien v. Stover. 443 F.2d 1013 (8th Cir. 1971); Herskovits v. Group of Pugent Soud 99 Wash. 2d 609 (Supreme Court 
of Wash. 1983); Scafidi v. Seller 119 N.J. 93 (Supreme Court of N.J. 1990). 

" Brillant v. Roval. 582 So. 2d 512 (Ala. 1991); Larkin v. Stale 84 A D. 2d 438 (Supreme Court of N.Y. 1982). 
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infections," and glaucoma?̂ . Similariy, state laws also recognize a failure to diagnose conditions as a 

ground for liability^^ 

Since battering often increases in frequency and severity over time, eariy identification is crucial for 

the health and safety of the woman patient. In fact, when the abuse is not identified, freating only the 

symptoms may increase the patient's sense of entrapment and her feeling that there is no way she can escape 

from the violence. Still, the diagnosis of abuse is often missed. Indeed, research shows that as few as 5% 

of domestic violence victims are identified as such in emergency departtnents.̂ ' Due to the prevalence.of 

the phenomena and tiie fact that some women may not initially recognize themselves as "battered", the AMA 

guidelines require that a physician will routinely ask all women direct, specific questions about abuse." 

Courts have already recognized that health care providers may be held liable for failure to diagnose 

and treat child abuse. In Landeros v. Flood.̂ ^ a child plaintiff successfiiUy sued his doctor for common law 

malpractice after the doctor failed to diagnose and report child abuse. The Califomia Supreme Court held 

that the existence of a duty to diagnose and address child abuse was a question of fact for the jury to decide 

after it hears expert testimony.^ The Landeros court pointed to the medical profession's own recognition 

of the battered child syndrome as a factor in allowing a jury to impose liability. 

No reported appellate court decision to date has imposed liability for failure to diagnose and treat 

domestic violence when the victim is an adult. Courts may be reluctant to impose liability before the AMA 

"Schuler v. Berger. 275 F. Supp. 120 (Pa. 1967); Allen v. State 520 So. 2d 761 (Louis. App. Ct. 1988); Kashperv. 
Geisinger Clinic 638 A. 2d 980 (1994). 

'̂Romero v. Rigps. 29 Cal. Rptr. 2d 219 (1994); Morrison v. Homas 519 P. 2d 981 (Supreme Coun of Wash. 1974); 
Broussard v. Sears 568 So. 2d 225 (Louis. App. Ct. 1990). 

"Ark. StaL Ann. § 16-114-201 (1995); Cal. Civ. Code §1714.8 (1995); RSA 507-C:I (N.H. 1994). 

Califomia Hospital Emergency Departments Response to Domestic Violence - Survey Report - August 1993. 

" The AMA guidelines recommend that the physician should make an opening supportive statement, such as: 
"Because abuse and violence are so common in women's lives, I've begun to ask about it routinely". The guidelines provide a 
series of questions to help a physician identify an abusive situation. See AMA, supra note 18, at 8-9. 

"551 P.2d 389, 393, 131 Cal. Rptr. 69, 73 (1976) 

"Id. 
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about the abuse are medical records which carefully document the injuries that resulted from the abuse. 

Documentation chronicles the violence is particularly important when there have been multiple attempts to 

leave by the victim. With well-documented evidence of abuse, the patient will have significantly greater 

success in undertaking legal proceedings to halt the violence. 

The AMA requires that records will be kept in a precise, professional manner and include: chief 

complaints using the complaint's words, description ofthe abusive event, medical history, relevant social 

history, detailed description of die injuries, an opinion on whether the injunes were adequately explained, 

results of laboratory and otiier diagnostic procedures, color photographs and imaging sttidies and the names 

of police persons involved."" It is important tiiat objective facts documented as opposed to subjective 

comments. Recording the complainant's words and eliminating subjective speculative observations or 

opinions from the medical record will improve the victim's ability to used these records to help her prove 

the domestic violence she has experienced in court proceedings. When tiie patients descriptions ofthe events 

that have led to her injuries are inconsistent with the injuries, it is best to quote what she reported, state in 

detail the extent and location of her injuries and make a note in the medical record - "suspected abuse: 

screen for domestic violence at next checkup." 

Treatment 

The AMA guidelines recognize the importance of physician's validation as part of the needed 

intervention. For many battered women the health professional will be the first person who has an 

oppominity to tell the her that they believe that she has been abused, that abuse is not normal, that she need 

not live with abuse, and that the health care professional and others are willing to help her stop the violence. 

Recognition, acknowledgment, and concem confirm the senousness ofthe problem and the.need to solve 

it."' 

AMA, supra note 18, at 15. 

AMA, supra note 18, at 11. 
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has ftilly implemented the AMA Guidelines, but the chances that liability will be imposed will continue to 

increase dramatically as the AMA Guidelines are adopted in greater numbers of hospitals and health care 

facilities. Even before the AMA Guidelines become common practice, a plaintiff may succeed in basing 

a negligence claim on a health care provider's failure to conform to the reasonable provider standard arguing 

by analogy to the child abuse cases. The burden on and ability of a health care professional to diagnose child 

abuse would not differ substantially from diagnosing domestic violence. -

The policy reasons for imposing a duty to diagnose domestic violence on health professionals are 

clear. Domestic violence is a significant health problem for women in the United States. Health care 

providers are for many abuse victims the only professional they see who can offer them a safe confidential 

place in which they can disclose the violence and leam about what options they may have to reduce domestic 

violence in their lives. Healtii care professionals see battered women before they disclose abuse, when they 

decide to stay with tiieir abusers, when they tiy to leave their abusers and when they reUim to their abusers. 

Justice system professionals only have contact with abuse victims when they are trying to use the legal 

system to end the abuse. If they fail or get finsfrated and decide that it is safer to retiim to their abusers 

contact with justice system professionals ceases and only health care professionals may have continued 

access to these abuse victims. 

Documentation 

Documenting the violence is critical to a battered woman's ability to successfully obtain legal help, 

either now, or in the futtire. The better the documentation the victim has of abuse the more likely a judge 

will be to award her the house, custody and reasonable child support. In addition good documentation in 

medical records provides supporting documentation for a future civil protection order action, for an action 

to enforce an existing civil protection order and can play a crucial role in criminal prosecution of abusers. 

Enforcement of civil protection orders and criminal domestic violence prosecutions require that the abuse 

victim prove that the abuse occuned beyond a reasonable doubt. Since too often abuse occurs within the 

home, behind closed doors, the only evidence that may be available to conoborate the victim's testimony 
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The injury or complaint of the patient requires appropriate treatment. The health care provider 

should conduct a thorough physical exam to reveal hidden and not yet visible injunes.''̂  In addition to 

treating the patient's injuries, the health care professional should assess her emotional status for suicidal 

tendencies, depression, anxiety reaction, or abuse of dmgs, alcohol, or other medications."^ 

An integral part of the treatment is an evaluation of the patient's safety. The physician should assess 

the situation and discuss with-the patient various options to minimize future injuries and damages.*" 

Duty to Inform The Patient About Options 

A patient who is a victim of abuse cannot made an informed decision not to seek assistance from 

experts about domestic violence unless she is provided with information about the existence of legal and 

social services available to help victims of domestic violence. Without infonnation here, as with any 

medical condition there can be no informed choice. Generally, health care providers are in a position to 

advise appropriate courses of treatment to a patient. Treatment of a recurring physical victimization by 

domestic violence should be addressed in the same manner as all other patient maladies. Patients should 

be educated about the hazards of her condition and circumstances. She should be fully informed about 

appropriate treatment or appropriate actions she can take to secure her physical, mental and emotional well-

being. 

Any treatment plan for injuries or other health complaints recommended by a health care provider 

should take the domestic violence into account. A health care professionals who does not recommend 

appropriate refenals, counseling, and follow-up action must inform the patient that he or she has other 

treatment options. In fact, a health care professional has a duty to disclose to the patient any feasible 

altemative method of treatment."̂  A health care provider's failure to disclose feasible altematives has 

Warshaw, supra note 2, at 69. 

ACOG Technical Bulletin, August 1995, at 4. 

AMA, supra note 18, at 12. 

"John H. Derrick, ANNOTATION: MEDICAL MALPRACTICE: LIABILITY FOR FAILURE OF PHYSICIAN TO INFORM 
PATIENT OF ALTERNATIVE MODES OF DIAGNOSIS OR TREATMENT, 38 A.L.R. 4th 900. 
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resulted in a finding that tiie provider thereby failed to obtain the patient's informed consent to the treatment 

method employed by tiie physician, and the physician was tiiereby liable for malpractice."* When health care 

professionals fail to ask about abuse or discuss options with victims whom they know have been abused 

either because the victim discloses abuse or because the victim's injuries appear to be the result of abuse, 

such inaction is tantamount to denying an abuse victim information critical to her health and safety. 

Inaction by health care""professionals under these circumstances may be actionable and,result in liability. 

A patient who is not referred to appropriate domestic violence services is not making an infonned choice 

to not seek services. 

The Califomia Supreme Court first articulated in Cobbs v. Grant."̂  and later confirmed in Moore 

V. Regents of the University of Califomia "* what would become three well-established principles of 

physician disclosure. 

First, a person of adult years and in sound mind has the right, in the exercise of control over 
his own body, to determine whether or not to submit to lawful medical treatment. Second, 
the patient's consent to treatment, to be effective, must be informed consent. Third, in 
soliciting the patient's consent, a physician has a fiduciary duty to disclose all information 
material to the patient's decision. 

A health care provider has a duty to disclose all information necessary to help a patient make an informed 

choice."' If a patient is not fully informed that she can get help escaping from the violence, she is not giving 

informed consent to a treatment plan that deals only with the immediate physical trauma. 

Failure to obtain informed consent by a patient may also form the basis of a negligence claim. 

Alaska law recognizes the liability of a health care who fails to obtain informed consent: 

A health care provider is liable for failure to obtain the informed consent of a patient if the claimant 
established by a preponderance of the evidence that the provider has failed to inform the patient of 

^"Id. 

"'502 P. 2d 1 (Cal. 1972). 

"''Moore v. Regents of University of California. 51 Cal. 3d 120 (1990), cen denied. H I S . Ct. 1385 (1991). 

"Maihis V. Morrissey. 11 Cal. App. 4th, 332 (1992). 
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over the first aspect, and must act to exercise due care. A health care professional must act with reasonable 

diligence in identifying domestic violence, providing the patient with appropriate information and making 

the appropriate refenals. A healtii care provider that acts with reasonable diligence identifying, tt-eating, 

informing and referring domestic violence victims will not be insulated from liability based on what might 

be tiie predictable actions ofthe victim's abuser. On the other hand, when a health care provider does not 

identify abuse, inform the patient about options and make appropriate refenals, the health care provider is 

gambling that the behavior of tiie abuser will change in the futtire. If the abuser causes subsequent harm to 

the victim, the health care provider may be held liable for that additional harm. 

An essential element of any negligence claim is that there be some reasonable connection between 

the act or omission ofthe health care provider defendant and the damage which the plaintiff has suffered. 

Although when a domestic violence patient suffers further injury, it is most likely directiy caused by the 

abuser, the health care professional who failed to diagnose and refer the patient is not free from liability. 

A patient can demonstt-ate that a reasonable health care provider would have suspected abuse and made 

appropriate inquires and referral, but the provider in her case failed to do so, and that the health care 

professional's failure to act was a substantial factor in her ultimately suffering subsequent harms. If the 

health care provider's failure to appropriately diagnose and treat the patient is a substantial factor in the 

woman's injury or death, the provider becomes liable for negligence. 

The Landeros court formulated the causation test as one of whether the defendant could reasonably 

foresee the likelihood of further serious injury to plaintiff The independent acts of a third party, such as 

an abuser, do not relieve a health care professional of liability when the risk of harm is foreseeable under the 

circumstances. Once a health care provider has or should have identified a battered child (as in Landeros), 

or an adult domestic violence victim, it is then a question of fact whether the provider's failure to diagnose 

and address the abuse would be a causal factor in the resumption ofthe abuse. 

Landeros. 551 P.2d at 395. 
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the common risks and reasonable altematives to the proposed treattnent or procedure, and that but 
for that failure the claimant would not have consented to the proposed tteattnent or procedure.'" 

The Supreme Court of Alaska held that the way to measure the a physician's duty to inform is according to 

the modem ttend test of tiie "reasonable patient" and not tiie traditional test of the "reasonable physician"." 

This approach requires that a health care provider disclose all information a reasonable woman would need 

to know in order to make an informed and intelligent decision about the proper tteattnent she needs." 

Upon a diagnosis of domestic violence a health care professional has a duty to advise the patient to 

consult a specialist. The specialist to be consulted would be a domestic violence shelter, domestic violence 

advocacy program or a counseling service with domestic violence experts that are recommended by the local 

domestic violence shelter or state domestic violence coalition." The healtii care provider's duty to refer the 

patient arises when tiie provider knows, or should have knovra, that he or she does not possess the requisite 

skill to provide relief for the patient's condition. In those cases, where the patient might also need 

psychiatric tteattnent, tiie health care provider must in addition to referring the patient to domestic violence 

experts refer her to mental health professionals who can work with her to develop a tteatinent plan that 

includes psychiatric evaluation and tteatment.'" 

CAUSATION 

A health care provider shall be found negligent if he or she fails to provide competent care and that 

failure causes injury to the patient. Health care professionals may consider the professional negligence a 

two part inquiry: first, whether the provider acted with reasonable care, and secondly whether the action or 

inaction led to injury of the patient. In domestic violence cases, health care providers have the most conttol 

'° Alaska StaL Code of Civil Procedure 09.55.556 (1995). 

'̂Korman v. Mallin 858 P. 2d 1445 (Alaska 1993), at 1148-49. 

"Id. at 1149. 

" Jerald J. Director, Annotation: Malpractice: Physician's Failure to Advise Patient to Consult Specialist or One 
Oualifled in a Method of Treatment Which Physician is Not Oualificd to Give. 35 A L R. 3d 349 (1995). 

" AMA, supra note 18, at 11. 
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Often defendants in malpractice suits have relied on the assertion that the patient would more likely 

than not have succumbed to illness, and that even appropriate medical intervention would not have raised 

the likelihood of survival to a probability. However, a growing number of courts are rejecting this theory 

and find liability under two theories. First, the malpractice itself causes the patient emotional disttess for 

which she will be able to recover.'' 

In the case of a domestic violence victim, a patient who comes to a health care professional for care 

and does not receive appropriate intervention may subsequently be able to recover for the emotional disttess 

of discovering that her risk and danger was increased by the physician's failure to act appropriately, and for 

the emotional disttess of not receiving help despite her urgent needs. Secondly, under the "lost chance" 

docfrine, some states apply a mathematical formula for recovery for patients whose suffer increased risk 

through a health care provider's malpractice." For instance, if a patient's chance of survival would have 

been 40% absent the malpractice, but was decreased to 13% due to the health care professional's inaction, 

ttaditionally patients would not have recovered against the negligent provider because death was more likely 

to occur than not. However, the "lost chance" docttnne allows the patient's estate to recover 27% of what 

would have been awarded in a successful wrongful death action. 

Although no case has found a health care provider directly liable for failure to diagnose, inform and 

refer a patient to appropriate domestic violence services, ttends in the law predict that health care 

professionals will soon be found liable for failure to provide appropriate domestic violence tteatment. At 

this time, malpractice issues along these lines will be questions of fact for a jury, requiring extensive 

litigation to resolve. Wise health care professionals will protect themselves from liability and potential 

litigation by making appropriate inquiries and providing information and referrals to domestic violence 

victims. 

Werner v. Blankfort. 42 Cal. Rptr. 2d. 229 (1995); Duarte v. Zachariah 22 Cal. App. 4th 1664 (1994); Smith v. State 
677 So. 2d 653 (App, Of Louisiana 1994). 

" Scafidi y. Seller 119 N.J. 93 (Supreme Court of N.J. 1990V Thomson v. Sun City Communitv Hospital 688 P. 2d 
605 (Supreme Coun of Arizona^ DeBurkane v. Louvar 393 N.W. 2d 131 (Supreme Court of lowa 1986V McBride v. U.S. 462 
F. 2d 72 (9th Cir 1972). 
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Duty to Warn Victims of the Potential for Abuse 

Healtii care providers tteating abusers may also be held liable for failure to warn foreseeable victims 

ofthe potential for abuse. Under Alaska law, the general mle of negligence law is that a defendant owes a 

duty of care "to all persons who are foreseeably endangered by his conduct, with respect to all risks which 

make the conduct unreasonably dangerous".'' This docttrne can be applied to physician-patient relations, 

as has been done in cases across tiie countiy. hi Tarasoff v. Repent of the University of Califomia," a case 

that became one ofthe most celebrated cases in tort law in all the U.S.,'" the court found hospital therapist 

liable for not wammg a minor child and those responsible for her that a patient is planning to kill her. The 

Tarasoff court held that: 

Once a therapist" does in fact determine, or under applicable professional standards reasonably 
should have determined, that a patient poses a senous danger of violence to others, [the tiierapist] 
bears a duty to exercise reasonable care to protect the foreseeable victim of that danger." 

Many junsdictions either have followed or have indicated they would follow the lead of Tarasoff and impose 

a duty to warn." 

The Supreme Court of Alaska in Division of Conections v. Neakok ̂  adopted larasoff as Alaska 

law in a case m which they held the State of Alaska liable for three murders a parolee committed after he 

was released from prison, among other reasons, because the State failed to wam the small community the 

victims belonged to about tiie danger the parolee posed to them. The Neakok court decided that the pnson's 

" Division of Corrections v. Neakok. 721 P.2d 1121, 1125-26 (Alas. 1986). 

"551 P. 2d 334 (Cal. 1976). 

Peter F. Lake, Revisiting Tarasoff, 58 Albany L. Rev. 97 (1994). 

"'The term "therapist" is a broad category. Court have relied on Tarasoff do"ctrinc in different kind of trust relations, 
such as doctor-patient, state-parolee, university-professor etc. See Id, at 98-90. 

" Tarasoff, supra note 59, at 345. 

" Timothy E. Gammon & John Hulston, The Duty of Mental health care Providers to Restrain Their Patients or Wam 
Third parties, 60 Miss. L. Rev. 749 (1995), at 749-50. 

""Division of Corrections v. Neakok. 721 P. 2d 1121 (Alas. 1986), at 1126. 
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professional personal who observed the one who committed the crimes acts have a duty to wam when the 

acts were foreseeable.*' 

The Alaska court's holding that "consideration of the foreseeability of injury is centtal to a 

determination of whether a duty to care exist"** can be satisfied in cases where a health care provider cares 

for an abuser who discloses to the health care provider the abuser's intent to hurt his wife in a way that 

exposes her to a serious danger of violence. 

Even the most nanow interpretation of the foreseeability demand, that there will be "a specifically 

identifiable, potential victim"*' can be satisfied in domestic abuse cases since the specifically identifiable 

victims in almost always apparent. Unlike a mental patient that might threaten to harm people in general, 

without specific targets, when a health care provider identifies the patient as a perpettator of domestic 

violence the potential victim is specific and known - usually the wife or the abuser's intimate partner, her 

friends or extended family members. It is clear from the Neakok court's adoption and expansion of Tarasoff 

to require waming not only to individuals, but in that case to the victim's community, that Alaska law will 

continue to evolve to hold health care professionals liable for failing to wam an abuse victim that her 

husband or intimate parmer intends to severely harm her. The health professional is authorized to breach 

client confidentiality with the abuser and required to wam the potential abuse victim. Failure to wam is 

likely to result in liability for injunes that could be foreseeable caused by the actions ofthe patient who is 

the perpettator of the abuse. 

Requests for permission to reprint or adapt the contents of this article, or general questions should be 
directed to: 

Leslie Orloff or Janice Kaguyutan 
Ayuda, Inc. 
1736 Columbia Road, N.W. 
Washington, D.C. 20009 
Phone: (202)387-0434 Fax: (202)387-0324 

"̂ Many cases regarding therapist liability towards third panics required specific threats to a readily identifiable victim. 
See Eckhardt v. Harold. 534 N.E. 2d 1339 (111. App. Ct. 1989); Evans v. Morehead Clinic 749 S.W. 2d 696 (Cent. App. 1988); 
Sherrill v. Wilson 653 S.W. 2d 661 (Mo. 1983); Bradley v. Hopper 570 F. Supp. 1333 (D. Colo. 1983); Thompson v. County of 
Alamed 27 Cal. 3d 741 (1980). 

"" Neakok, supra note 59, at I 127. 

"'Kirk v. Michael Reese Hospital. 1 17 111. 2d 507 (1987). 
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.ctlrtstlcs Of victims of violence by I n t i ^ C s 

Among female victims of nonlethal intima*.. i • 

Black 

Other Females, 
age 12 or older 
1992-96 

Hispanic 

Non-Hispanic 

On average each year between 
1992 and 1096 about 12 per 1.000 
wack women experienced violence 
by an intimate, compared to about 
8 per 1,000 white women. 

• For men the rate of victimization by 
an Intimate was about a fifth of the 
rate for women. 

White 

Black 
Males Other* 
age 12 or older 
1892-96 

Hispanic 

Non-Hispanic 

12 

^ ' ^ ^ • ^ . ^ ^ ' ' ^ ' ^ ^ t l i L ' ^S 'Z " ^ ' ^ assault 
currWind f<Z9M^^8l?'' iJjj5L°^"!;^^ '"'I™'a3 include ' 
•Fewer than 10 Semite ̂ ' ^ f ^ ' ' ' " ^ * ' ^ Olmend,. 

25, 

12-1516-1920-2425-3435-t950-64 65 or 

Age of female vlcHms of intimate^'"*'* 
Note; Violent vIcilmLMtlons inciudo mi,rA.r „ 
and aggravated and sir^e ^ ^ t t T ^ ^ ^ i ^ f ^ " ^ y . 
JPouses, boyfriend,, and g i S s and fonrSr 
Tswer than ID sample cases 

TJie highest rates of Intimate violence 
anected women ages 16 to 24. 

t o ^ ^ r ! ! 16 to 19 and women age 20 

f o f e v S S ; ' " " ^ ' " ' ' Victimization ror every 50 women. 

• Annual rates of Intimate violence by age 
of female victims showed little change 
from 1892 to 1996. 
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