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The Domestic Violence and Mental Health Policy Initiative (DVMHPI) began in 1999 to develop collaborative
strategies to address the unmet mental health and advocacy needs of DV survivors and their children and to
develop new models for addressing service delivery gaps and ultimately preventing perpetuation of abuse and
violence across generations by addressing both the individual and social underpinnings of violence against
women. DVMHPI works to build system capacity to address the traumatic effects of abuse across the lifespan
by promoting dialogue; providing training and technical assistance; developing curricula, training materials,
toolkits and research reviews; and generating policy recommendations at the local, state, and national levels.
The Illinois Department of Human Services, Division of Mental Health (IDHS-DMH) administers the communitybased public mental health system in Illinois through five geographically based regions, as well as specialty
service networks in child and adolescent mental health and forensic mental health services. Service delivery
is provided through 157 community mental health centers/agencies, twenty-eight community hospitals with
psychiatric units, and nine state-operated hospitals including both civil and forensic beds, as well as a statewide
network of Consumer Recovery Support Services. IDHS is dedicated to helping Illinois families achieve selfsufficiency, independence, and health to the maximum extent possible by providing an array of comprehensive,
coordinated services through: 1) community health and prevention programs, 2) programs for persons with
developmental disabilities, mental illness, or substance abuse problems, 3) employment, training, and independent living programs for persons with disabilities, and 4) financial support, employment, and training programs,
and child care and other services for families with low incomes.
The Growing Place Empowerment Organization (GPEO) is a non-profit community-based mental health
consumer advocacy organization that grew out of the resolve of a group of consumers (persons with a history
of psychiatric disabilities) to take personal responsibility for their mental wellness and their quality of life.
GPEO offers programs and services for consumers, including peer support groups, informal social events,
empowerment and education programs, Wellness Recovery Action Plan (WRAP™) groups, and advocacy and
stigma-reduction activities. Education and empowerment programs feature experienced consumer panels
and speakers on topics of declared interest, such as community policing, advanced directives, marriage and
intimate relationships, Social Security, employment, career related education, and spirituality. In addition to
facilitating WRAP groups, GPEO also provides WRAP certification training for new facilitators throughout Illinois in partnership with IDHS-DMH. GPEO sits on the Illinois Disability Advisory Council (DSAC) and has been
instrumental in building support to establish mental health consumer-directed and -operated Wellness and
Recovery Centers throughout Illinois.
Thresholds is a non-profit mental health and psychosocial rehabilitation agency serving individuals with
psychiatric disabilities. It has been providing quality community-based services to people with mental illness
since 1959 and is the oldest psychosocial service agency in Illinois, serving over 6,000 people per year. Thresholds
has developed 31 residential projects and manages 45 buildings garnering more than 630 units of affordable
housing. It also offers a range of supportive services, including psychiatric care, housing, financial management, medication monitoring, individual and group therapy, socialization, education, vocational training, job
placement, parenting education, child care, substance abuse counseling, AIDS counseling, mobile assessment
and Wellness Recovery Action Plan (WRAP™) groups. Thresholds established an award-winning completely
peer-run Recovery Drop-in and Resource Center that was the first of its kind in the state of Illinois. In addition,
Thresholds has 20 Certified WRAP™ Recovery Specialists who facilitate WRAP groups with approximately
300 members annually and works closely with IDHS-DMH to disseminate WRAP training throughout Illinois.
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Life Span is a non-profit, non-governmental domestic violence victim services organization that has served
victims of domestic violence in Chicago and Cook County since 1978. Life Span is dedicated to the eradication
of domestic violence in our society and to the immediate relief of those who suffer its consequences. To that
end, Life Span provides a core of services that include counseling for women and children, assessment, and
referral for collateral services, criminal court advocacy, and legal representation. Life Span has played a lead role
in raising awareness within the domestic violence community on the effects of mental illness on a domestic
violence survivor’s efforts in court, both in the criminal justice and civil legal arenas. Life Span is also a recognized source for training on domestic violence and related issues for government entities, lawyers, social
service programs, law schools, medical providers, and other groups. In fiscal year 2005, Life Span served over
3,765 battered women. The agency is accessible to clients with disabilities and provides culturally competent
services. Trained staff members provide clients with complete information and help them to explore their
options and determine their own needs. Services are available in Spanish, Polish, and Hindi through bilingual/
bicultural staff.
We would also like to acknowledge the hard work and expertise of the staff and consultants of the Domestic
Violence & Mental Health Policy Initiative and the National Center on Domestic Violence, Trauma, and Mental
Health, who have contributed significant insights to the content and organization of this manual, including
Susan Blumenfeld, LCSW; Phyllis Brashler, Ph.D., Policy Research Associate; Shaye Hall, BA, Office Manager; and
Mary Malefyt Seighman, JD, Senior Program Associate. In addition, we would like to thank Lucy Sadjak, MS,
Executive Director of the Growing Place Empowerment Organization, Julie Gibson, LCSW, Program Director
with Thresholds, Denice Wolf Markham, JD, Executive Director of Life Span, and Lorna Elam Jackson, Ed.D., of
Informed Training Solutions, for their valuable contributions.
This training is funded by the Office on Violence Against Women, U.S. Department of Justice, Education
and Technical Assistance Grants to End Violence Against and Abuse of Women with Disabilities Award
# 2004–FW-AX-KO32.
Curriculum development was managed by Informed Training Solutions at www.informedtraining.com
in partnership with Heartland Training Center for Human Service Excellence.
Graphic design provided by Lisa Klein of Pisa Design, Inc.
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ABOUT THIS PARTICIPANT GUIDE
The Participant Guide is intended to be used in tandem with the Trainer Guide – together comprising a tailored curriculum for training Domestic Violence Advocates. The purpose of the Participant Guide is to offer an
easy way for trainees to follow along with the trainer during each session, and an accessible resource and reference tool for practitioners once the training is over.
The content provides a glossary of terms relevant for working with survivors in both domestic violence and
mental health contexts, an extensive list of resources, and detailed key points covered during the training sessions, including practical tips and suggestions for serving women with psychiatric disabilities in domestic violence settings.
The Participant Guide is designed to appeal to a wide array of learners, recognizing that everyone absorbs
material, builds knowledge and takes notes differently. For some, note-taking can be made easier when bulleted lecture points are made available, so we’ve included Note Pages with PowerPoint slide images in the
back of this guide. For those who prefer to follow along with a text version of the trainer’s presentation, we’ve
included major portions of the trainer’s text, key concepts and background materials in the pages that follow.
We hope that you will find the information in this guide easy to access and understand as you progress
through the training sessions. We also hope that after this training is completed, you will find it useful in helping you provide skillful and effective services to survivors of domestic violence and other lifetime trauma.

v i | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

INTRODUCTION
Domestic violence (DV) can have serious mental health consequences, yet, the systems to which survivors
turn are frequently unprepared to address the range of issues they face in trying to free their lives of violence
and recover from its traumatic effects. Women report significantly poorer physical and mental health status
following abuse, and advocates report seeing increased numbers of women and children with trauma-related,
mental health needs.1 In a needs assessment conducted by DVMHPI with 16 DV programs in Chicago,
advocates estimated that 30% to 50% of the women and children they serve had abuse-related mental health
concerns and 30% to 90% had experienced multiple forms of abuse throughout their lives.2 Likewise, over
half of women seen in a range of mental health settings either currently are or have experienced abuse by an
intimate partner.3 Women and children dealing with more severe mental illness are particularly vulnerable
to abuse across their lifespan but are less likely to receive trauma or advocacy services, making this lack of
capacity even more problematic.
For many abuse survivors, symptoms abate with increased safety and social support, but for others this is not
the case. While the majority of survivors do not develop psychiatric conditions, victimization by an intimate
partner places women at significantly higher risk for depression, anxiety, posttraumatic stress disorder,
substance abuse, and suicide attempts, whether or not they have suffered physical injury.4 Yet, despite widespread efforts to improve the general health care response to domestic violence that have been underway
for over a decade, there has been no concurrent, systematic approach to domestic violence within the mental
health system. At the same time, the DV advocacy community has not had adequate resources to develop
consistent strategies for addressing the mental health consequences of domestic violence or the needs of
survivors who are also dealing with a mental illness. The lack of collaboration between sectors leaves large
numbers of women and children without a safe way to address these concerns. It also leaves mental health
providers, peer support/recovery facilitators, and DV advocates without the necessary resources to support
them in assisting survivors to free their lives from violence and recover from its traumatic effects.5
Whether it is finding ways for domestic violence programs to enhance their ability to serve survivors who are
experiencing a psychiatric disability or ensuring that women who are interested in mental health services are
able to access culturally relevant, trauma-specific mental health care, there is a clear need for collaboration
among mental health providers and peer support, disability rights, and domestic violence advocates.
This curriculum articulates a framework for bridging clinical, advocacy, and survivor perspectives and lays
the groundwork for building collaboration and for building broader domestic violence/trauma intervention
capacity in our communities. It aims to build skills and knowledge on how to respond more sensitively and
effectively to domestic abuse survivors and their children. It also seeks to improve service delivery to survivors
with mental health needs and/or psychiatric disabilities. Among the various topics covered in the pages that
follow, the information included in this curriculum describes the impact of domestic violence and other types
of trauma across the lifespan. It details best practices in working with survivors experiencing the traumatic
effects of abuse and/or a psychiatric disability, including guidance for providers on addressing their own

PA R T I C I PA N T G U I D E | v i i

A C C E S S T O A D V O C A C Y : S E R V I N G W O M E N W I T H P S Y C H I AT R I C D I S A B I L I T I E S I N D O M E S T I C V I O L E N C E S E T T I N G S

responses to working with survivors of domestic violence and/or other lifetime trauma. Additionally, the
curriculum discusses key issues for addressing the mental health, advocacy, and independent living needs of
survivors experiencing a psychiatric disability. It also offers suggestions for responding to survivors who experience other mental health issues in the context of domestic violence; and offers recommendations to help
domestic violence advocates and DV programs develop the capacity to create welcoming, trauma-sensitive
services for survivors of domestic violence and other lifetime trauma that utilize inclusive design and peer
support principles.
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PURPOSE AND GOALS
This extensive training for DV advocates will explore a variety of issues faced by many survivors of domestic
violence. The overall aim of the training, as a whole, is to guide training participants through a process of
raising awareness, broadening perspective, inviting reflection, sparking commitment, and generating new
responses at the individual practitioner and agency levels.
Awareness: The process begins at the intellectual level with Module One: Setting the Stage for Collaboration
as participants receive information about the intersection between domestic violence, trauma and psychiatric
disabilities; perspectives of the domestic violence, trauma survivor, mental health consumer advocacy and
disability rights movements; and the contributions of each to building collaborative models and developing
inclusive services.
Reflection: The use of interpersonal and experiential exercises are woven throughout the modules in order
to build upon the information covered during the training that will enable participants to construct deeper
meaning and new understanding about domestic violence and mental illness at an emotional as well as
intellectual level.
Commitment: Advocates play a critical role in addressing domestic violence in a manner that is accessible to
all survivors of DV in ways that are both sensitive and effective. This training calls on participants to develop
the necessary understanding, resources and supports to ensure that survivors of DV who are experiencing a
psychiatric disability can access safety, end the violence in their lives, recover from its traumatic effects, and
rebuild their lives within the communities of their choice.
Response: This training leads to a call for action. At the end of the training, participants will be able to respond
more skillfully and effectively to trauma and domestic violence in the lives of women with mental illness.
Although this response will be different for each audience and for each participant, depending upon the
relative availability of resources, the ultimate goal of this training is to improve service-delivery to survivors
of domestic violence and other lifetime trauma who are living with psychiatric disabilities. It is our hope that
the information contained in this curriculum will also contribute to larger efforts to ultimately end violence
against women.
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TRAINING OBJECTIVES AND OUTCOMES
This training will:
Describe the impact of domestic violence and other lifetime trauma in the lives of women living with
psychiatric disabilities.
Examine the particular issues survivors face when dealing with both domestic violence and mental
health concerns.
Explore the need for collaboration between domestic violence advocates, disability rights, and peer
support advocates, and mental health providers and agencies.
Identify barriers to collaboration, and introduce strategies for addressing the barriers to collaboration.
Provide a framework for bridging clinical, advocacy, and survivor perspectives, including concepts of
universal access and recovery and the role of trauma theory in addressing the consequences of domestic
violence and other lifetime trauma.
Introduce an integrated model for addressing the mental health impact of domestic violence and lifetime
trauma and for ensuring that survivors who are experiencing both DV and psychiatric disabilities have
access to both advocacy and trauma services.
Practical tools and recommendations for serving survivors who are experiencing a psychiatric disability,
in domestic violence programs
By the end of this training, participants will be able to:
Recognize critical issues for addressing the mental health, advocacy, and independent living needs of
domestic violence survivors.
Communicate a basic understanding of trauma theory and its implications for advocacy work.
Respond to survivors who experience other mental health issues in the context of domestic violence.
Demonstrate best practices in working with survivors experiencing the traumatic effects of abuse and/or
a psychiatric disability.
Identify and incorporate strategies for serving women with psychiatric disabilities in domestic violence
(and disability) programs.
Foster cross-sector collaborations for serving survivors with psychiatric disabilities in their communities.
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GLOSSARY OF TERMS AND CONCEPTS
This curriculum uses terms and concepts that have specific meaning within the context of addressing domestic violence in mental health settings. Definitions for these terms and concepts are provided below.

ADVOCATE: A person who provides support and information to survivors of domestic violence, and who
makes survivors aware of options. Advocates also interact with various governmental agencies and systems
on behalf of individual survivors and promote policies, procedures, and protocols that impact survivors in a
positive way.
CLINICIAN: A person (often with a graduate degree) who provides mental health treatment.
CONSUMER: A person who utilizes or purchases mental health services with the same rights and choices as
others who choose to contract for services. While not everyone relates to this term, it reflects an important
change from the more stigmatizing, dehumanizing, and identity-defining terminology of “mental patient”
and from the more passive notion of “service recipient” to language that denotes a person who, in one aspect
of their life, chooses to access a particular set of services. It recognizes choice and self-determination and
challenges the acceptability of coercive MH practices. Another definition is “a person who has or has had
personal experience with major mental illness.”
DOMESTIC VIOLENCE (DV): A pattern of coercive behaviors designed to dominate and control a partner
through fear and intimidation. Perpetrators use a combination of tactics that include physical assault, sexual
violation, psychological abuse, and economic coercion. These behaviors result in physical and psychological
harm to victims and their children.
GENDER: You will also see that we mix gender-neutral and gender-specific terms throughout the training. The
purpose of this is to acknowledge the prevalence and seriousness of domestic violence and lifetime abuse in
the LGBTQI community and the small percentage of men who are abused by a female partner, to reflect the
experience of domestic violence programs – particularly shelters – that serve mainly women and children, as
well as those research studies that are gender-specific. We recognize that rates of abuse are higher among
men who have a disability than among men who do not.
MENTAL HEALTH PROVIDER: A professional or paraprofessional who offers diagnostic, treatment, case
management, and/or preventive care services to help people who have mental health symptoms and/or a psychiatric condition or mental illness optimize their physical and emotional well-being.
MENTAL HEALTH WORKER: Someone who provides non-clinical mental health services, case management,
outreach, and support.
MENTAL ILLNESS (MI): A broad range of mental and emotional conditions characterized by alterations in
thinking, mood, and/or behavior. These health conditions are mediated by the brain and associated with
distress and/or disruptions in functioning. The term ”mental illness” is more generally used to refer to
psychiatric or mental health conditions that are more chronic and cause greater disruption in functioning.
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We use the term “mental health conditions” or “psychiatric conditions” to refer more generally to symptoms
or diagnoses that are less likely to cause long-lasting disability.

PERSON-FIRST LANGUAGE: Promoted by the Americans with Disabilities Act of 1990 and the Disabilities
Education Act of 1997, one should look at the person first and their situation, experience, or disability only as
relevant. For example, rather than saying, “a handicapped person” one should say, “a person who has a disability.” Likewise, instead of referring to a person as “a schizophrenic,” we would say, “a person who has or who is
living with schizophrenia.” The point of being conscious of how we use language is to ensure we are not inadvertently labeling, objectifying, or dehumanizing; in other words, defining other people through one particular
lens or one aspect of their experience or identity. When considering the use of language, it is helpful to think
about how it would make us feel to have a particular phrase used in relation to ourselves or to someone else
hearing it used about them. Think about whether it would feel objectifying, dehumanizing, disrespectful, and
more importantly, not reflective of one’s own personhood.
PROVIDERS: All those who offer services.
PSYCHIATRIC DISABILITY: A normal part of the human experience that occurs when mental illness
significantly interferes with the performance of major life activities, such as learning, thinking, communicating,
and sleeping, among others. Trauma and mental illness (MI) can cause psychiatric disability but do not
always do so. Psychiatric disability occurs when the effects of trauma and/or MI significantly interfere with the
performance of major life activities. Psychiatric disability may come and go, remit, or be more persistent. Safety
and support can reduce psychiatric disability.
PSYCHOLOGICAL TRAUMA: When an individual experiences a threat to life, bodily integrity, or sanity and
the individual’s ability to integrate his or her emotional experience is overwhelmed.
STIGMA: Stigma is not just a matter of using the wrong word or taking the wrong action; rather, it is
disrespect. It is the use of negative labels to identify a person living with mental illness, the fear of mental
illness, and the resulting discrimination, that discourages individuals and their families from getting the help
that they need. An estimated twenty-two to twenty-three percent of the U.S. population experiences a
mental disorder in any given year, but almost half of these individuals do not seek treatment.5 Stigma also
keeps women from accessing DV services.
SURVIVOR: A person who has survived the experience of domestic violence and/or other types of trauma.
As opposed to the word “victim,” the term “survivor” conveys strength, experience, empowerment, wisdom,
positive self-image, and hope for the future. In criminal justice system context, however, the term victim is
used to communicate that a survivor is also the victim of a crime.
TRAUMA-INFORMED SERVICES: Services that are designed to prevent retraumatizing of survivors and to
promote dignity, respect, collaboration, recovery, and empowerment.
UNIVERSAL ACCESS / INCLUSIVE DESIGN: Ensuring the maximum flexibility to reduce the experience
of disability and to universally enhance experience and performance. This includes social, cultural, and
economic accessibility as well as physical/environmental accessibility.

PA R T I C I PA N T G U I D E | x i i i

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

Module One:
Setting the Stage for Collaboration

Slide 1.10
KEY CONCEPT:
This training is about people… and the complex courses
of their lives, not about categories, labels, or diagnoses.

Slides 1.1-1.8

Purpose of this training: To enhance the ability of DV
advocates and DV programs to provide more accessible,
sensitive, and effective advocacy services for survivors
who are also living with a psychiatric disability and to
develop the necessary partnerships to ensure survivors
have access to a fuller array of resources in their
communities.

Goal of this training: To develop strategies for working
both within our own programs and with other service
systems and resources in our communities to develop the
capacity to respond to the needs of individuals who are
survivors of domestic violence or other lifetime trauma
and who are also individuals living with a psychiatric – or
any other – disability.

Slide 1.11
Slide 1.9
KEY CONCEPT:
Self-examination: Take a moment to examine the stance
you take as an advocate toward survivors with physical or
psychiatric disabilities. Ask yourself these questions:
Who do I envision when I hear the term “domestic
violence survivor”?
Does my vision include all DV survivors?
How does this fit with the range of women that I see
in my program?

This training is also about social justice / human rights
movements…
A social justice perspective recognizes the social power
differentials that underpin abuse and violence, particularly in the lives of women with disabilities and the societal changes necessary to transform these conditions.

Slide 1.12

How does this fit with our current eligibility criteria?
How does a social justice and/or human rights perspective affect my ways of thinking about survivors
and about our services?
If I take the stance of tailoring services to meet
women where they are, does this change my perspective in any way? If so, how?

KEY CONCEPT:
This training is about facilitating cross-sector collaboration. There is a need for developing better cross-sector
collaboration in order to ensure that survivors – whatever
their situations and needs – do not fall through the cracks
created by the structure and funding of our various service systems.
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DEFINITIONS AND CONCEPTS

In addition, this new definition:
Calls for the elimination of distinctions, between
health conditions that are ‘mental’ and health conditions that are ‘physical.’

Slide 1.13 -1.16

What is important to understand about the definition of
trauma is that we are not referring merely to an external
event but also to the unique individual experience of an
event or enduring condition that overwhelms the individual’s ability to integrate his or her emotional experience
and/or presents a threat to the individual’s life, bodily
integrity, or sanity. This definition of psychological trauma
focuses on how we experience a range of potentially
traumatic situations

Slide 1.17

According to the Americans with Disability Act (ADA), an
individual with a disability is a person who: 1). Has a physical or mental impairment that substantially limits one or
more major life activities (such as seeing, hearing, speaking, walking, breathing, performing manual tasks, learning, caring for oneself and working); or 2) has a record
of such impairment; or 3) is regarded as having such an
impairment.

Slide 1.18 – 1.19

World Health Organization (WHO) Definition of Disability:
The International Classification of Functioning, Disability and Health (ICF), distinguishes between the medical
model of disability and a more current social model. From
this perspective, social discrimination, rather than something inherent to the individual, is the central problem
faced by people with disabilities.7

Focuses on an analysis of the relationship between
capacity and performance – if capacity is greater than
performance, the gap should be addressed by removing barriers and by identifying changes that will facilitate access.
Views the concept of “Universal Design” as central to
identifying changes that will facilitate access for all
people
Describes disability as a contextual variable that
changes over time and in relation to circumstances
Acknowledges that a person is more or less disabled
based on the interaction between the person and the
individual, institutional, and social environments. It
also acknowledges that the prevalence of disability
corresponds to social and economic status
Applies to all people, whatever their health condition:
the language of the ICF emphasizes function rather
than any particular condition or disease8

Slide 1.20

Universal Design: This concept is related to “inclusive
design” and “design for all.” It is an approach to the design
of products, services, and environments (i.e., physical
environment, education and training, employment, recreation, social life, culture, religion, community, sports, etc.)
that makes them usable by as many people as possible,
regardless of age, ability, or situation.

Slide 1.21

I - 2 | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

Mental illness (MI): refers to broad range of mental and
emotional conditions.
The type, intensity, and duration of symptoms vary
from person to person;
May be triggered by external situations or events;
May come and go and not always follow a
regular pattern; and

Severe Mental Illness (SMI) or Mental Illness (MI):
Generally refers to psychiatric disorders that have
historically affected functioning in a range of
domains, including the ability to live independently in
the community, to maintain employment, to provide
self-care, and to sustain meaningful relationships.
Psychiatric Disability: Refers to the effects of mental illness and/or chronic abuse and trauma that impact the
way a person is able to function in general, as well as in a
DV program or shelter.
A woman may have a mental illness and not be disabled
by it or may be, but only at certain times. It may also
mean that she needs appropriate supports, particularly
under stressful circumstances, in order to function at her
best and to maintain optimum health and stability.

Slide 1.22

Core Issues for Collaboration – Common Themes: Here
are six points where we all come together in this work.
Safety
Connection
Hope

Public policy advocacy and Human rights

Slide 1.23

Core Issues for Collaboration—Distinct Contributions:

Symptoms of MI can often be controlled effectively
through treatment and/or other supports, or may go
into remission.

Self-determination & Empowerment

Attention to culture, community, and spirituality

Universal Access/Inclusive Design: The concept of
universal access/inclusive design that has evolved
through the efforts of the disability rights movement
and which focuses on creating inclusive environments that allow each of us to function at our best
and participate fully in our communities.
Recovery Model: Recovery means growing beyond
the catastrophic effects of mental illness.
Survivors who are living with a “mental illness have
to recover from more than the illness itself – They
may have to recover from the stigma they have experienced and incorporated, the traumatizing effects
of treatment settings, from lack of opportunities for
self-determination, and from the negative side effects
of unemployment and crushed dreams. Recovery is
often a complex, time-consuming process.”9
Trauma Framework: A trauma framework provides
more complex and fluid understanding of how we
develop and become who we are in relationship to
our early environments and subsequent life experiences; offers tools to understand ourselves and the
experiences that have influenced us; and creates
opportunities to make new choices about our lives.
It also recognizes the role of external events and
experiences in the development of mental health
symptoms, helps normalize and de-stigmatize human
responses to trauma, recognizes the importance of
the quality of the relationships we create in our work
with survivors, and provides tools for understanding
who we are in this work.
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Disability Rights & Independent Living Movement:
The independent living movement is essentially a
human rights movement based in the philosophy
that “people with disabilities should have the same
civil rights, options and control over choices in their
own lives as do people without disabilities,”10 including rights to participation, options, freedom, control,
and self-determination in every day life and life projects that other people take for granted.
The disability rights movement is based on the principle that people with disabilities are human beings
with inalienable rights and that these rights can only
be secured through collective political action.11

Trauma Theory: Arising out of the experiences of survivors of civilian and combat trauma, it views symptoms as survival strategies – adaptations to potentially life-shattering situations that are made when
real protection is unavailable and one’s usual coping
mechanisms are overwhelmed.
Trauma theory normalizes human responses to traumas such as interpersonal violence, and creates a
framework for understanding the ways in which the
biological, emotional, cognitive, and interpersonal
effects of chronic abuse can lead to future difficulties
in a person’s life.

Slide 1.27
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KEY CONCEPT:
Psychiatric Disability/Consumer Rights Movement:
As a result of this movement, people who have been
diagnosed with a mental illness are more likely to
be viewed as people who happen to be consumers
of mental health services, with rights like anyone
else, rather than in terms of a disease or diagnosis or
as “mental patients.” The mental health consumer
movement has held hospitals accountable for coercive and abusive treatment, and has won significant
gains in the fight for community-based housing for
people with psychiatric disabilities. More recently,
it has also begun to recognize the pervasiveness of
trauma in the lives of people with mental illness and
the importance of creating services that are both consumer/survivor-driven and trauma-informed.

The core principles of the DV advocacy movement are
consistent with both the disability rights and mental
health consumer advocacy movements.

Slide 1.28

Summary: Key aspects of the work of the disability and
Mental Health consumer rights movement include:
The shift from a medical model to a social/political
model.
A deeper understanding of the relationships between
each of us as individuals and the environments we
live in.
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Recognizing the importance of accountability for the
conditions that create and sustain abuse, violence,
trauma, and discrimination.
Thinking across traditional service sector boundaries.

Slide 1.29

Applying Inclusive Design in Domestic Violence Programs: In applying these concepts to programs working
with domestic violence survivors, programs should consider ways to cultivate maximum flexibility. For example:
Multiple methods of support/advocacy
The ability of programs to communicate in multiple
languages and sensory modalities
The ability to communicate at the level and pace
most helpful to individual survivors
The willingness to repeat information, provide written
information, and reminders when requested

combination) can have on the way a survivor functions
both in shelter and in any other aspect of her life. These
effects may come and go, or be more persistent. They may
be triggered by external events or situations or by internal states.
Safety, support and program adaptations can reduce
disability from trauma, domestic violence and mental illness. Ideally, survivors should have access to services that
address the full range of their needs, even if that means
ensuring access through linkages with other community
partners.
Keep in mind:
Having a mental illness does not mean a woman will
be unable to participate in the activities and programs of daily life, in general and shelter life, in particular. At the same time, …
Addressing current domestic violence and “empowering” women to make choices and take action may
not be sufficient to restore the lives of all domestic
violence survivors.

Offering voluntary participation in groups
Offering flexible schedules around needs for sleep
Providing access to places with reduced sensory
stimulation
Being comfortable tolerating and discussing the ways
women express themselves that may feel uneasy
or unfamiliar, particularly responses that are more
intense– louder expressions, anger when not threatening or dangerous, exuberance, etc.

Slide 1.30

DV and Psychiatric Disabilities:
Psychiatric disability refers to the impact that chronic
abuse, trauma, and/or mental illness (separately or in

PA R T I C I PA N T G U I D E | I - 5

Access to Advocacy
Serving Women with
Psychiatric Disabilities in
Domestic Violence Settings

dvmhpi

Funded by the US Department of Justice, Office of Violence Against Women,
Education and Technical Assistance Grants to End Violence Against and Abuse
of Women with Disabilities Award # 2004–FW-AX-KO32.
1.1

Trauma & Domestic Violence in the
Lives of Women Living with a
Psychiatric Disability Project
Who we are: Project Partners
DVMHPI, Lifespan, IDHS Div. of Mental Health
The Growing Place Empowerment Organization

Description of Project
Rationale
How it has evolved
What we hope to see

Your role in carrying this forward

dvmhpi

1.2

Overall Goals
Provide Training and TA to:
Enhance capacity of DV, disability rights,
consumer advocacy & mental health
providers to serve survivors of domestic
violence and other lifetime trauma who
are living with psychiatric disabilities
Facilitate collaboration to ensure all
survivors have access to a
comprehensive array of services in their
communities
End violence against women with
disabilities

dvmhpi

1.3

1

Overall Learning Objectives
• Describe the impact:

– Of domestic violence and other lifetim e trauma in the liv es
of women living with psychiatric disabilities

• Discuss key issues:

– For addressing the mental health, advocacy and
independent liv ing needs of DV survivors

• Articulate a framework:

– For bridging clinical, advocacy and survivor perspectiv es,
including concepts of univ ersal access and recovery and
the role of trauma theory in addressing the consequences
of DV

• Identify and incorporate strategies:

– For addressing DV into clinical and peer support
practice and/or for serving women with psychiatric
disabilities in DV and disability programs

• Develop cross-sector collaborations:

– For serving survivors with psychiatric disabilities in your
communities

dvmhpi

1.4

Module One
Setting the Stage for
Collaboration

1.5

dvmhpi

Agenda
• Morning
– Setting the Stage for Collaboration
– Framework for Understanding

• Lunch
– Collaboration Building and
Networking

• Afternoon
– Creating Inclusive Services: Practical
Issues for Advocates
– Legal Issues: Domestic Violence,
Mental Illness and Family Law
– Wrap up and Next steps

dvmhpi

1.6

2

Purpose of this Training
To:
Enhance the ability of DV programs
to provide more accessible,
sensitive, and effective advocacy
services for survivors who are also
living with a psychiatric disability
To develop the necessary
partnerships to ensure survivors have
access to a fuller array of resources
in their communities.
dvmhpi
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Learning Objectives
Module One
Review history, principles, and
perspectives of the domestic violence
(DV), trauma, disability, and mental health
consumer/peer support/recovery
movements
Common themes,
Distinct contributions
Begin laying groundwork for bridging
clinical/trauma, peer support, and
advocacy/social justice perspectives

dvmhpi

Provide brief overview of the implications
of trauma theory for advocacy work.

1.8

Domestic Violence, Trauma &
Psychiatric Disabilities:
Setting the Stage for
Collaboration
Orientation, Concepts &
Definitions
dvmhpi
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This training is about
people…
people….
And the complex courses of
their lives
Not about categories, labels, or
diagnoses

dvmhpi
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….and about social justice,
human rights movements
•
•
•
•

Disability Rights Movement
Consumer Recovery Movement
Emergence of trauma theory
Domestic Violence Movement

dvmhpi

1.11

leading to opportunities for
collaboration

dvmhpi

1.12
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Cross-sector Collaboration
Build collaboration among the
systems to which survivors are
most likely to turn for assistance
Increase likelihood of
addressing safety, advocacy,
mental health and social
support concerns regardless of
where survivors seek help:
dvmhpi
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A Word About Language…
Consumer
Survivor
Batterers/Abusers/Perpetrators
Gender
Clinician
Mental Health Worker
Advocate
Provider
Person-First
dvmhpi
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Definitions and Concepts
Psychological Trauma
Disability
Universal Design
Mental Illness
Psychiatric Disability

dvmhpi

1.15

5

Definition of

Psychological trauma
Trauma is the unique individual
experience of an event or
enduring conditions, in which:
The individual’s ability to integrate his
or her emotional experience is
overwhelmed; or
The individual experiences a threat
to life, bodily integrity, or sanity.
dvmhpi

Sidran Institute
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Americans With Disabilities Act
(ADA) Definition of Disability
An individual with a disability is a
person who:
Has a physical or mental impairment
that substantially limits one or more
major life activities (such as seeing,
hearing, speaking, walking, breathing,
performing manual tasks, learning,
caring for oneself and working, or
Has a record of such impairment, or
Is regarded as having such an
impairment

dvmhpi
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WHO
Definition of Disability
From Medical Model: Stable limitations
internal to individual; focus on
treatment (fixing) and
accommodation
To Social Model: Functional status that
affects all people to varying degrees.
Eliminates distinctions between mental and
physical conditions
Disabilities change over time in relation to
circumstances

dvmhpi
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WHO
Definition of Disability

dvmhpi

Distinguishes capacity from
performance
If capacity is > performance, then
remove barriers and identify
facilitators
One is more or less disabled based
on the interaction between the
person and the individual,
institutional and social environment
Limitation is function of societal
failure to have necessary supports to
ensure optimal functioning &
participation

1.19

Universal Access &
Inclusive Design
• Maximum flexibility to reduce
experience of disability & universally
enhance experience and
performance
Social, cultural & economic
accessibility
Full participation and equality;
Equalization of opportunities
Generalize so no one singled out
dvmhpi
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Mental Illness &
Psychiatric Disability
• Mental illness (MI): broad range of
mental and emotional conditions
• Psychiatric disability: effects of
trauma and/or MI significantly
interfere with the performance of
major life activities
– May come and go, remit, or be more
persistent.
– Safety and support can reduce
psychiatric disability

dvmhpi
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Core Issues for Collaboration:
Common Themes
• Self-determination & Empowerment
• Safety
• Connection
• Hope
• Attention to culture, community &
spirituality
• Public Policy Advocacy & Human
Rights
dvmhpi
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Core Issues for Collaboration
Distinct Contributions
• Disability Rights Movement
– Universal Access/Inclusive Design

• MH Consumer Advocacy Movement
– Recovery Perspectives

• DV Advocacy Movement
– Safety, Accountability & Social Change

• Trauma Research, Practice and
Survivor Movement
– Developmental framework, Symptoms
as adaptations, Provider issues

dvmhpi
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Disability Rights Independent
Living Movement

dvmhpi

• People with disabilities are:
– Primarily citizens, and
– Only secondarily consumers of services
• Same rights to:
– Participation, options, freedom, control and selfdetermination in every day life and life projects that
others take for granted.
• Requires:
– Removal of infrastructural, institutional and attitudinal
barriers &
– Adoption of principles of Universal Design.
• Centers for Independent Living (1972)
– Peer support and role modeling: take control over one’s
life and live independently (with support) in the
community
– Run and controlled by people with disabilities
– Work to improve infrastructure & influence public policy1.24

8

Psychiatric Disability/Consumer
Rights Movement
Equity under ADA and within Disability
Rights Movement
Elimination of stigma and coercive
treatment
Equal access to appropriate services
of one’s choice, including
independent housing and supports
Peer-run, peer-support services
Recovery: rebuilding one’s life with
dignity & self-determination
dvmhpi
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Emergence of Trauma Theory
• Combat veterans and survivors of
sexual assault and domestic
violence
• Impact of trauma in childhood
• What happened to you vs. what’s
wrong with you..
• Clinician-Survivor-Researcher
partnerships
• Paradigm shift in mental health
concepts and treatment
dvmhpi
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DV Advocacy Movement
• Safety,
– Physical as well as emotional safety
– Issues of confidentiality and information sharing

• Empowerment
– Survivor expertise, choice, depathologizing

• Perpetrator Accountability
– Power and Control Analysis

• Social Justice
– Public Policy Advocacy; System and Societal
Change

dvmhpi
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Summary
Movement from medical to social/political
model
Recognition of interaction between
individual and environment
Recognition of relationship between external
actions and internal experiences
Perpetrator, environmental and societal
accountability
Models for increasing accessibility and selfdetermination and reducing isolation and
control

dvmhpi

Emphasis on social change

1.28

Applying Inclusive Design in
DV Programs
Cultivating Maximum Flexibility
Multiple methods of support &
advocacy
Multiple options for participation
in programs
Multiple means of expression of
empowerment

dvmhpi
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DV and Psychiatric Disabilities
• Complex picture
– Trauma-related symptoms
– Direct impact of abuse
– Survival strategies
– Symptoms of mental illness

• Safety, confidentiality & choice are key
• As providers, we need to be attuned to
all of these issues.
dvmhpi
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Module Two:
Framework for Unerstanding the
Intersection of Domestic Violence,
Trauma & Psychiatric Disabilities
PART I: BUILDING A FRAMEWORK TO BRIDGE
PERSPECTIVES: ADDRESSING BARRIERS;
BUILDING COLLABORATION

battles and discredit them with friends, family and the
courts. Domestic violence can have serious mental
health consequences. Victimization by an intimate
partner places women at significantly higher risk for
depression, anxiety, post-traumatic stress disorder,
substance abuse, and suicide attempts, whether or
not they have suffered physical injury. Women report
significantly poorer physical and mental health status following abuse, and advocates report a growing
demand for services from women and children with
trauma-related mental health needs.12

Slide 2.1-2.2

Enhancing the ability of DV programs to serve survivors
who are living with a psychiatric disability, as well as survivors experiencing the mental health effects of DV and
other lifetime trauma also means developing partnerships with other providers and systems.

Slide 2.3-2.5

There are a number of reasons why it is important for DV
programs to develop the capacity to serve women who
have psychiatric disabilities:
To review what we described in the introduction,
exposure to ongoing abuse can exacerbate symptoms and precipitate mental health crises, making it
more difficult to access resources. This, in turn, can
increase abusers’ control over their partners’ lives.
Individuals diagnosed with severe mental illness
who do attempt to report abuse are frequently not
believed.
Stigma associated with mental illness and clinicians’
lack of knowledge about domestic violence reinforce
abusers’ abilities to manipulate mental health issues
to control their partners, undermine them in custody

PART II: BUILDING CROSS-SECTOR
COLLABORATION: NEEDS, GAPS
AND BARRIERS
Slide 2.6-2.7

Addressing Trauma & Mental Health in the Context of
Ongoing Domestic Violence – Needs, Barriers & Issues
for Collaboration: Services to address the traumatic
effects of abuse have not been considered the purview
of advocacy work. For many advocates, symptoms
are viewed as understandable responses to terror and
entrapment that are likely to resolve with safety and support. And, even if resources were available, many advocates would still be wary about addressing mental health
issues within their own agencies and compromising their
grassroots, social justice approach.

Slide 2.8

Changing Needs, Changing Response: Enhanced public
awareness of DV, improved legal protections for battered
women and shifting economic conditions have contrib-
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uted to the changing demographics of women seeking
services in domestic violence programs, particularly in
shelter settings.

Mental health services are often not affordable or
accessible to domestic violence survivors

Slide 2.9

Transportation, childcare, and competing priorities
may act as barriers

Issues for Shelters and the Need for Additional Training
& Support: Shelters must respond to a range of continually changing demands, including the need for twentyfour hour security. Providing accessible services may
require additional resources and time.

Slide 2.10

Trauma in the Context of Ongoing Domestic Violence:
Questions to think about…
How do we best respond to survivors who have a psychiatric disability and/or are experiencing trauma-related
mental health symptoms while maintaining an advocacy
and social justice focus and ensuring women’s experience
is not pathologized?
How do we ensure survivors have access to high quality
culturally attuned, domestic violence-informed, trauma
treatment that attends to issues of safety, custody, credibility, confidentiality, strengths, accountability, restitution,
and justice under conditions of diminishing resources?

Slide 2.11

Issues for Collaboration – Concerns of Domestic
Violence Programs:
Ways mental health diagnosis and treatment, itself,
can inadvertently place women in jeopardy and
increase abusers’ control over their lives

Often survivors do not meet the eligibility criteria for
a particular mental health agency

Cultural barriers arise within survivors’ communities
and through the interface with systems and
institutions

Slide 2.12

Programmatic Concerns Related to Domestic Violence
Program Eligibility Standards: According to a needs
assessment survey conducted in 2004 by DVMHPI for this
project, the majority of DV programs do serve women
with psychiatric disabilities. While programs report not
using mental health criteria to screen women out, in fact
mental health issues do play a role in determining program eligibility.

Slide 2.13

Challenges for DV Programs: Advocates voice a number
of different concerns about serving women who have a
“psychiatric history,” particularly in shelter or transitional
housing programs. For example, concerns that a woman
with a history of psychiatric hospitalization will endanger other residents, indicates that some advocates are
responding, at least to some extent, out of stigma-related
fears (myths about the dangerousness of people who
have a mental illness).

Slide 2.14
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Some advocates also voice fears that attempts to address
mental health issues might make things worse.

Many programs do not have access to community
mental health services

Other contributing factors include:

Women without health insurance or who are undocumented often go without mental health services

Our awareness that being fully accessible may require
additional resources and staffing,
The lack of community partners who can support our
ability to serve survivors with psychiatric disabilities
in our own programs, and
Who we trust to serve survivors in ways that will be
sensitive to domestic violence.

Mental health services may not appropriately address
trauma or domestic violence
True accessibility may require more time & energy;
staff already overwhelmed, BUT….
How do we move from piecemeal service additions to
true universal access?

Slide 2.15

Slide 2.17-2.18

However, how programs respond often depends on the
resources they have available to them. In our experience, responses vary widely depending on the level of
resources a program has access to both internally (training, experience, supervision/consultation) and in their
communities.

DV Programs Recommend: These recommendations
come from a combination of surveys, interviews and
focus groups with DV advocates about these issues.
Increased collaborations with mental health providers
including co-located services, joint trainings, streamlined referrals
More mental health-specific training for staff, including on medications and symptoms of mental illness

Slide 2.16

Summary – Challenges for DV Programs: How does this
resonate with your experience?
Many women are not adequately served by domestic
violence or mental health programs
Staff and administrators report a lack of training and
support
Shelter life presents specific challenges to women
experiencing mental illness and/or the mental health
consequences of abuse
Some women may benefit from more structure or
assistance which may conflict with an “empowerment” approach

Cross-training: “Helps us feel more effective, take
things less personally, have more reasonable expectations and more empathy and to recognize traumarelated symptoms as adaptations to untenable life
circumstances”
Interagency relationships: Personal relationships with
other agencies and providers that serve or could
potentially serve survivors of domestic violence
Job Shadowing in other sectors: This would help
us gain a better sense of the work other people do
and the expertise and resources they employ, to see
where a better understanding of domestic violence
would be helpful and to increase our own comfort
level working with women whose needs cross traditional service boundaries
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Increased funding and resources for both domestic
violence and mental health (and substance abuse)
services, but not at the expense of core DV funding.

abused. This survey was conducted in 1999 and practice
has changed with collaboration and training.

Slide 2.22
Slide 2.19

Barriers for Mental Health Providers in Responding to
Trauma & DV: Mental health providers share many of
these concerns, as well. Mental health providers face a
number of specific barriers. Those working in managed
care settings are limited in the types and amount of care
they can provide. And, within the public mental health
system, while services are geared to people who have
psychiatric disabilities, they do not necessarily address
trauma or DV, although this is beginning to change.
Along these lines, services for the most part are not gender-specific, do not provide parenting supports, and with
few exceptions in well-funded agencies, there are no culturally attuned, domestic violence- and trauma-informed
residential, crisis, or respite programs for women who are
living with a mental illness. The lack of training on trauma
and domestic violence, not knowing about DV resources
in their communities, fears about court involvement
and lack of support for providing new services in underresourced systems are additional barriers mental health
providers face in responding to domestic violence.

Slide 2.20-2.21

Focus groups were also conducted with survivors about
their experiences with domestic violence and/or mental
health services and the types of barriers they faced. Survivors found that cultural and linguistic sensitivity were
issues for both DV and mental health agencies. Survivors’
interactions with the mental health system were problematic in a number of ways [negative experiences with couples’ counseling, feeling disempowered, inability to choose
their provider (if public sector services), their partner’s
ability to control their health insurance, although this has
changed somewhat with the Health Insurance Portability
and Accountability Act (HIPAA)].13 In addition, practical
issues of accessing mental health services when they had
so many other pressing concerns, as well, made this particularly difficult – issues of transportation, childcare, cost,
and priorities all constituted obstacles to seeking services
for themselves and for their children.
Survivors also noted many of the things advocates
reported, as well – that shelters can be restrictive (rules)
and retraumatizing, that residents and staff may not
understand a woman’s symptoms or behavior and may
not be able to assist her in obtaining medication and
that women with psychiatric disabilities were sometimes
turned away. Some survivors reported feeling stigmatized
at DV programs, most often by other residents. Others
talked about the stigma involved in seeking (or being seen
seeking) mental health services and wished they could
receive those services in other settings.

Community Mental Health Center Needs Assessment
Survey – Intake, Assessment and Services: Agencies
reported that 55% provided couples therapy for domestic
violence, and while 75% referred clients to DV programs,
only 19% said that they reciprocated by seeing women
Slide 2.23
and children referred from DV programs. Providers also
said they asked about domestic violence but had no
training on what to do if a person said that they had been
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Issues for Collaboration – Survivors Recommend: One
consistent recommendation was that DV programs
should provide long-term counseling. Once a woman
finds a person or program she trusts, it’s hard to start over
with someone else. As we know, extricating yourself from
an abusive relationship or finding ways to increase safety
if you are staying can take a long time. Recovering from
the traumatic effects of longstanding abuse and rebuilding your life – particularly if you are dealing with ongoing
divorce, custody, or visitation issues – can take longer still.
Women who responded to our mental health consumer
survey (who had not accessed DV advocacy services) said
that they wanted information about domestic violence as
well as help dealing with legal and safety issues and with
the impact on their children. They also said they wanted
access to domestic violence resources as well as ongoing
support. In addition, survivors wanted information about
how to incorporate DV safety planning into psychiatric
advance directives and wellness recovery plans.
Survivors from the shelter focus group also talked about
changes they’d like to see in the mental health system.
They wanted to make sure mental health providers fully
understand the dynamics of domestic violence, are aware
of community DV resources, do not blame the person
who has been victimized, are wary of abusers who are
trying to control their partner’s treatment (and to not
involve them), and to ensure that the role of medication is
not overemphasized at the expense of addressing immediate and ongoing safety or attending to the abuse a survivor is dealing with.

Slide 2.24

Challenges for Collaboration – Common Goals;
Different Focus: Domestic violence advocates and mental
health providers often have common goals – supporting
health and well being, physical and emotional safety, connection to oneself and others, and freedom from abuse
and violence. The focus of our interventions, however, is

somewhat different. While clinicians’ focus is on healing
the consequences of abuse, our focus as advocates is on
helping women mobilize the resources they need to end
the abuse.

SECTION II: RESEARCH OVERVIEW –
DOMESTIC VIOLENCE, TRAUMA, AND
MENTAL HEALTH – DEFINING THE NEED

Slide 2.25

Prevalence of Abuse among Women who
have Psychiatric Disabilities and/or Utilize Outpatient
Mental Health Services
Domestic Violence, Lifetime Victimization and Mental
Illness: As noted earlier, while most survivors of domestic
abuse do not develop long lasting psychiatric disabilities,
women living with mental illness often have histories of
abuse. Studies across a variety of mental health settings
have found significant rates of lifetime abuse among
people living with serious mental illness, with those in
inpatient facilities reporting the highest rates (53% to
83%) of abuse.14 In addition, women abused in childhood
experience higher rates of psychiatric symptoms, homelessness and sexual assault as adults.15 But, women who
receive services in outpatient mental health settings also
have high rates of physical and sexual assault as adults.
Having a mental illness heightens women’s vulnerability
to abuse.16 Homelessness, institutionalization, unsafe living conditions and dependence on caregivers exacerbate
these risks, leaving individuals with psychiatric disabilities
vulnerable to victimization by a range of perpetrators –
within families, on the streets, in institutional and residential settings, and by intimate or dating partners
Domestic Violence in the Context of Mental Illness – Inpatient Studies: Although attention to victimization among
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people with psychiatric disabilities initially focused on the
long-term effects of childhood abuse, rates of adult victimization by acquaintances, strangers, family members
and intimate partners appear to be equal or higher.
Issues to think about in advocating with the mental
health system, include:
Working with community partners to change mental
health crisis intake protocols to include questions
about whether a person is in danger from another
person, in addition to asking whether she feels that
she is a danger to herself or others. Develop safe ways
to ask these questions.
Being careful about who provides collateral information during a crisis intake interview, as well as who
is informed about an inpatient stay, who is involved
in treatment, and whether safety is assessed and
planned for before discharge.
Providing DV advocacy services to women who are
hospitalized on a psychiatric unit and other supportive housing venues.
Working with mental health providers and peer support advocates to develop the supports that would
enable women to access shelter upon discharge from
a psychiatric hospitalization.

of severe trauma, such as dissociation or flashbacks, may
also mimic those of psychosis. And, the emotional lability (mood swings) that can be associated with chronic
abuse in childhood may be misdiagnosed as bipolar
disorder. This can heighten the potential for misdiagnosis
and treatment that does not address underlying issues of
abuse or safety. Responses to previous traumas, such as
dissociation or potentially endangering coping strategies,
may also increase a woman’s risk for abuse.18 In addition,
trauma or mental illness in childhood or adolescence can
disrupt key developmental processes, leaving women
without some of the skills they need to negotiate power
and decision-making in relationships.19

Slide 2.27

PTSD and Mental Illness: In addition, PTSD can develop
in response to a…
First psychotic break20
Or, involuntary admission21
Or, seclusion and restraint, police, exposure to others
with MI22
Fear of assault by other clients or actual assault by
clients or staff

Slide 2.26
Slide 2.28
Domestic Violence in the Context of Serious Mental
Illness: We already know that mental health crises are
often precipitated by recent trauma and that clinicians
often interpret accounts of victimization as delusions,
particularly if a woman is experiencing psychotic symptoms – something abusers certainly reinforce. At the
same time, acute symptoms of mental illness can also
heighten a woman’s risk for abuse, particularly when she
is experiencing cognitive or emotional difficulties associated with psychotic disorders.17 In addition, symptoms

Trauma plus Mental Illness:
Associated with more severe symptoms (hallucination,
delusions), depression, suicidality, anxiety, hostility and
dissociation.23
Exposure to interpersonal violence + mental illness,
adversely affects psychosocial functioning, and is correlated with more frequent hospitalizations, longer time in
the hospital and more emergency room calls.24
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PTSD plus mental illness leads to more severe symptoms,
poorer health, higher rates of psychiatric and medical hospitalization. 25
Women who experience trauma, in addition to the effects
of having a mental illness, are also at risk for developing
more severe symptoms, having more frequent psychiatric
hospitalizations, and experiencing greater disability.26 As
research is beginning to demonstrate, trauma may also
play a role in the development of mental illness. This
makes it even more critical to ensure that all survivors
have access to resources that help them and their children
increase safety and recover from the traumatic effects
of abuse.

Slide 2.29

Domestic Violence – Mental Health Impact: Across studies, significant numbers of women in domestic violence
programs experience some mental health consequences
of chronic abuse.

Slide 2.30

Mental Health Impact of DV – Limits of Research: Most
of these studies are cross-sectional in design (i.e., they
examine women’s responses at one moment in time).
Clinical and shelter studies, in particular, that capture a
woman’s symptoms at a moment of crisis, may not reflect
her general condition or how she feels once the crisis is
resolved. Any research study reflects only the particular
dimensions that are being assessed (e.g., particular diagnostic criteria) – not the range of ways we are affected by
these experiences.

Slide 2.31

PTSD in the Context of Domestic Violence: PTSD can
affect women’s help-seeking and decision-making behaviors, putting them at even greater risk for being isolated
and controlled by an abuser and affecting their ability to
mobilize resources necessary to achieve long-term safety
and economic stability.

Slide 2.32

Domestic Violence & Lifetime Trauma What Advocates
See: Advocates report that a significant proportion of the
women they see (particularly in shelter settings) have
experienced multiple forms of abuse and violence over
the course of their lives. Out of necessity, DV programs
have had to focus more on immediate safety, legal, and
housing issues rather than on longer-term psychological
concerns. Yet, the cumulative effects of chronic exposure to trauma, particularly trauma that begins in childhood, can also affect women’s ability to access advocacy
resources and may account for some of the difficulties
women experience in shelter settings. For example, dissociative states associated with severe trauma (protective
neurophysiological responses that allow us to “leave” psychically when physical escape isn’t possible) can prevent
us from taking in and utilizing information. All of us have
“tuned out” at different times and know what that feels
like. For someone who has experienced ongoing trauma,
dissociation, while protecting us in certain circumstances,
may end up taking on a life of its own, leaving us disengaged at times when our presence would be more beneficial. It can be both helpful and empowering to provide
information about dissociation (and avoidance) as common results of trauma, how to notice those responses and
what techniques we can use to come back to the present
when it is truly safe.
Substance Abuse, Trauma & Domestic Violence: Not surprisingly, domestic violence also increases women’s risk
for substance abuse. Abusive partners frequently coerce
women into using drugs or alcohol, and substance abuse
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is a common method of relieving pain and coping with
anxiety and depression.27 Substance abuse in turn, puts
women at risk for future victimization.

Slide 2.33

The Psychological Impact of Domestic Violence – What
Survivors Say: It’s important to remember that none
of these data capture the range of ways that women
describe their experience, which is generally not in clinical
terms. Women talk about feeling fear, anxiety, terror, and
stress, and about the physical symptoms they develop
as a result of the abuse. Women also consistently voice
concerns about how their children are being affected by
the abuse.

SECTION III: BRIDGING THE GAP: ADDRESSING
PHILOSOPHICAL BARRIERS

models focus on controlling symptoms (although we
know consumer peer support models have shifted the
focus to recovering and living a full and integrated life).
And, the tools we use as advocates are individual and
systems’ advocacy, and providing resources, options and
support. For clinicians, tools include treatment, medication, and hospitalization. For a woman who is dealing
with both ongoing domestic violence and its traumatic
effects, including exacerbation of a mental illness, having
access to all of these resources is likely to be more helpful.

Slide 2.35-2.36

Integrating an Advocacy Perspective into Clinical
Models: Steps toward developing a more integrated
framework are coming from a number of quarters. One of
which, as we’ve discussed, is the growing recognition of
the role that abuse and violence play in the development
of psychiatric symptoms and disorders. The diagnoses
that are recognized as common consequences of abuse,
not surprisingly are very similar to the diagnoses found
more commonly among women.

Slide 2.34
Slide 2.37-2.38
There are several ways that advocacy and mental health
approaches have become polarized. Let’s think about a
woman experiencing depression in the face of ongoing
domestic violence. From an advocacy perspective, we
might view the fundamental problem she faces as the
socially tolerated abuse of power and control that led to
the abuse rather than as something in her, i.e., the symptoms that resulted from the abuse. On the other hand,
a clinical model is likely to view the underlying problem
in terms of individual or family system pathology –
something within the purview of what a clinician is
trained to treat.
As we know, the goals of advocacy interventions are
safety and empowerment, whereas traditional clinical

Implications of Trauma Theory for DV Advocacy
Programs: Although trauma models are not a substitute for advocacy-based approaches that help survivors
achieve freedom and safety and work to end domestic
violence, trauma theory can inform and enhance advocacy work by increasing understanding of the psychological consequences of abuse and how trauma affects
both domestic violence survivors and the providers and
programs that serve them. Trauma models offer guidance
on creating services that are sensitive to the experiences
of survivors of chronic abuse and that incorporate an
understanding of how those experiences can affect one’s

I I - 8 | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

ability to regulate emotions, process information, and
attend to one’s surroundings. They also provide tools for
responding skillfully and empathically to individuals for
whom trust is a critical issue, without having one’s own
reactions interfere.

Slide 2.42

Emergence of Trauma Theory: The PTSD diagnosis was
initially created in 1980 as a way to codify and bring
attention to the disabling experiences of returning combat survivors28 as well as the experiences of survivors of
sexual assault and domestic violence.29 Over the past
several decades, however, an overarching framework
for understanding the impact of trauma on the human
psyche has emerged through work with survivors of both
civilian and combat trauma and through research on
the cumulative effects of adverse childhood experiences
and developmental consequences of early abuse and
neglect.30 Trauma theory itself has evolved in ways that
now make it a more useful framework for understanding
the impact of chronic abuse, including domestic violence.

ACE Study – 7 Categories of Adverse Childhood Experiences: The ACE study examined 7 categories of adverse
childhood experiences (ACEs). 31 These were physical,
sexual, or emotional abuse, witnessing your mother
being abused, or having a household member who had
been incarcerated, abused drugs or alcohol, or who had
a mental illness or attempted suicide. Over 50% had
experienced at least one adverse childhood experience,
25% had experienced two or more, and there was a dose
response relationship between the number of adverse
experiences and the leading causes of morbidity and
mortality (i.e., disability and death) in the U.S. (cigarette
smoking, alcohol and drug use, 50 or more sexual partners, depression and suicide, heart disease, lung disease,
liver disease, obesity, bone fractures and cancer). More
recent studies have correlated ACEs with a range of
adverse mental health outcomes, for example, experiencing any ACE increased the rate of suicide attempts by
two to five times.32 In another ACE study that focused on
childhood exposure to domestic violence, the authors
found that individuals exposed to domestic violence in
childhood had a two to six times greater chance of having experienced other childhood adversities. In addition,
exposure to domestic violence in childhood was associated with a higher risk for self-reported alcoholism, illicit
drug use, IV drug use and depression as an adult.33

Slide 2.41

Slide 2.43

Women are slightly less likely than men to experience
trauma but twice as likely to develop PTSD (10% of women
in the general population, 20% of women exposed to
trauma). This appears to be related to the type of trauma
(i.e.,, interpersonal, gender-based) women experience.

The Role of Social Movements: If we look back, we can
also see the important role that social movements have
played in our current understanding of trauma.

PART IV. BRIDGING THE PHILOSOPHICAL
DIVIDE: THE EMERGENCE OF TRAUMA
THEORY
Slide 2.39-2.40

Sexual Assault Movement: Historically, while VA hospitals
were focusing on combat-related trauma experienced by
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Vietnam veterans, rape crisis workers were hearing about
similar traumatic responses from women who were talking about sexual assault experiences for the first time.
This led to the identification of Rape Trauma Syndrome
by Burgess and Holstrom.34

ways to communicate to others some of what survivors
have experienced. In doing so, it removed what had
become a pejorative label from women who were survivors of childhood abuse and reframed interactions and
behaviors that are challenging for clinicians as understandable adaptations to trauma.

Slide 2.44
Slide 2.47-2.49
Child Sexual Abuse & MHS Survivor Movement: At the
same time, large numbers of women were being seen
within the mental health system for symptoms associated
with childhood sexual abuse, that were initially unrecognized as such. This led to frequent misdiagnosis and
retraumatization in the mental health system (e.g., misdiagnosis of trauma-related disorders, coercive practices
such as forced medication, seclusion, and restraint, and
exposure to physical and sexual assault).35

Slide 2.45

Borderline or Traumatized? A number of researchers
have found significant correlations between the diagnosis of Borderline Personality Disorder and exposure to
childhood abuse. Between 68 percent and 86 percent
of people seen on psychiatric inpatient units who were
diagnosed with borderline personality disorder (BPD)
were found to have histories of childhood physical and/or
sexual abuse, or to have witnessed severe violence.36

Slide 2.46

Reframing Borderline “Pathology” in the Context of
Trauma – Symptoms as Adaptations: More importantly,
trauma theory has reframed “borderline” symptomatology as adaptations needed to survive untenable conditions when other mechanisms were not available and as

Child Trauma Field: More recently, growing understanding of the impact of early abuse and neglect on the
developing brain has added important new insights into
the long-term effects of childhood trauma and its effect
on children’s developmental trajectories. Child trauma
experts began to realize that the majority of children they
were seeing had experienced violence in their homes.
That, and the growing awareness of the effects of early
life stress on children’s health, mental health, and development not only led to the emergence of new treatment
models for young children and adolescents but also to
the tensions we are all aware of when children who witness DV are misguidedly removed from their mothers for
“failure to protect.”

Slide 2.50-2.51

Trauma Framework – Shift in conceptualization of
symptoms: The past 30 years have seen a substantial
growth in research documenting the prevalence domestic violence (DV) and lifetime trauma among women seen
in mental health settings, as well as the range of mental
health conditions associated with current and past abuse.
More recent research has helped us begin to delineate
the complex interrelationships between domestic violence, lifetime trauma, mental health, and mental illness. These newer understandings, particularly when
grounded in survivor and advocacy perspectives, provide
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a more helpful paradigm for thinking about the range
of mental health responses experienced by DV survivors
and the ways those responses can increase their risk for
further abuse, affect their ability to access resources, and
reduce the likelihood that systems will respond appropriately to their needs.

Slide 2.52

Developmental Impact of Trauma: Children develop
their sense of trust in the world through their relationships with their early caretakers – parents, grandparents,
babysitters, and older siblings. That’s where we first learn
whether or not it’s safe to trust other people. As infants,
we are totally dependent on our caregivers to meet our
basic needs. How caregivers do or do not respond to us
is critical as we develop our own sense of ourselves and
other people. This is also how we develop our own internal sense of trust and safety and our ability to comfort
and sooth ourselves when we’re distressed. When caregivers are emotionally absent, inconsistent, demeaning,
violent, intrusive, neglectful, or unavailable because they
are dealing with unresolved trauma and loss, themselves,
they often are not able to serve as source of security for
their children.37 This also affects how we view ourselves,
other people and the world (as safe or unsafe, as responsive or unresponsive to our needs, as worthy of love and
care or not).

Slide 2.53

While we know trauma affects our ability to trust, our
systems of meaning, our sense of spirituality, we can summarize the core domains, articulated by Saakvitne et. al. in
Risking Connection, as follows:
Our ability to feel internally connected over time to
other people who care about us

Our ability to experience ourselves as deserving,
worthwhile and lovable
Our ability to manage our feelings 38

Slide 2.54-2.55

PTSD vs. Complex Trauma Paradigm: Part of what we’re
learning as these fields come together (adult trauma,
child trauma, child development, neuroscience) is that we
are all complex beings with multiple aspects and dimensions and how we experience trauma, particularly if it is
severe, chronic, is perpetrated by people we love and/or
depend on and occurs in childhood as we are developing,
can impact all of these domains.

SECTION V: DEVELOPMENT, ATTACHMENT
AND NEUROBIOLOGY
Slide 2.56-2.58

The convergence of new neuroscience research, and
knowledge coming from the child development and child
trauma fields has allowed us to begin to piece together
a clearer picture of how early life experiences affect the
ways our brains develop, which in turn can influence
many aspects of our lives.
Optimal Brain Development: How our brains develop
depends on our early experiences, particularly during the
first five to seven years of our lives. It is during this important period that the bulk of neural connections are generated and molded into place. Part of how those connections develop is through a variety of types of stimulation,
including interactions with caregivers, visual stimulation,
hearing sounds and language, and starting to explore.
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Slide 2.59

From the book, Understanding Children: We now know that
babies who get lots of love and attention actually learn better. This is because brain development depends on the way
the brain is used and the extent to which it is used. Every
experience excites certain neural circuits in the brain and
leaves others inactive. Those circuits that are consistently
excited by experience are strengthened while others that are
not stimulated are weakened. Nature (genes) and nurture
(experience) interact at every step of brain development but
play different roles. There appear to be key times for developing certain functions and capacities. These are called critical
or sensitive periods. During these times, growth in a particular area is more rapid and is more sensitive to disruption.39

Slide 2.64

Resilience: If we’re going to talk about trauma, then talking about resilience is critical as well – the capacity for
successful adaptation despite challenging or threatening
circumstances. These are some of the factors that appear
to make a difference, include:
Having at least one person who takes an interest in
you and your development, sees you as a separate
person, and helps you develop better ways to cope;

Slide 2.60-2.61

Attachment: Attachment is the emotional bond characterized by our closeness to a specific person, particularly
under stressful circumstances. A securely attached child,
who has generally experienced consistent and sensitive
care, is likely to develop a model of the other person as
responsive, themselves as worthy of love and competent
in eliciting attention and the relationship as rewarding.
An insecurely attached child will likely develop a model of
other people as unpredictable, themselves as unworthy
of love and unable to gain positive attention and the relationship as unsatisfactory. Fortunately, models for relating to ourselves and others are not solely developed from
relationships with parents but also from relationships
with peers and other important people that continue to
develop throughout our lives.40

Slide 2.62-2.63

As infants, we are totally dependent on our caregivers
for protection. The caregiving relationship organizes the
baby’s response, and protection means anticipating and
meeting the baby’s needs. For toddlers, this is somewhat
different. Nurturing at this stage also means letting
young children explore on their own, while providing a
secure base for them to return to.41

Having a supportive community and a feeling of
being valued and belonging is important; and
Being able to engage other people with you in
positive ways.

Slide 2.65

Impact of Trauma on the Brain:
Normal stress stimulates fear pathways in our brains that
activate us into a state of alert or emergency preparedness
that evolutionarily has been necessary for our survival. If
there is a threat, our bodies and brains mobilize automatically, sending out chemical messages that alert our emergency response systems. If the threat dies down, our systems return to normal. If the threat is ongoing, we remain
on red (or orange) alert. If the threat is chronic, these
chemicals actually start to alter neural architecture, reinforcing our fear-related pathways and diminishing others.
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Slide 2.66-2.67

Fear Pathways and Responses to Stress: Early secure
relationships with caregivers buffer us against the effects
of subsequent stress. When the opposite occurs, we are
more vulnerable to the adverse effects of chronic stress
and more likely to react to others as if they are potentially
dangerous and untrustworthy.

Slide 2.68

Insights from Neuroscience into Complex Developmental Trauma – Neuroscience findings consistent with
attachment research: New breakthroughs in the fields
of genetics and neuroimaging have paralleled developments in the fields of trauma and development and
brought us to this point. Children who are abused or
neglected and who don’t have other forms of support or
opportunities to develop good attachment relationships
are more likely to develop neurophysiological changes
than children who have not. When caregivers cannot
help them modulate arousal they may be unable to organize themselves physiologically and unable to categorize
their experiences in a coherent fashion. The core of traumatic stress is the breakdown in our capacity to process,
integrate and categorize our experiences, regulate our
internal states, and difficulties regulating emotions, knowing what we feel, verbalizing experiences and feelings
and being comforted by attachment figure(s).42

Slide 2.69-2.71

Trauma Recovery Empowerment Profile – Domains
Affected by Early Trauma: Maxine Harris, Ph.D. and Roger
Fallot Ph.D., identified eleven core skill dimensions that

women in their programs who were experiencing psychiatric disabilities and who had history of childhood
trauma often found themselves struggling with.43 They
also developed specific skill building exercises for each
domain that women could use to develop their capacities
in these arenas. We point this out to help you think about
the various aspects of ourselves that can be affected by
early trauma, and then by having a psychiatric disability; how women cope under those circumstances; how
that might manifest in our programs; and what we can
do to help women along their way to accessing safety,
recovering from trauma and mental illness and reclaiming their lives. Part of what a combination of trauma and
advocacy approaches can bring is an understanding of
why we feel, act, and relate to others the ways that we do,
how our own responses to those feelings and behaviors
can affect us in our work (and in our personal lives), and
how understanding this can help us relate to the women
we work with in more sensitive and helpful ways. It also
focuses our attention on the importance of relationships
– the importance of early attachment relationships to
our development, the critical ways abusive or neglectful relationships can be disruptive and the centrality of
new relationships to the process of healing. The other
key component of a complex trauma model is the focus
on skill development. There are specific techniques and
strategies women can learn (through others, by reading, in groups) that can help them develop the cognitive,
emotional, and relational capacities that may have been
disrupted by early trauma or mental illness.

Slide 2.72-2.74

Neuroscience Research: In addition, neuroscience
research in the field of genetics has begun to accumulate
evidence for a stress diathesis (gene environment interactions) model of mental illness – i.e., early stress and/or
neglect (as well as positive early experiences) turn on or
off genes that shape brain structure and neural circuitry. 44
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KEY CONCEPT:
Research evidence shows that we are born with a certain
genetic template that is activated or not activated by
experience.
In sum, our brains develop in conjunction with our relationships to early caregivers. It is through the stimulation
and reciprocity of these attachment relationships – the
dance we engage in together – that we develop many
of our more complex and integrative capacities. Brain
plasticity allows us to continue to learn and change and
grow throughout life but the period of greatest exponential growth and shaping takes place in the first 5-7 years
when we develop the trillions of connections between
neurons, prune back the ones we don’t use, and produce
insulating sheaths around many of the nerve fibers making transmission between neurons more efficient but also
somewhat less flexible.45
Neglect, stress, and trauma, particularly at the hands of
caregivers affect our development. When the trauma is
chronic, severe, occurs early in life or involves personal
violation and betrayal, we are more likely to develop a
range of adverse health, mental health, and social outcomes. These outcomes are mediated by the impact of
early life stress and/or neglect on the developing brain
leading to chemical and structural changes that, in turn,
impact multiple domains including affect regulation,
emotional, social and cognitive development, health, and
mental health. At the same time, optimal stress (small
doses of stress followed by caring, soothing and, eventually, skill development) builds capacities that protect us
from future trauma.

KEY CONCEPT:
Fear focuses us on survival but may reduce our ability to
access higher integrated functions or to empathize with
others, at least at those times.
Most importantly, we each have many opportunities to
build on our existing capacities and strengths, and to

develop new ones, as we move on through the course of
our lives. Working to enhance those opportunities and to
reduce individual, system and societal barriers, is part of
our advocacy work.

SECTION VI: TRAUMA IN THE CONTEXT
OF ONGOING DOMESTIC VIOLENCE:
ADDRESSING CONCEPTUAL DIFFERENCES

Slide 2.75-2.76

Trauma in the Context of Ongoing Domestic Violence
– Addressing Conceptual Differences: Now, keeping
all of what we’ve just talked about in mind, let’s re-look
at it from a DV advocacy/social justice perspective. As
we know, historically, for survivors of domestic violence,
abuse was often viewed as a reflection of victim “psychopathology” and symptoms were rarely seen as a consequence of being abused. Conscious of the need to create
a public awareness that would hold abusers accountable
for their violence – not victims – advocates and survivors have been reluctant to frame women’s responses to
abuse in purely clinical terms. In addition, domestic violence survivors were placed in greater jeopardy through
their interactions with the mental health system.46 These
challenges, however, have also been instrumental in
reconfiguring clinical paradigms and underscoring the
importance of framing victimization as a societal problem, not an attribute of the victim. As Brown suggests,
we do not look for characteristics of other crime victims
to understand why they have been victimized.47 When
we add a domestic violence advocacy lens – not just a
different understanding of safety and confidentiality, but
also an analysis of power and control and perpetrator
accountability – we bring a critical and largely missing
dimension to the trauma framework.
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Slide 2.77

Slide 2.78-2.79

For example, from a trauma perspective, an “overreaction”
to minor stimuli is seen as symptomatic of a trauma-related psychiatric disorder (PTSD) rather than an appropriate response to ongoing threats, danger, and entrapment.
Viewing this “heightened sensitivity” as pathological
rather than as a reflection of acute social awareness –
an exquisite sense of radar to the more subtle forms of
abusive power, discrimination, objectification and dehumanization – runs the risk of discounting the experience
that allows us to recognize the kinds of behaviors and
attitudes that are potentially dangerous before they
reach more serious levels. It defines the problem as being
in the woman. She becomes the focus of intervention,
rather than a society that tolerates this type of abuse.48

Empowerment in the Context of Child Sexual Abuse
Treatment – Addressing Reenactment: Let’s look at what
happens when we add a DV/social justice lens to one of
the key advances in trauma theory. As we said earlier, one
of the most important shifts created by a largely womancentered understanding was the reframing of borderline
personality disorder as a form of complex (and often
gender-based) trauma. The previously stigmatized adaptive strategies then made sense and led to the development of much more effective and respectful treatments.
Regardless of the degree to which we’ve been affected
by childhood trauma (i.e., experiencing childhood abuse
does not mean that a person will develop symptoms of
complex trauma, this just makes sense of why some of us
do), empowerment in the context of treatment for adult
survivors of childhood abuse means understanding the
childhood antecedents of what we are experiencing in
the present in order to free ourselves from the tyranny
of the past. But, in the context of ongoing domestic
violence, this approach may, in fact, be experienced as
victim-blaming. The influence of earlier abusive relationships on survivors’ ability to find safe, mutually-respectful
relationships as adults is not helpful to focus on when a
woman is still worried about her immediate safety, being
bullied by a partner, negotiating a legal system that may
be re-victimizing, or blaming herself for experiences that
were beyond her control. Clinical approaches that focus
on helping women understand why they “unconsciously
chose” an abusive partner, that label survivors as “codependent” or “enabling,” or that hold them responsible for
their partner’s abusive behavior and for stopping it, are
undermining and potentially endangering.50 Focusing on
a woman’s childhood when she is currently unsafe is not
a productive approach. Freeing oneself from being dominated by past experiences, however, can be empowering.
Balance and timing are critical.

Jacqueline Campbell, R.N., Ph.D., uses this example: If a
person hears a loud noise and dives under the table and
she is a returning war veteran, the chances are that she’s
experiencing PTSD. If she’s just left an abusive partner
who has continued to stalk her, there’s an equally good
chance that she’s protecting herself being shot.

KEY CONCEPT:
While wariness, lack of trust, or seemingly “paranoid” reactions may be a manifestation of previous abuse and/or a
response to the trauma of current victimization,49 “hypervigilance” may also reflect a state of alarm that is necessary for survival.
Even though being flooded and overwhelmed is very distressing and likely to improve with treatment, viewing our
responses solely through a clinical lens devoid of social
context is problematic, as well. Our goal as advocates is
to find ways to hold these perspectives together – how
do we respond best to the needs of individual women
while at the same time working to change the conditions
that produce those needs in the first place?
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Part of what is important here is finding a balance
between clinical and advocacy approaches – how to both
hold onto the very helpful layers of understanding that
come from the trauma, child development, and emerging
neuroscience fields AND to ensure those understandings
are also viewed through a broader social and political lens.

Slide 2.80

Complex PTSD in the Context of DV: Re-enactment or
Re-entrapment? One way to think about this is by reframing the concept of reenactment as re-entrapment. For
example, are we talking about something that we are
doing – recreating earlier abuse dynamics (in an attempt
to master them) or about a perpetrator actively choosing to exploit whatever vulnerabilities we may have as a
result of previous violations?
This brings us back to our earlier discussion about risk vs.
vulnerabilities – is the problem located in the individual
or in an environment that isn’t accessible and a society
that fails to protect?

Slide 2.81

Understanding the Context: Coping and Survival Mechanisms: Let’s take one more look at mental health symptoms through this lens. We’ve talked about “symptoms as
adaptations” from a childhood trauma perspective. How
might we reframe this from a DV advocacy point of view?
We know that women who are dealing with an abusive
partner generally attempt to remedy their situations
themselves by talking, by seeking help, by fighting back,
or by trying to change the conditions either that they perceive, or are told cause, the abuse. When those attempts
fail, they may retreat into a mode that appears more passive and compliant, but which may actually reflect how
they have learned to reduce their immediate danger.

And, when those tactics no longer work, they may learn
to dissociate from feelings that have become unbearable
because they perceive that even if they cannot change
what is happening outside of them – or face life-threatening danger if they leave – they can at least try to change
their own responses and leave the situation emotionally.
For some women, substance abuse becomes another
way of either coping or leaving. For those who become
increasingly isolated from outside resources, suicide or
homicide may seem like the only way to end the abuse.51

Slide 2.82

Expanding Clinical Perspectives: Reframing Symptoms
and Disorders: So, how does an advocacy framework help
us think about these experiences? We’ve discussed how
trauma theory created a paradigm shift in our understanding of mental health symptoms – from viewing
many of those symptoms as purely biomedical in origin
to recognizing them as a (psychophsyiological) response
to the trauma of abuse. When we add a domestic violence
lens to the mix, we recognize that we are also looking at
women’s responses to the social realities of entrapment,
isolation, and danger or from a mental health recovery
perspective, responses to the ongoing social realities of
stigma, coercion, and control. In other words, we are not
just talking about the effects of traumatic experiences on
an individual but rather experiences that are created and
maintained through ongoing relationships between an
individual and the social and political contexts in which
they live.

Slide 2.83-2.86

Insidious Trauma: We talked earlier about the retraumatizing effects of more subtle forms of social and cultural
victimization – what a psychologist named Maria Root
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describes as “insidious trauma” – and the ramifications
of living in societies where stigma, discrimination, and
violence against women still abound.52 Here is another
place where there is much to be learned from advocacy
movements – not only about the dynamics of abuse at an
individual level, but also about how similar dynamics are
created and sustained at social levels, as well. One way
this becomes visible is when we expand an increasingly
sophisticated understanding of the traumatic impact of
abuse and violence to address the ongoing micro-trauma
of stigma, social discrimination, and social disenfranchisement that many women experience. It is not just the
experience of discrimination or victimization that influences women’s psychological development but also our
complex responses to those experiences (where, as Marcia Weskott describes, “devaluation is both internalized
and struggled against,”) and the social contexts in which
they occur. These struggles are clearly compounded by
abuse. It is those very strategies of resistance, however,
that subsequently become both traumatic adaptations
and important sources of strength.53
However, unless these sociopolitical dynamics are recognized, they will continue to keep women trapped in
trying to construct individual solutions for their “personal problems” and encourage the targeting of those
women with the fewest resources for not being able to
overcome incredible odds. Moving from seeing trauma
only in terms of individual experiences requiring clinical
or advocacy-based interventions, to understanding the
traumatizing social contexts that generate and reinforce
those experiences, requires us to keep the larger picture
in mind.

KEY CONCEPT:
More importantly it requires that we begin to develop ways
of transforming institutions, systems, and dehumanizing
ways of thinking, as well as supporting individual change.
As we think about these issues, it’s important to also
keep in mind the many layers of trauma women experience, in addition to the traumatic effects of discrimination

due to gender, race, ethnicity, sexual orientation, disability,
age, and socioeconomic status. These include: transgenerational trauma (the traumatic impact of our parents’
responses to trauma, most commonly written about in
relation to Holocaust survivors, but also relevant to survivors of other types of genocide), community trauma
(the traumatic effects of assaults on entire communities)
and institutional trauma (the traumatizing/dehumanizing
effects of interactions with social institutions, an all too
common experience for women with disabilities). 54
So, again, trying to hold both the social realities and its
traumatic effects in mind… are we talking about traumatic triggers? Or, are we talking about systemic revictimization?
Or, to put this another way, are we talking about individual disorders that cause disruption of functioning or
having to adapt to social conditions that continue to retraumatize?

Slide 2.87

Approaches to Perpetration – Clinical versus Political:
Another instance where we can see the need for developing approaches that integrate the psychological with the
political is in how we understand and respond to batterers.
Analyzing the social construction of domestic violence
provides another vehicle for understanding how the
personal, social, and political can intersect to sustain the
dynamics of abuse. For example, individual perpetrators have not only the psychological need but also the
social permission to terrorize and control their partners.
To a large extent, such psychological need is constructed
within a context where the expression of needs often
takes highly gendered forms. For example, while we
know that there is research indicating the high correlation between substance abuse and battering and that
a percentage of batterers have personality, narcissistic,
or antisocial personality disorders, it is important to
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recognize that, in general, batterers do not physically
assault their bosses or their neighbors. Rather, they
choose to abuse those whom they view as a legitimate
target. Understanding these dynamics requires shifting
from a strictly clinical perspective to one that recognizes
the relationship between clinical problems, cultural values, gender, and social institutions. While these power
dynamics are largely organized along gender lines, particularly in heterosexual partner abuse, physical capacity,
emotional vulnerability, age, stigma, and social status can
also play significant roles in domestic violence.55

become conscious that induces feelings of helplessness,
shame, and rage, and the need to punish a partner for not
preventing these feelings from arising.

Slide 2.88

Bridging the Philosophical Divide – Integrating Trauma
& Advocacy Approaches: We can see how our thinking
has evolved from traditional mental health models, to the
emergence of trauma theory and the introduction of the
injury model (i.e., what happened to you vs. what’s wrong
with you) to a growing understanding of complex trauma
(the impact of trauma on multiple domains) that incorporates developmental and dynamic dimensions. When we
add a domestic violence perspective to the mix, we also
begin to think about trauma in a broader social context –
what we might want to call really complex trauma. This,
in turn, requires that we develop more complex models.

Gendered Construction of Abuse: Understanding how
we internalize and recreate unequal and often abusive
power dynamics is central to transforming those systems.
The devaluing of feelings and relatedness, consigning
them to the realm of the female, is one of the ways gendered forms of abuse become systemized. In a genderpolarized world, men are more likely to learn to manage
their own vulnerability by denial or displacement. This
often takes place through socially tolerated ways of reestablishing a sense of equilibrium through domination
and subordination. These gender socialization paradigms
almost require that vulnerability and tenderness be split
off from consciousness and relegated to a devalued
female domain. This process also ensures that the capacity to address such feelings will remain underdeveloped
in men who are raised this way, (in turn, reducing their
ability to feel genuinely connected, human, and alive).56
As we’ve discussed, experiencing abuse in childhood may
compound these effects. Men who have been socialized
to feel that having needs or being vulnerable reflects an
intolerable weakness and loss of stature often expect
women to anticipate and meet their needs before they
are forced to acknowledge their existence and risk losing
their sense of identity and self-respect. It is often the gap
between having needs and having them met before they

It is this particular lack of integration that both impedes
the development of empathy and makes it difficult to
fully acknowledge and thus take responsibility for the
impact of one’s feelings and behavior on others. This, in
turn, can create the psychological conditions for abuse.57

Slide 2.89-2.91

Advocacy models add important contextual dimensions
that help broaden perspective, deepen understanding,
and expand the scope of potential interventions. Understanding domestic violence requires an ability to conceptualize the forces that sustain a perpetrator’s motivation
and ability to abuse or control a partner; the contextual
factors that mediate survivors’ experiences of abuse and
shape their options; and the individual and systemic factors that determine our responses to this issue.
By expanding the traditional pathology-in-the-patient
model to include social context, the problem or pathology can then be redefined as the perpetrator’s abusive
behavior; societal beliefs that tolerate or condone the
abuse; and the social, cultural, and political-economic
structures that sustain, support, and mediate its impact.

I I - 1 8 | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

Interventions derived from this type of model would
address women’s social as well as physical and psychological realities and provide more realistic opportunities
for prevention.

Slide 2.92-2.94
KEY CONCEPT:
Even though we talk about the different types of
trauma that can occur at any stage in our lives, how we
respond to those experiences will depend, in part, on the
responses of others in our families, communities, culture
and society.
Let’s try to visualize the layers of issues that survivors face
in dealing with domestic violence and healing from its
traumatic effects. For survivors living with a psychiatric
disability, each of these layers is intensified. For example,
not only is a woman dealing with what’s happening at
home with her individual partner, she also has to deal
with the responses from her friends, family, and community. Do they support her? Do they tell her to try to
work things out? Do they blame or reject her? Do they
side with her partner? Do they see her as credible? Are
they relieved that he’s “taking care of her?” What happens
when she reaches out for help? Do the systems she turns
to understand the dynamics of abuse, support her in her
choices, protect her safety and confidentiality and offer
access to resources? What is happening at the broader
social, political, and economic levels? Does she face policies that support her ability to free her life from violence?
Live independently of an abuser? Not risk being in worse
circumstances if she does?
And, when we add to this the principles of systems advocacy and perpetrator accountability, we also have to look
at what supports those conditions in the first place and
what we can do to change them.

Slide 2.95

Limits of Public Health and Bio-psychosocial Models:
Personal Attributes or Social Conditions? An advocacy
perspective can help reshape clinical approaches that
reduce complex social conditions to problems in the individual that can then be diagnosed and treated. It can also
add important dimensions to social science approaches
that focus on individual risk factors for, say, depression
or low self-esteem rather than on a society that too
often devalues and dehumanizes women, particularly
women with psychiatric disabilities. Public health models
broaden this framework by addressing social risk factors
such as poverty or lack of adequate housing, or race as a
risk factor for hypertension rather than the experience of
racism. 58 These models, however, tend to address risk factors as scientifically neutral categories, rather than as the
product of social, political, and economic policies. Both
models fail to address social power relationships and the
motivations that maintain them.

Slide 2.96

Advocacy Interactions in Context:

KEY CONCEPT:
Trauma theory makes us more aware of the individual
psychological aspects of our work – dimensions that have
been historically less of a focus for domestic violence programs (i.e., what we bring to our work and how our work
affects us).

Slide 2.97
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Provider Responses – Avoiding Painful Feelings:
Another way to look at the ways the social/political
and psychological can intersect is by examining our
own responses. For example, one way to manage our
very human fear of feeling helpless, powerless, or overwhelmed when hearing about painful and frightening
experiences or responding to symptoms or behaviors
that make us uncomfortable is through self-protective
techniques such as avoidance, blaming, distancing, or
pathologizing. Another is by invoking rules that make us
feel safer and more protected. As advocates, we have to
recognize and process our own emotional responses to
hearing women talk, not only about the abuse they are
experiencing but also the ways in which they have been
affected. We must be able to tolerate what we hear while
remaining “professional” (i.e., not have our own personal
needs get in the way of our interactions), yet available to
the women with whom we work. Advocacy training does
not always address the psychological impact of hearing
women discuss painful situations, particularly ones we are
unable to fix or in which a woman’s choices conflict with
our own. The feelings of helplessness that arise when we
see someone living with pain or fear that we cannot eliminate can be difficult to tolerate and contain. Moreover,
many of us have experienced abuse in our own families
or relationships and may have difficulty dealing with the
feelings evoked in us when we listen to other women talk
about theirs, unless there is a safe atmosphere in which
we can do so.
We may also have to deal with the feelings that arise
when faced with expectations of functioning competently in areas where we may not yet have the skill or
expertise. We may be afraid to be open to women who
are dealing with both domestic violence and a psychiatric
disability. We may be afraid that doing so will open a Pandora ’s Box, the contents of which we may not know what
to do about.

KEY CONCEPT:
Creating space to develop and practice new skills, explore
possible responses, and discuss challenging interactions
without fear of embarrassment is another way to develop
our capacities to attend to survivors’ feelings at the same
time that we may be struggling with our own.
Having access to experienced supervisors who can model
ways to raise an issue or phrase a question or gently push
us to articulate what is behind our discomfort and expectations for ourselves and for the women we work with
can also help us to develop and solidify new skills. 59

Slide 2.98-2.99

Need to maintain power and control; Need to protect
against feelings that arise when we cannot: If we find it
hard to tolerate acknowledging our personal vulnerability, it can be more difficult for us to empathize with someone who is feeling powerless in her own life. And, we may
find ourselves searching for ways to have more control in
order to protect ourselves from the feelings that can arise
when we do not.
One way this plays out is how we can be affected by our
work environments (do they provide opportunities for
collaboration and reflection? do we have the support
and supervision we need?) as well as by the larger social,
political and economic forces that affect our funding, our
workload, and the resources we can offer to survivors.
Sandra Bloom, MD, in her work on the effects of trauma,
talks about the impact of stress on organizations and
the parallel process that takes place between the individual, agency, and system levels. When we think about
how trauma can affect us as individuals, we can see how
organizational stress (e.g., being under-resourced, operating under siege, having an administration or board
that doesn’t provide the necessary supports) can lead
to similar responses (e.g., more constricted, rigid, numb,
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emotionally unavailable or shut down, more likely to rely
on rules, less likely to be flexible or empathic or to come
up with creative solutions). For example, when we think
about the human stress response that we talked about
earlier, particularly if the stress is chronic and unrelenting,
we remember how our brains begin to operate under
siege – we bypass “less critical” integrative functions and
go into survival mode.60

Slide 2.100

This slide raises an issue that advocates are acutely aware
of – how interactions that may be helpful in one context
can create problems in another. One of the key areas of
concern is about the way mental health records can be
used against women involved in custody cases or with
child protective services. At the same time, appropriate
(i.e., DV-, trauma-, culture-informed) mental health and
substance abuse treatment can be very helpful. This is
another arena where collaboration, cross-training, and
systems advocacy (i.e., how to document in ways that are
protective, how trauma may affect a woman’s testimony,
understanding symptoms in the context of ongoing
domestic violence, etc.), is important to our work.

SECTION VII – TRANSFORMING OUR
PROGRAMS, BUILDING COMMUNITY
COLLABORATION: WHAT WILL IT TAKE?

Slide 2.101-2.103

So, what will it take to ensure all survivors of DV and
other lifetime trauma have access to the range of
resources they might need? What will it take to change
this? Probably a combination of things we can do within

our own programs and others that will require collaboration. Let’s look at what that might entail.
Let’s return for a minute to where we started in Module One. What are the key elements of an integrated
approach to serving survivors living with a psychiatric disability? How do we begin to integrate our understanding
of domestic violence, trauma, and mental illness as well
as the larger social, political, and economic factors that
affect all of our lives?
Let’s go back to the questions we posed earlier and think
about how what we’ve been discussing might change
the way we structure our programs and do our individual
work. If we want services to be truly accessible, how
does that change our notion of core services? Would
that mean providing more comprehensive services? How
could we do that and still maintain a grassroots advocacy
approach? How might we incorporate principles of “woman-defined advocacy” in working with survivors who also
have a psychiatric disability?61 What could we change just
by shifting our stance and expanding our perspectives?
What would require more comprehensive solutions?
What about other options, such as developing community partnerships to ensure that women can receive the
services that they want and need in the agencies of their
choice (where they feel the most welcomed and comfortable and services feel most helpful and relevant)? What
would it take to create this?

Slide 2.104

Addressing Domestic Violence in the Context of Living
with a Psychiatric Disability: In developing services for
survivors who are experiencing a psychiatric disability,
there are a number of additional issues to keep in mind,
including the following:
Mental health crises (suicide attempts, psychotic episodes) may reflect a crisis in a woman’s social network,
such as abuse or abandonment by an intimate partner
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or someone else a woman depends upon. If these issues
are recognized and addressed proactively, it may prevent a crisis from developing.62 With the exception of
a few model programs across the country, there is very
little trauma- and domestic violence-sensitive crisis or
transitional housing for women who have a mental illness.63 And, as we know, domestic violence shelters are
often unequipped to work with women who are acutely
symptomatic and/or who may not feel comfortable in a
shelter environment. Alternatively, with sufficient staff
training and administrative commitment, local respite
beds could become safe havens for women who are currently in danger and experiencing psychiatric symptoms
or abuse-related crises. Additionally, partnering with local
peer support providers could potentially assist women in
shelter who need additional supports.
Women who have a mental illness often face significant
custody hurdles that are exacerbated by the abuse and
manipulated by abusers. Women with mental illness are
certainly capable of being good parents, particularly if
they have the supports they need. Yet, stigma associated
with mental illness makes this more difficult to achieve
and increases the abuser’s ability to use custody-related
threats against his partner. Parenting support is a
critical component of both mental health and advocacy
interventions.
Safety plans for survivors with a psychiatric disability
should address both safety from ongoing abuse and preferred methods of de-escalation during crises, and what
kinds of things make the crisis better or worse, including
who they would and would not like to be notified and/
or involved, should they not be in a position to make
decisions at the time (See Module Four for more detailed
description).
Psychiatric hospitalization can be made more empowering by providing an opportunity for women to refuse calls
or visits from an abusive partner and by providing advocacy interventions and safety planning on-site. Encouraging women to maintain phone contact with children,

when possible, helps to demonstrate their commitment
and capacity to parent. Having women notify employers
of their absence increases the likelihood of retaining their
jobs post-hospitalization.64 Anyone who is hospitalized
on a psychiatric unit should be asked about abuse and
safety issues on admission and at discharge.
Trauma recovery and skill-building interventions are
successful for women diagnosed with mental illness but
require increased supports and slower pacing. Several
trauma treatment models are currently being evaluated
for use with women and/or people with mental illness
that can be integrated with domestic violence-specific
interventions. In addition, there are a number of trauma
recovery models that have been developed for working
with survivors of childhood abuse, some of whom also
have psychiatric disabilities. They include Trauma Recovery Empowerment Model (TREM), Cognitive-Behavioral
Therapy for PTSD, Risking Connection, the Sanctuary
model, and Trauma Adaptive Recovery Group Education
and Therapy (TARGET).65
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Serving Survivors Living with Psychiatric Disabilities –
What We Can Do: Let’s look at this a little more closely.
What would it take to create an inclusive, welcoming,
destigmatizing environment? What would it mean to
create services that take into account traumatic effects
of domestic violence and other lifetime trauma and how
that may play out in DV/shelter and/or other settings?
First, it would mean not conducting pre-intake screenings
except for domestic violence and not “screening out” for
mental health issues or having a history of psychiatric
treatment. Second, it would mean making it safe for survivors to discuss any mental health concerns they have
while they’re in shelter – if they choose to – by providing
destigmatizing information and opportunities to discuss
what would be most helpful to them.
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Things that could be discussed at intake (once a woman
is in shelter), include:
1. How shelter living can be difficult for anyone, the
kinds of issues that often arise and what you can
do to create a more comfortable and supportive
environment (this will be discussed in more detail in
Module Three);
2. The ways abusers use mental health issues against
their partners as strategies of control (e.g., control
treatment, meds, stability, sanity, commitment, custody, credibility, undermine self-worth, sense of
options, etc.) and possible strategies for addressing
these forms of abuse;
3. Common responses to abuse & other trauma (normalize), and how these responses can interfere with
accessing safety, processing information, or with
remembering details for legal cases; and
4. What survivors anticipate might be difficult or challenging (e.g., level of sensory or emotional stimulation, physical space, privacy needs, how she deals
with stress, what might be triggering such as lights
out, locked doors, rules, “home” “family” environment,
other women’s stories, and certain chores, and what
escalates her distress) AND what could be done to
ameliorate this (i.e., what helps, what is soothing,
such as being alone or not being alone), what is safe
when she doesn’t feel in control or able to make decisions; ensuring choice and flexibility re: participation
(i.e., non-mandatory groups and other required vs.
optional activities, respite from childcare); non-disempowering medication policies, access to additional
mental health and/or drug and alcohol services, and
fostering a sense of community and mutual accountability (responsibility to each other) rather than having to rely on rules.
Other aspects of creating an inclusive welcoming environment include creating an agency culture that attends
to emotional as well as physical safety of residents and
staff. Trauma-informed aspects of inclusive design

include the issues we have discussed already: recognizing
“symptoms” and challenging behaviors as adaptations
and survival strategies; being able to talk about the ways
trauma can disrupt self-capacities (ability to manage feelings, trust other people, trust self/feel worthy of life); and
offering strategies for enhancing or developing new feeling skills. Trauma-informed services also attend to both
survivor and advocate needs and concerns by fostering
psychological awareness and self-reflection – a kind of
psychological literacy, if you will.
This type of flexibility provides a wider range of options
for survivors to choose from while the advocacy program adapts to the survivor, rather than the other way
around. This is similar to Jill Davies and Eleanor Lyon’s
concept of “woman-defined advocacy” where interventions are designed around a survivor’s self-defined needs
and priorities.66
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What additional steps, services, tools? Learning from
Peer Support Models: What are some of the additional
services and tools that would help support our ability to
meet the self-defined needs and priorities of survivors?
What can we learn from mental health peer support models that are consistent with an advocacy approach? As
we mentioned in Module One, there are a number of peer
support models. One approach would be to work with
state or local peer support groups to develop strategies
for cross-training, cross-consultation, and possible colocation of services. In Illinois, the state Division of Mental
Health has an office of Recovery Support Services that
oversees training, certification, and hiring of consumers as
Recovery Support Specialists in all of the state-run psychiatric hospitals, and oversees training and certification of
recovery support specialists at community-based mental
health centers throughout the state.

PA R T I C I PA N T G U I D E | I I - 2 3

A C C E S S T O A D V O C A C Y : S E R V I N G W O M E N W I T H P S Y C H I AT R I C D I S A B I L I T I E S I N D O M E S T I C V I O L E N C E S E T T I N G S

There are also a growing number of consumer run service
and advocacy programs. For example, in Illinois, we are
working on developing a model for training advocates to
better understand the experience of people with psychiatric disabilities and the types of supports and self-help
interventions that might be most helpful. One aspect of
this module would be for advocates to have the opportunity to develop an increased level of comfort in working
with survivors who have a mental illness by partnering as
peers. At the same time, training peer support providers
on domestic violence and trauma extends the range of
women who can access domestic violence services both
within the mental health system and the community
and within DV programs. Peer support specialists can
also potentially serve as consultants to DV programs, in
tailoring services or providing direct support to women
who might otherwise not feel comfortable in a DV shelter.
At the same time, advocates could potentially provide
services (e.g., education, information, groups, individual
counseling) to women in mental health and peer
support settings.
In addition to creating new partnerships, there are a number of consumer-developed tools that could be adapted
to incorporate issues specific to domestic violence. For
example, we’ve begun working with Mary Ellen Copeland,
PhD to adapt her Wellness Recovery Action Plan™ to
incorporate DV safety planning (not only what I can do
to keep myself well, but also what I can do to keep myself
and my children safe). This will also be discussed in more
depth in Module Three. A psychiatric advance directive is
a legal document for delineating what you do and do not
want done and, more importantly, who you do or do not
want involved in your care, if there becomes a time when
you can’t make decisions for yourself. This will also be discussed in Module Four.
In Illinois, this partnership contributed to changes in the
state Medicaid rule, which now requires funded providers
to ask about current and past abuse and ongoing safety.
Medicaid also pays for peer support services.
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Infrastructure: The next step in creating new layers of
services is to think about what our infrastructure needs
might be. As we can see, developing the capacity to
provide inclusive services raises a number of issues.
For example, do we need additional ongoing training
and consultation/TA? Is a 40-hour training sufficient
to develop the knowledge, skills, and self-awareness to
address these more complex issues? What kind of supervision and support do advocates need to serve women
with a wider range of needs? What kinds of additional
services do we want or need to provide? In-house?
Through contractual arrangements with consultants?
With community agencies? Through community partnerships? What kind of outreach to and training for other
community providers do we need to support? How do
we ensure our own staff are sufficiently resourced (e.g.,
salaries, benefits, vacation, staffing levels, supervision, and
consultation) and supported?
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Community Resources: What kinds of community
resources do we want to cultivate? Ones that ensure
safety (are DV-informed), promote self-determination and
recovery, are universally accessible, culturally attuned and
trauma-informed, and that provide parenting support
and address the needs of children – and, mental health
services that also provide high quality trauma treatment (i.e., are trauma-competent). Mobile crisis teams
are a resource in some larger urban centers that provide
on-site assessment and intervention for people in crisis,
including in DV shelters. Working with mental health providers, agencies, and public systems in your community to
create gender specific, culture, DV, and trauma-informed
crisis units/beds is one way to try to fill an important ser-
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vice gap for women in danger from an abusive partner
and from a mental health crisis. Ensuring that the places
to which we refer survivors who need additional services,
including hospitalization, are trained to address issues of
safety and confidentiality, removes some of the anxiety
of serving women who may at some point no longer be
safe in your shelter. Planning for crises in advance, like
domestic violence safety planning, can also mitigate
some of these concerns. Also, working with providers
who offer community support services for women with
psychiatric disabilities, including supported housing and
employment, consumer run drop-in centers and advocacy groups as well as Centers for Independent Living
(CILs) to also address trauma and domestic violence will
help broaden survivors’ network of support.

Maximizing trustworthiness (through clarity, consistency, and maintaining appropriate interpersonal
boundaries)
Maximizing survivor choice and control
Maximizing collaboration and sharing power
Prioritizing empowerment and skill-building
These should be reflected in formal service policies;
assessment and service planning; and hiring practices
and administrative support
All of these principles are consistent with a domestic
violence advocacy philosophy although the focus of DV
programs, by necessity, is more on taking action than on
building new emotional skills, and if skill-building is part
of programming, it is more likely to focus on practical
skills (i.e., budgeting, financial planning, job readiness).
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Trauma-Informed/Trauma-Sensitive Domestic Violence
or Other Services: We’ve talked a lot about what it means
to be trauma-informed at the individual provider level.
Let’s take a minute to look at how that might translate
to an agency level. This comes from the work of Maxine
Harris, Ph.D. and Roger Fallot, Ph.D., who coined the term,
trauma-informed. 67 Again, this was revolutionary for the
mental health field, moving from a more paternalistic,
pathologizing stance to one that is collaborative and
empowering. For advocates, many of the principles are
consistent with our own, although the overall focus of
trauma-informed work is still clinical. However, there’s
no reason not to adapt and reframe those strategies that
make sense for an advocacy context.
One of the key points they make is the importance of
having the entire agency undergo a self-assessment
and be committed to incorporating the following principles into all aspects of agency practice and policy; the
domains they’ve identified include the following:
Ensuring physical and emotional safety

Trauma-Competent Mental Health Services: We’ve
talked about what we mean by trauma-informed services. What do we mean by trauma-specific or traumacompetent services and why is that useful? Harris and
Fallot make a distinction between the concept of traumainformed (sensitive to the experience of trauma survivors)
and that of trauma-specific mental health or substance
abuse services – services that are specifically designed to
facilitate trauma recovery. When referring women and
children to mental health providers in your community, or
contracting with providers to work with survivors on-site,
it’s important to know whether or not they both understand domestic violence, know how to document appropriately (see Module Four) and are trained to provide
trauma-specific treatment, which includes the following:
Ability to assess the impact of trauma on development, life trajectory, current symptoms, and behavior
as well as sources of resilience & strength;
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Ability to incorporate an understanding of the emotional, biological, cognitive, developmental, relational,
parenting, etc. dimensions that may be affected
by trauma;
Ability to provide treatment for single event trauma
[Cognitive Behavioral Therapy (CBT)] and complex
trauma [Interpersonal Self-Regulation and Affect
Regulation Therapies (IATs)] plus or minus other
co-occurring conditions, in addition to ongoing
exposure/danger from an abusive partner – in other
words, treatment of complex trauma as well as PTSD
with attention to domestic violence;
Ability to support safety, affect regulation, self-capacities, skill development, parenting and attachment,
and rebuilding connections to one’s community;
Recognition of the importance of healing connections, collaborative partnerships and attends to
survivor choice and survivor strengths; and
Recognition of the need for provider self-reflection
and self-awareness, ongoing training and supervision
and agency support .68
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How does one heal while still under siege? In addition
to being trauma-competent, we want to make sure the
providers to whom we refer adapt their interventions
to address the needs of survivors experiencing ongoing
abuse. One way to do this is to partner with clinicians to
develop strategies for addressing both mental health and
advocacy needs. For example, when a woman is dealing
with a psychiatric disability as well as ongoing domestic violence, she faces a number of issues – not just the
safety, economic stability, and support issues many survivors face, but also how to manage her mental illness and/
or trauma-related symptoms. It is only recently that we’ve
been thinking about the question. How does one heal

while still under siege? Obviously, any model we come
up with would need to address all of these domains. The
overarching goals of advocacy-informed clinical interventions are to promote safety, foster connection and
empowerment, enhance freedom and choice, assist in
recovery from the traumatic effects of abuse and/or mental illness, and help survivors to rebuild their lives.69
In addition, incorporating an understanding of the impact
of trauma and psychiatric disabilities into legal advocacy
is another area where there is much work to be done,
including issues of confidentiality and information sharing when making referrals to other systems; working
with mental health providers who know how to document in ways that do not place women in jeopardy and
moreover, help them build their legal case; and working
with law enforcement and the criminal and civil legal systems to minimize the trauma to survivors who interface
with these systems and to recognize the role of stigma
in advancing an abuser’s agenda. These issues will be
addressed in more depth in Module Four.
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Issues of Culture, Community and Spirituality: Another
key dimension we have been touching on is that of culture, community, and spirituality. The concept of inclusive
design, as we learned earlier, also applies to race, culture,
ethnicity, religion, socioeconomic status, age, sexual orientation, gender identity, etc. Creating a universally accessible program means attending to these dimensions, as
well. It also means thinking about models for healing
that are not necessarily mental health system-based but
may involve community-based and/or culture-specific
models as well as other kinds of healing or spiritual practices. And, learning about survivors’ experiences dealing
with immigration, immigration status, war, torture, and
loss in addition to domestic violence is also critical, as is
learning about women’s sources of strength, connection,
and resilience. And, as we know, we all have many dimen-
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sions and many aspects to our identities. Remember in
Module One when we talked about supporting women to
live independently (or connectedly) in the communities
of their choice? That means learning from women what
is important to them at a given point in time and what
role their various “communities” play in supporting them
along their way.
Influencing Public Policy by Developing Strategies: How
do we accomplish all of this? First, we can think about
how much we might actually be able to change within
the constraints of our existing resources – through education and training, through reevaluating our program
philosophies and policies, and through our relationships
with community partners. A lot can be achieved just by
learning from each other, identifying resources we hadn’t
previously known about, and engaging in formal or informal cross-training, cross-referral, and cross-consultation.
This type of process can also help to identify gaps in services for which additional resources are still needed.
Having a broader base from which to mobilize may also
help in the process of garnering the necessary funding
to improve existing services, develop new staff capacities (education, training, staffing, enhanced supervision,
consultation for staff in each sector) and create new
resources for survivors (new onsite services, contracting
out services, linkages with other agencies). And, because
the many issues survivors face do not necessarily parallel our current funding silos, we will also need funding to
support these cross-sector collaborations at the agency,
community, and state/system levels.
Ultimately, though, we want to be able to build the kinds
of partnerships that not only help us to ensure survivors
have access to the full range of resources they need to
find safety and reclaim their lives, but that also help us to
prevent violence against women in the long run.
This brings us back to the broader social context…
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Denial and Social Replication: Here is one way to put all
of what we’ve been talking about together – by creating
an integrated framework, not only to help us respond to
the needs of individual survivors but also to deepen our
own understanding of what it might take to eventually
prevent violence against women. If we only look at the
social political factors that shape social norms, we are left
without understanding how, as individuals, we come to
adopt or resist them. If we only look at individual development, we lose sight of the social/political forces that
shape our world and our possibilities. We clearly need to
hold in mind all of these dimensions.
For example, if feelings of empathy and relatedness are
not equally valued and respected in men and women we
will always have disparity within the economy of gender.
Unless as a society we begin to integrate the instrumental with the relational, action and behavior with wisdom
and compassion, intervention with prevention, and policies driven by short-term goals with a long-term social
vision, not only will gender-based violence be difficult to
eradicate, but stigma and discrimination will be as well.
That same denial of feelings and devaluing of the interdependent aspects of human concerns makes it difficult
to generate policies that are more collaborative, sociallydirected, and prevention-oriented, or generate long-term
strategies that reflect concerns for social awareness, social
responsibility, and social justice. However, creating a
society that reflects all of our needs for connection and
autonomy, for respect and for nurturing, for safety and for
freedom, and for creativity and productivity, is one of the
major tasks that we all face.
When we ask what survivors need from individual advocates, we also need to ask what we as advocates need
from our own agencies in order to respond to those
needs. When we do not address the denial of intolerable
feelings at a personal level, we are in danger of recreating
them not only in individual relationships, but also in social
and political forms. And, when socially sanctioned abuses
of power are not acknowledged, they are often internalized and reproduced through our individual interactions.
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In order to prevent domestic violence in the long-run,
we’ll need to address both the individual and social conditions that create and support this kind of violence in
the first place. 70
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Preventive Public Policy Agenda
Envision a public policy agenda that reflects all of the
concerns we have been addressing – universal access,
inclusive design, domestic violence-, culture- and trauma–
informed, survivor defined. We invite you to keep thinking about what else is needed and how we might get
there, together.
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Access to Advocacy

Module Two

Framework for Understanding
the Intersection of Domestic
Violence, Trauma &
Psychiatric Disabilities
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02.0
Copyright Warshaw/DVMHPI 2007

Learning Objectives:
Developing a Shared Understanding
Needs, Barriers & Strategies for
Collaboration
Key issues Facing Survivors
The Impact of DV and Other Lifetime
Trauma
Trauma Theory and its Implications
Strategies for Bridging Perspectives
Integrated Approach for Responding to
Survivors
dvmhpi

2.1

The Need for Collaborative
Partnerships
To:

Enhance ability of DV & Disability
programs to address Trauma/MH and to
serve women living with psychiatric
disabilities
Improve capacity of MH system and MH
peer support services to address
DV/Trauma
Improve legal, CPS and law enforcement
responses to DV, trauma, & MI

dvmhpi

Develop collaborative service delivery
models & community networks – No
wrong door…
2.2

1

Overview: Defining the Need
• Exposure to current and/or past abuse
Is endemic in the lives of women living with
psychiatric disabilities
Plays a significant role in the development and
exacerbation of psychiatric disorders

• Systems survivors turn to, unprepared to
address range of issues they face
Lack of capacity impedes recovery, increases
risk for further victimization
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2.3

Overview: Defining the Need
These risks are compounded by:
Poverty, homelessness,
institutionalization, unsafe living
conditions,
Dependence on caregivers, lack
of appropriate services, and
Stigma associated with mental
illness and other types of
discrimination
dvmhpi

2.4

Overview: Defining the Need
DV can have serious MH consequences
Women diagnosed with a mental illness (MI)
at greater risk for abuse
Abusers use MH issues to control their
partners
Limited collaboration between sectors
Impacts safety, custody, credibility, access
to resources
Lost opportunities for prevention
ADA and Fair Housing Laws
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2.5

2

Addressing Trauma &
Mental Health in the
Context of Domestic
Violence
Needs, Barriers & Issues
for Collaboration
62.0
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Domestic Violence & Mental Health

Concerns of DV Programs

Recognition of traumatic impact of DV
Changing demographics; increased need
Lack of resources to address MH/trauma needs
Challenges of communal/residential setting,
power differentials
Impact of rules and security issues
Implications of clinical vs. advocacy orientation
Impact on staff: VT, own experiences, T-CT
Philosophical and practical barriers, Unintended
consequences
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2.7

Changing Needs,
Changing Response?
Improved public awareness and legal
protections
Growing disparities in income
DV Programs see women with greater lifetime
adversity, more complex array of problems
Poverty, homelessness, immigration, war,
childhood victimization, multiple forms of
discrimination, MI and substance use
Increased risk for multiple victimization
Increased vulnerability to traumatic effects of
abuse
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2.8

3

Issues for Shelters

Need for Additional Training & Support
Range of demands; 24 hour security
Specific challenges to women
experiencing MI and/or MH
consequences of abuse
May benefit from more structure or
assistance; Require more resources
Piecemeal additions vs. Universal Access
& comprehensive services
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2.9

Trauma in the Context of Ongoing Domestic
Violence: Questions to think about…
Advocacy:
How to best address MH sequelae of abuse
while maintaining an advocacy and social
justice focus & ensuring women’s experience is
not pathologized

Mental Health:
How to ensure access to high quality cultureand DV-informed trauma treatment that
attends to issues of safety, custody, credibility,
confidentiality, strengths, accountability,
restitution and justice under conditions of
diminishing resources
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2.10

Issues for Collaboration: Concerns
of DV Programs
Practical

Accessibility varies
widely
Eligibility criteria
confusing
Lengthy referral
process
Service uneven
Priorities, time and cost
Lack of transportation
and childcare
Lack of language and
culturally appropriate
services
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Philosophical

Survival strategies seen as
disorders
Meds not always tied to
other services
Dangers of couples
counseling
Batterer’s use of MH to
control partner
Diagnoses used against
women in custody battles
Stigma associated with
mental health services
Importance of advocacy
unrecognized
2.11

4

Programmatic Concerns Related
to DV Program Eligibility Criteria
Majority serve women with MH disabilities
Use multiple eligibility criteria
85% ability to function in shelter
72% currently in crisis
57% currently suicidal
50% current substance use
43% any psychiatric treatment or psych meds

Factors taken into account
Not necessarily to screen out
Likelihood of benefiting from services vs. safety
concerns
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2.12

Issues for Collaboration
Challenges for DV Programs
Myths and stigma about MI
Fear about MI
Responses vary with level of training,
experience and resources
Without resources, strategies
include:
Eligibility constraints
Rules that do not accommodate range
of needs
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As one advocate said…
“Mental health issues can be
scary and frustrating, like
anything else you’re not aware
of. The more I learn the more
my ideas are shown wrong.
When you don’t know you
make a lot of assumptions and
wade through, not making the
impact you want.”
dvmhpi
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5

DV Program Resources
Survey
• 12 % full or part-time clinician on staff
• 32% limited access to community MH
services
• 6% no access to CMHS
• 50% staff have had no training re: MH
issues
Pilot
• Psych residents, onsite clinician, onsite
child clinician
• Referrals but don’t know staff, multiple
barriers
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2.15

Summary: Challenges for
DV Programs
Shelter life presents specific challenges to
women experiencing MI and/or MH
consequences of abuse
May benefit from more structure or
assistance; conflicts with “empowerment”
(bootstraps) approach
Lack of Community MH Services
Lack of MH training for DV shelter staff
May require more time & energy; staff
already overwhelmed, BUT….
Piecemeal additions vs. Universal Access
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DV Programs Recommend
Survey
Increased collaborations with MH providers
including co-located services, joint trainings,
streamlined referrals
Increased funding for community MH resources
More MH specific training for staff, including meds,
symptoms of MI
Pilot
Cross-training: Feel more effective, take things less
personally, have more reasonable expectations,
more empathy, recognize symptoms as
adaptations
Interagency relationships: Personal relationships
with agency/providers
Job Shadowing
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6

In the Words of a DV
Director
“What

I hoped (from Pilot) was that people would
feel more comfortable talking about these kinds of
issues, that when women said, “You know I’m
feeling depressed and last night I sort of drank
myself to sleep,” that people DV staff) wouldn’t
change the subject and that they would feel okay
about talking about it more. I wanted to increase
people’s comfort level and to understand the
connection between chronic and severe abuse
and what it can do to people And, to more or less
expect that this could be there, rather than
thinking most women who come in, who have
experience domestic violence, if they could just
get away from this guy everything would be
great.”
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2.18

Barriers for Mental Health Providers in
Responding to Trauma & DV
Private Sector

Public Sector

Lack of resources and
training
Time constraints
Diagnosis-driven
reimbursement system
Intrusive micromanagement
Abuser control of health
insurance

Under-resourced
Services not targeted
toward women
Parenting often not
addressed
Little support to address
long-term trauma issues
Lack of DV/trauma,
respite or residential
programs
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Community Mental Health Center
Needs Assessment Survey
N=26

Intake, Assessment and Services
50% provide couples therapy for DV
75% refer patients to DV programs
19% provide MH assessment and
services for DV programs
Cite lack of training, lack of knowledge
about/access to resources and options
Ask, but then what?????
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7

A Mental Health
Provider….
“I think it’s (DV) probably something
that scares most of us, especially if it’s
something that’s so current in a
person’s life. If somebody walks in and
they’re suicidal and they’re psychotic,
you can make them safe, you take the
controls and send them to the hospital.
This (DV) is different, if somebody is
unsafe, in a way you have to sort of
help them to make themselves safe.”

dvmhpi

2.21

Barriers for Survivors
DV Programs
Stigma
Women with MI/SA
sometimes turned away
Residents & staff may not
understand symptoms
May have difficulty with
meds
Shelters can be restrictive
& retraumatizing
Religious & Cultural
barriers

Mental Health System
Stigma
Cultural sensitivity; language
Negative experiences with
couples’ counseling
Feeling disempowered
Unable to choose provider
Priorities, time and cost
Abuser control of
insurance/treatment
History of coercive Tx
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Issues for Collaboration:
Survivors Recommend
Provide long-term counseling at DV programs
Train mental health providers to:
Understand dynamics of DV
Become aware of community resources
Not blame victims
Be wary of abuser control of treatment
Not involve abuser in treatment
Not overemphasize the role of medication

MH Consumer Survey

Want information: DV, safety, legal, kids, AD, WRAP
Want access to resources
Want support
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8

Challenges for Collaboration
Common Goals
Health, Safety, Freedom,
Connection

Different Focus
Healing the consequences of
abuse
Mobilizing resources to end the
abuse
dvmhpi

2.24

Prevalence of Abuse Among Women with
Psychiatric Disabilities and/or who Receive
Outpatient Mental Health Services

Type of Abuse
Adult physical
Adult sexual
Child physical
Child sexual

Prevalence
42%-46%
29%-38%
35%-59%
42%-45%

MI
87%
76%
87%
65%

Women living with chronic mental illness experience higher rates of
abuse Women abused in childhood experience higher rates of
psychiatric symptoms, homelessness and sexual assault as adults
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Jacobson 89, Lipschitz et al 96, Goodman et al 95

2.25

DV and MI: Inpatient
Studies
Lifetime Exposure
44% women Adult PA; of those 59% IPV
62% women experienced IPV

Current Exposure
64% adult PA; of those 56% living with
perpetrator

Those with ongoing relationships (M,F)
62.8% partner, 29% past year
45.8% PA by family member
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DV in the Context of
Mental Illness
Prevalence of lifetime abuse high
Reports of abuse attributed to delusions
Recent abuse often precipitates symptoms
Identity may be constructed around illness
History of institutionalization & coercion
Responses to previous trauma may risk
Symptoms & stigma of MI increase risk
Symptoms of trauma may mimic MI
Flashbacks/hallucinations, dissociation/psychosis,
emotional lability/bipolar disorder
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PTSD in the Context of MI
In addition…
PTSD can develop in response to first
psychotic episode,
Or, involuntary hospitalization
Or, seclusion and restraint, encounters with
police, exposure to others with MI
Fear of assault by other clients or actual
assault by clients or staff
McGrory et al, 1991,Shaw et al, 2002, Shaw et al, 1997, Frame and Morrison, 2001, Priebe
et al, 1998, Frueh et al, 2000, Meyer et al, 1999
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PTSD Among People Living
with MI
Rates of PTSD disproportionately higher among
people with MI:
28% - 43% (14% 1st admission);
8% - 9% among General Population

Risk Factors for PTSD:
Severity of exposure, number of events and childhood
victimization
Presence of MI increases risk of PTSD after exposure

Trauma + MI
increased symptoms +
hospitalization
Excessive rates of both lifetime abuse and PTSD
suggest social + biological etiology of MI (i.e. stress
diathesis/trauma model)
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North et al 1997, Mueser et. al. 1998, 2002, Perry 2001, Read et. al.
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Domestic Violence: Mental
Health Impact
Diagnosis
• Depression
• Suicidality
• PTSD

Prevalence*
• 50.0%
• 20.3%
• 61.0%

*Weighted mean prevalence across studies. Rates differ by
setting. In shelters, Depression = 63.8%, PTSD = 66.9%,
Suicidality = 29.6% J. Golding et al 2000
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Mental Health Impact of DV:
Limits of Research
Rates vary with setting
Inconsistent measures
Small sample sizes
Lack of culturally diverse samples
Cross-sectional designs
Timing of assessment generally not
indicated
Yet, still significant impact across
studies
dvmhpi
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PTSD in the Context of
Domestic Violence
Increases risk for major depression
Affects help seeking and decisionmaking
Prevents mobilization of resources
Increases risk of being isolated &
controlled
Interferes with health and mental
care
dvmhpi

2.32
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Posttraumatic Stress Disorder
Exposure to overwhelming
trauma
Intrusive re-experiencing
Avoidance of stimuli
Increased arousal
Duration more than 1 month
Significant distress or impairment
Alterations in neurophysiology
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2.33

Domestic Violence & Lifetime
Trauma: What Advocates See
Significant proportion of women have
experienced multiple victimization
Women abused in childhood more likely
to be victimized as adults and more
likely to develop “PTSD”
DV programs not focused on previous
trauma
MH providers less focused on current
abuse
Kessler & Bieschke 99, Arata 99, Breslau et al 99, Astin et al 95
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Substance Abuse, Trauma & DV
Rates are higher among women who have
been victimized
Self-medication common and may be
symptom specific
May be coerced into using or dealing
increasing reluctance to call police for help
Increases risk for coercion
– May begin in childhood, may be part of the
abuse
– Increases risk for HIV/STD, unplanned pregnancies
– Stigma of mental illness adds to perceptions as
legitimate target
– Diminishes capacity to keep oneself safe
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Psychological Impact of Domestic
Violence: What Women Describe
Psychological Impact:
Sadness, loss, despair, depression
Loneliness, shame, isolation
Confusion, guilt
Lost sense of self, insecure about
capabilities
Fear, anxiety, stress, terror
Physical symptoms
Concerns about children
dvmhpi
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Bridging the Gap

Addressing Philosophical Barriers
Advocacy Model
• Power & control
• Safety &
empowerment
• Advocacy,
support, access
to resources

Clinical Model
• Individual or
system pathology
• Control of
symptoms
• Treatment,
medication
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Violence Against Women
MH Effects of Abuse Dx
Depression
Panic disorder
Eating disorders
Dissociative disorders
Substance abuse
Psychotic episodes
PTSD
BPD/Complex PTSD/
DESNOS
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Common in Women
Major Depression
Dysthymic Disorder
Panic Disorder
Eating Disorders
Social Phobia
Simple Phobia
PTSD
BPD/Complex
PTSD/DESNOS
2.38
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Integrating an Advocacy
Perspective into Clinical Models

Paradigm shift for clinicians
Expanding traditional models
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Paradigm Shift for the DV Movement:
Complex Trauma, Complex Needs
Reframing MH from trauma perspective.
Addressing DV in context of lifetime trauma.
Destigmatizing vulnerability, accessing new
skills
Supporting women’s resilience and strength
in facing the consequences of multiple
forms of abuse and oppression
Creating environments that are nonretraumatizing.
Creating environments that foster healing,
empowerment and connection
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Bridging the
Philosophical Divide
The Emergence of Trauma
Theory
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Emergence of Trauma Theory:
Why is this helpful to know about?
1980 PTSD DSM III
Social demand to name overwhelming and
disabling effects of exposure to war on Vietnam
Vets
What happened to you vs. what’s wrong with you:
Robust but missing dimensions

Now, vast literature; traumatic stress studies field
Sexual Assault & DV Movements: RTS, BWS
Child Sexual Abuse/MH System Survivor
Movement
Child Trauma Field
Neuroscience, genetics, child development
PTSD + Co-morbidities vs. Complex Trauma
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van Der Kolk and Courtois 2005

2.42

Traumatic Experiences: Prevalence in
the US: National Co-Morbidity Study
N=5,877 ages 15 to 54

Percent of general population with at least 1
lifetime traumatic event
60.7% of men and 51.2% of women

Lifetime prevalence of PTSD general population
7.8% (5% men, 10.4% women)

Lifetime PTSD among those exposed to trauma
8% men and 20% women
30% chronic and persistent

Type of exposure
Sexual assault, IPV vs. combat, physical assault,
threat with weapon

dvmhpi

Kessler RC et. al. Archives of General Psychiatry. 1995;52(12):1048-1060

2.43

ACE Study: 7 Categories of
Adverse Childhood Experiences
N=9,508 Adults in HMO
Physical, Sexual, Psychological abuse, Witness violence
toward mother, Household members with substance
abuse, Suicide Attempts or Incarceration

50% at least one
25% reported 2 or more
Dose response between # of experiences
and:
Alcoholism, drug abuse, depression, suicide
attempts, smoking,, poor health, 50 or more
sexual partners, obesity and physical inactivity
CHD, CA, liver disease, skeletal fractures and
COPD

dvmhpi

Felitti et al 1998
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Sexual Assault Movement
Recognition of intimate partner
assault
Rape Trauma Syndrome and PTSD
Gender analysis
Crisis intervention
Cognitive Behavioral Therapy

dvmhpi
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Child Sexual Abuse &
MHS Survivor Movement
Developmental effects of chronic
abuse
Frequent misdiagnosis
Retraumatization within the MH
system
Symptoms as adaptations
Emphasis on healing
Multi-dimensional treatment models
Co-morbidity vs. Complex PTSD
Injury Model
dvmhpi
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Borderline or Traumatized?
BPD predominantly diagnosed in
women
68% to 86% have histories of
experiencing or witnessing abuse in
childhood
Survivors of severe long-standing
abuse are more likely to develop a
psychiatric disorder
May present with 6 or 7 discrete
diagnoses
dvmhpi

Bryer 87, Herman 89, Pata 90, Westen 90, Wagner et al 90,
Briere 94, Turkus 96
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Reframing Borderline “Pathology” in the
Context of Trauma: Symptoms as Adaptations
Reenactments of abusive or neglectful
interactions with caretakers
Efforts to protect the self and others
from potentially annihilating assaults

dvmhpi
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Child Trauma Field
Focus on exposure to community violence & media
violence
Recognition of high exposure to family violence
Tensions re: “failure to protect”
Impact of trauma on neurobiology, attachment,
development, health, MH & behavior
Importance of developmental stage
Trauma treatment models for young children and
adolescents
Importance of supporting attachment to and
parenting capacity of non-abusive caregiver

dvmhpi
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Adverse Childhood Experiences

dvmhpi
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Understanding
Trauma & Its Effects:
Development, Attachment,
Neurobiology & Social Context
PTSD + Co-morbidity vs. Complex Trauma

512.0

dvmhpi

What is Psychological
Trauma?
Trauma is the unique individual
experience of an event or enduring
condition, in which:
The individual experiences a threat
to life, bodily integrity, or sanity
The individual’s coping capacity
and/or ability to integrate his or her
emotional experience is
overwhelmed
dvmhpi
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Trauma Framework
Normalizes human responses to trauma
Shift in conceptualization of symptoms
Role of abuse and violence in development of
MH symptoms & disorders
Symptoms as survival strategies – adaptations to
potentially life-shattering situations when coping
mechanisms are overwhelmed

Developmental perspective
Recognizes biological, emotional,
cognitive, spiritual and interpersonal effects
Trauma-informed and Trauma-specific
services (Harris M, Fallot R)

dvmhpi
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Developmental Impact of Trauma
Children develop sense of trust in world
from relationships with early caretakers
Learn from trusting others to internalize
feelings of trust & safety
When mistreated, sense of self affected,
world viewed as unsafe
Neurobiology disrupted; Ability to comfort
& protect oneself impaired
Systems of meaning, feelings about self &
ability to trust in others & oneself deeply
affected

dvmhpi

Goldman et al 95, Bloom 2000, Saakvitne et al 2000
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Impact of Trauma:
Self-capacities
Trauma can affect a survivor’s capacity to::

Feel internally connected over
time to caring others
Experience oneself as deserving
and worthwhile
Managing Feelings:
Recognize, tolerate, modulate,
integrate feelings
dvmhpi

Saakvitne et. al., Risking Connection, 2000
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PTSD vs. Complex Trauma Paradigm
PTSD as organizing model
Trauma is viewed as a discrete event
Impact of trauma seen in predictable and
obviously related domains of functioning
The impact of trauma follows a definable course
with specifiable time limits

Complex Trauma as organizing model
Repeated trauma viewed as a potentially core
life event around which subsequent
development organizes
Impact of trauma seen in multiple, seemingly
unrelated life domains
Trauma begins a complex pattern of actions
and reactions which have a continuing impact
over the course of one’s life

dvmhpi

Maxine Harris and Roger Fallot, 2001
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Think about….
• Someone you’ve worked with
who had a hard time relating to
you or trusting you..
• What might she have been
anticipating in your
relationship?
• What experiences might this
have been based on?
dvmhpi
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Impact of Trauma: Attachment,
Development, Neurobiology
Importance of early care-giving
relationships
Attachment & the developing brain
The physiology of fear and threat
responses
Impact of early trauma on
development
How understanding the impact of
trauma can help
dvmhpi
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Developing Brain &
Importance of Attachment
Developing brain: Ability to adapt to
experience (plasticity) & shape in response
to repeated patterns & experiences.
Critical and sensitive periods: More rapid
change, greater impact of experience
Attachment & Empathy:: Emotional bond
with caregivers: template through which
brain organization is shaped, ability to
regulate emotional states (arousal),
develop higher cortical reflective,
empathic and integrative capacities;
learn to trust self and others

dvmhpi
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From the Book,
Understanding Children
“We now know that babies who get lots of love and
attention actually learn better. This is because brain
development depends on the way the brain is used and
the extent to which it is used. Every experience excites
certain neural circuits in the brain and leaves others
inactive. Those circuits that are consistently excited by
experience are strengthened while others that are not
stimulated are weakened. Nature (genes) and nurture
(experience) interact at every step of brain
development but play different roles. Genes provide the
basic wiring plan. They are responsible for the formation
of brain cells and the connections between brain
regions. Experience fine-tunes the architecture of the
brain, through a streamlining process, which determines
which circuits will be kept and which will be discarded.”

dvmhpi

Civitas, and Wurman, R. S. (2002). www.civitas.org
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Attachment
Role of child-caregiver interactions in the
development of cognitive, behavioral and
affective systems.
Attachment: Emotional bond characterized by
proximity-maintaining behavior with a specific
person, particularly under stressful circumstances.
Children develop internal working models of
themselves, others and relationships through
interactions with primary caregivers,.
“A securely attached child, who has generally
experienced consistent and sensitive care, is likely to
develop a model of the other person as responsive,
themselves as worthy of love and competent in
eliciting attention and the relationship as rewarding”

Active throughout life; multiple working models
provide flexibility

dvmhpi

Bowlby 1980, 1982; McLewin & Muller 2006
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Attachment
• Provides model for future
relationships
• Determines how child sees herself
in relation to other people
• Determines whether child sees
world as reliable and helpful place
• If secure, can be child’s most
important source of resilience &
ability to manage stress
• Provides template for developing
integrative capacities
dvmhpi

Van Horn, P. 2007 for DVMHPI
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Markers of Secure
Attachment
• Nurturance
• Protection
• Availability
• Dependability
• Understanding
• Being seen as separate person
dvmhpi
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Attachment
Infancy
Protection: Babies totally depend on caregivers for
protection
Caregiving relationship organizes baby’s response to
threat and danger
Protection also means meeting the baby’s needs

Toddlerhood
Sensitive attention to child’s needs different now
Caregiver must allow toddler to explore the world
Task is to provide a secure base for exploration

dvmhpi

Van Horn, P. 2007 for DVMHPI
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Resilience
Resilience: Capacity for successful
adaptation despite challenging or
threatening circumstances
Protective factors: Promote resilience
in children at risk. These include:

Response of caregivers and other caring
adults
Social support, social fabric
Individual factors such as capacities and
talents
Ability to positively engage others

dvmhpi

McLewin & Muller 2006; Waller 2001; Bell 2006
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Impact of Trauma on the Brain
• Stress: Stimulates fear pathways, state of
arousal, vigilance, fight, flight or freeze
response; survival, return to baseline;
necessary for growth
• Traumatic Stress: Chronic states of arousal
(fear), hypervigilance, responding to
potential threats, or numbing/dissociation
• Threat triggers release of chemical
cascades in the brain: i.e. hormones &
neurotransmitters that affect emotional and
physical states, affects structure, circuits,
& pathways, as well.

dvmhpi
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Normal Stress Response
Necessary for growth and survival
Sensory input of potential threat to brain
Mobilizes rapid response - fight, flight or
freeze; intense focus on immediate
danger and/or dissociation
Higher brain centers then evaluate
threat, take appropriate action or
disregard
Return to baseline

dvmhpi
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Fear Pathways &
Responses to Threat

dvmhpi

ww.oecd.org/oecd/images/portal/cit_731/42/54/33815095amygdala.jpg
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Insights from Neuroscience into
Complex Developmental Trauma
Unmanageable stress
Intolerable distress
Environment as intrinsically unsafe.

Caregivers can’t help modulate arousal
to

Unable

Organize selves physiologically

Core of traumatic stress
to:

breakdown in capacity

Process, integrate and coherently categorize
experience
Regulate internal states.

Difficulties in:
Regulating emotions, knowing what they feel;
Verbalizing experiences and feelings; being comforted
by attachment figure(s)

dvmhpi

van der Kolk and Courtois 2005
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How this Can Affect us as Adults
Trusting other people when caregiver was
responsible for abuse or neglect and/or couldn’t
comfort and soothe when you were hurt
Harder to reach out for or respond to help

Capacity to manage internal states in ways that do
not create other difficulties
Aggressiveness, dissociation, avoidance; substance
use, self-cutting, risky behavior; distancing
Manage internally, through behaviors, through
engaging others

Responses may also develop in relation to later
experiences of abuse depending on the severity
and chronicity of exposure
Social support and other resilience factors may
counter these effects

dvmhpi
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Impact of Trauma
Decreased ability to…
Manage feelings
Self-soothe
Thoughtfully plan
Develop Empathy
Utilize feelings
Connect with others

Increased…
Tension, anxiety, emotional lability
Need for control, aggressive behavior
Avoidance, constriction, dissociation
Use of drugs, alcohol, other addictions to
manage feelings

dvmhpi
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Trauma Recovery Empowerment Profile
(TREP) Domains Affected by Early Trauma
Self-Awareness
Self-Protection
Self-Soothing
Emotional Modulation
Relational Mutuality
Accurate Labeling of Self and Others
Sense of Agency and Initiative Taking
Consistent Problem Solving
Reliable Parenting
Possessing a Sense of Purpose & Meaning
Decision Making and Judgment

dvmhpi

Harris, Fallot, Beyer, Wolfson Berley, 2003
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Changing Understandings of MI
Historically: Nature/Nurture Split
Observational/descriptive, psychoanalytic
(childhood antecedents), no-fault
biological
DSM: Attempt to categorize different
patterns of symptoms into distinct
disorders in hopes of better understanding
their etiology and pathophysiology, and
ultimately to guide treatment.
Developed through observation of
symptoms that seemed to go together,
clustering them into syndromes, then
constructing them into psychiatric
disorders
Symptoms & circuits vs. disorders

dvmhpi

Stahl, S. 2003
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Emerging Neuroscience Research
Understandings of MI: Complex, Multi-factorial Models

No longer nature/nurture split
Environment (including prenatal and early life
experiences)
Turn on or off constellations of genes, which
Produce proteins, that
Influence the development of neural
pathways/circuits, that
Create symptoms and capacities, which
Affect internal states and functioning
Critical periods of brain development in childhood
Later experience can also alter
Compensatory pathways can develop as well

dvmhpi

Stahl, S. 2003
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Summary
Brain develops in relation to attachment
Higher cortical functions: empathy, reciprocity,
integration of thinking and feeling, soothing,
stress management, affect regulation,
Dendritic branching, plasticity, resilience,
learning, strengths, capacities, traumatic growth

Neglect, Stress, Trauma at particularly at
hands of caregivers impact development
ELS and gene expression, proteins, pathways
Optimal stress + soothing builds capacities
Fear constricts, focus on survival, shut down
higher integrated functions, decreased
empathy, increased
objectification/distancing/control

dvmhpi

Resilience, Relationship, Selfcapacities/Feeling Skills

2.75

Trauma in the Context of
Ongoing Domestic
Violence
Addressing Conceptual
Differences

dvmhpi
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Domestic Violence Movement
Social versus psychological models
Safety and confidentiality
Empowerment and choice
Power & control analysis
Perpetrator accountability
Individual and systems
advocacy
Social and cultural change
dvmhpi
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PTSD and Domestic Violence:
Diagnostic Limitations
Trauma is not “post”
Symptoms may be appropriate
response to ongoing danger or
victimization
“Overreaction” to minor stimuli vs.
acute social awareness for potential
abuse
Recurrent social retraumatization

dvmhpi
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Empowerment in the Context of
CSA Treatment: Addressing Reenactment

Understanding Childhood
Antecedents
Freedom from Tyranny of the
Past
dvmhpi
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CSA and DV:
Remembering the Context

dvmhpi
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dvmhpi
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Understanding the Context:
Coping and Survival Mechanisms
Attempts to stop the abuse
Reach out for help
Take responsibility
Appear passive and compliant

Attempts to manage the impact
Dissociation, denial
Avoidance
Self-medication

Attempts to escape
Suicide
Homicide

dvmhpi
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Expanding Clinical Perspectives:
Reframing Symptoms and Disorders

Biomedical phenomenon
Response to the trauma of abuse
Response to social realities of
entrapment, isolation, & danger
dvmhpi
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Insidious Trauma
MicroMicro-trauma of social
devaluation and discrimination
Internalized and struggled
against
Strategies of resistance
GrowthGrowth-limiting adaptations
Sources of strength

dvmhpi

Root 96
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Social and Political Trauma
Transgenerational Trauma
Traumatic impact of parents responses
to trauma

Institutional Trauma
Traumatizing/dehumanizing effects of
interactions with social institutions

Community Trauma
Traumatic effects of assaults on entire
communities

Stigma-related Trauma
dvmhpi

Burstow, 2003, Danieli 1998
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Traumatic Trigger
or
Systemic Revictimization?

dvmhpi
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Re-framing Trauma: Addressing
Individual and Social Context

Clinical model

Individual disorders cause
disruption of functioning
Social model

Ongoing adaptation to
traumatic social contexts
dvmhpi
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Approaches to Perpetration:
Clinical versus Political

Psychological Need

Social Permission

dvmhpi
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Gendered Construction of Abuse
Vulnerability unacceptable
Empathy as sign of weakness
Capacity to address feelings not supported
Need to deny or displace
Need to punish others for failing to
anticipate and meet needs before they
reach awareness
Need to experience self as powerful/alive
in gender constricted context*
Social permission to re-establish equilibrium
or desired state by dominating devalued
others

dvmhpi

* H. Sinclair
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Bridging the Philosophical Divide:

Integrating Trauma and Advocacy Approaches

Traditional Mental Health Approaches
PTSD

The Emergence of Trauma Theory

Complex Trauma

Developmental & Dynamic Dimensions

Domestic Violence

dvmhpi

Societal Trauma, Trauma in a Broader Social
Context or…
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Really Complex
Trauma

dvmhpi
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Domestic Violence,
Trauma & Mental Health
Creating More Complex
Models
dvmhpi
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Abuse Across the Lifespan:
Addressing the Larger Context
Society
Culture
Child

Teen

Family

Adult

Family

Family

Elder
Family

Community
Institutions
dvmhpi
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Domestic Violence and Mental Health:
Developing a Comprehensive Model for Change

Social
Social

Political
Political
Mental
Mental Health
Health
System
System

Economic
Economic
Legal
Legal
System
System

Community
Community &
& Religious
Religious
Supports
Supports &
& Sanctions
Sanctions
Survivor
Survivor

Batterer
Batterer

dvmhpi
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Limits of Public Health &
Bio-psychosocial Models
Personal Attributes or Social Conditions?

Race vs. racism
Low self-esteem vs. social
devaluation
Poverty
Social Conditions or Social Relationships?

dvmhpi
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Advocacy Interactions in Context

Personal
Beliefs &
Experience
Social &
Cultural
Context
Political &
Economic
Structures

Personal
Beliefs &
Experience

Advocate

Survivor

Social &
Cultural
Context
Political &
Economic
Structures

dvmhpi
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Provider Responses:

Avoiding Painful Feelings
Fear of being overwhelmed
Reluctance to identify with “victim”
Helplessness & inadequacy if can’t
“fix”
Anger and frustration with woman for
not responding to our needs
Avoid, dismiss, blame, label, control
When competence is tied to mastery &
control

dvmhpi

2.97

Need to maintain
power and control

Need to protect against feelings
that arise when we cannot

dvmhpi
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Impact of Stress on
Organizations
Parallel Process
Complex interaction between
traumatized clients, stressed staff,
pressured organizations, and
challenging social, political and
economic environments.
Our systems can inadvertently
recreate retraumatizing experiences
or environments

dvmhpi

Sanctuary Model; Sandra Bloom, MD
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Domestic Violence and Mental Health:
Clinical Interactions In Context
Political, Social & Economic Contexts
Legal System, Child Protective Services
Family
Abuser
Survivor

Clinician
Advocacy

Culture & Community
Mental Health System

dvmhpi
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What do we need?
What do we do?
Philosophy
Stance
Training
Infrastructure
Community Resources
Legal system/protections
Funding for Programs and
Communities
Funding for Training and TA
PREVENTION
dvmhpi
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Philosophy & Stance
DV advocacy perspective

Safety, empowerment, accountability, social change
Human rights/social justice/public policy advocacy

Trauma perspective

Developmental framework/impact of trauma across
the lifespan, including insidious/historical/cultural
trauma,
Symptoms as adaptations/meaning
Provider issues: How our work affects us and what we
bring to our work: parallel process, quality of
interactions, empathy, presence, relationship

Disability rights/MH consumer advocacy/peer
support

Universal access/inclusive design nothing about us
without us person first/human rights/social justice
Self-determination, recovery stigma, recovery,
collaboration)

dvmhpi

Cultural sensitivity//relevance/accountability
Woman-defined advocacy/Comprehensive
solutions
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Addressing DV in the Context of
Living with a Psychiatric Disability
Expanding Definition of Domestic
Violence
Network Crises
Need for DV-Trauma Crisis Beds:
Respite Beds, Peer Support
Need for Safe Housing
Need for Additional Supports & Skills
Fear and Stigma Surrounding MI
Additional Custody Hurdles, Attention
to parenting support
dvmhpi
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Serving Survivors with Psychiatric
Disabilities: What we can do
Universal access, Inclusive design,
Welcoming environment
Trauma-sensitive/Destigmatizing/Noncoercive
Provide information, discuss needs, offer
resources
Adapt services: flexibility and choice
Empowering approaches to medication
Attend to documentation, information
sharing, confidentiality
Peer support models, tools & partnerships
Community collaboration
Attention to our own needs and responses

dvmhpi
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What additional steps, services, tools?
Learning from Peer Support Models
Principles consistent with DV advocacy
approach
Respect, empowerment, self-determination,
choice

Consumer peer support for DV survivors
In community, in DV settings, in MH settings;
Support survivors, support advocates; referral,
consultation, co-location, respite care

Cross-training
WRAP™, advance directives, 40 hour DV
training

Onsite DV advocacy in MH settings
Medicaid rules, Medicaid funding

dvmhpi

•Copeland, M.E. (Wellness Recovery Action Plan ™ )
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Infrastructure
Ongoing training and consultation
Orientation, basic, advanced – 40 hours +?

Ongoing supervision
Requires support, raises issues of hierarchy

Staffing
Clinical support: Staff? Consultant? Community
referral?

Staff turnover
Salaries, burnout

Agency culture
Bootstraps vs. nurturing, survival under various
sorts of siege

dvmhpi
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Community Resources
MH providers who understand (or are open to..) DV
and who are both trauma-informed and traumacompetent + culturally competent.
Mobile Crisis Teams, DV/TI Crisis Beds

MH consumer recovery advocates who can:
Provide DV/trauma/recovery services/advocacy for
MH consumer/survivors
Who can work with DV survivors accessing DV services
Who can support DV advocates/programs working
with survivors who are also experiencing an MI

CILS (Centers for Independent Living)
Serve survivors experiencing MI? DV? Other trauma?

dvmhpi
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Trauma-informed/TraumaSensitive DV or Other Services
Attention to impact of trauma on individuals
Ensure physical and emotional safety
Maximize trustworthiness
Maximize survivor choice and control
Prioritize empowerment and skill-building
Attention to role of culture
Formal service policies re: hiring, training,
supervision
Provide: information & understanding,
Relationship, connections & hope, access to tools,
resources & skills
Attention to impact of trauma on agencies and
providers

dvmhpi
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Trauma-Competent Mental
Health Services
Ability to assess impact of trauma on development,
life trajectory, current symptoms and behavior as
well as sources of resilience & strength
Ability to incorporate understanding of emotional,
biological, cognitive, developmental, relational,
parenting, etc. dimensions
Ability to provide treatment for single event trauma
(CBT) and complex trauma (IAT) + or – other cooccurring conditions as well as ongoing
exposure/danger
Ability to support safety, affect regulation, selfcapacities, skill development, parenting &
attachment, connection with community
Provider self-reflection, self-awareness, ongoing
training & supervision, agency support

dvmhpi

Ford, J. et al. 2005
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How does one heal
while still under siege?
siege?

dvmhpi
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Culture, Community & Spirituality
Community vs. Individual Models
Healing vs. Treatment
Refugee, immigrant trauma – triple
trauma
Professional vs. Community Providers
Role of spirituality in survivor’s life
Prevention vs. Intervention
Healing vs. Social Change
dvmhpi
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Influencing Public Policy
Cross-sector collaboration:
Existing resources: reevaluate program
philosophies & policies; relationships with
community partners, identifying resources; crosstraining, cross-referral & cross-consultation
Identify gaps in services that require new
resources: funding needed to improve existing
services & develop new staff capacities

Broader base to mobilize
New resources for survivors
Resources for cross-sector collaborations at the
agency, community and state/system levels.

Partnerships to change social norms and
public policies
Prevent violence against women & its long-term
effects

dvmhpi
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Addressing the
Broader Context

dvmhpi
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Address Social Roots
Or
Treat Sequelae?

dvmhpi
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Denial of Knowledge
and Feelings

Replication in Social
&Institutional Forms
dvmhpi
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Preventive Public Policy Agenda

Social Justice
Social Equality
Social Empathy
dvmhpi
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A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

Module Three:
Creating Inclusive Services:
Practical Issues for Domestic
Violence Programs

do not appear to be equal to meeting the demands of
dealing the domestic violence she is facing.

WORKING WITH SURVIVORS WHO ARE
LIVING WITH A PSYCHIATRIC DISABILITY –
A TRAUMA-INFORMED APPROACH:

Domestic Violence Trauma and Psychiatric Disability:
People can become disabled (unable to carry out the
ordinary functions of daily living) in response to the
trauma of lifetime abuse and domestic violence.

Slide 3.1

Slide 3.4

Advocacy that is informed by our understanding of
trauma utilizes specific skills, strategies, and understanding to work with a survivor who comes (or is sent) for
help with what seem to be a variety of disconnected
symptoms. Trauma-sensitive advocacy allows us to work
with a survivor to develop an understanding of what she
is doing and why she may be doing it and to offer help
in a form and language that may be easier for her to use.
A trauma-informed approach also allows us to create a
more holistic system and as such meet many more needs
of the survivors who access our services. It can benefit
survivors because providers who use this approach are
aware that serious emotional distress causes real pain,
merits careful responses, and yet does not make a survivor less able to use our services to help her recover from
domestic violence and become safe.

What is the difference between ordinary (manageable)
stress and traumatic stress?

Slide 3.2

Most domestic violence programs have had less of a
focus on recognizing the impact of domestic violence on
the psychological capacities of survivors, and have often
been stymied when a survivor’s psychological capacities

Slide 3.3

The difference between ordinary stress and traumatic
stress has to do with the ability to regulate (to bring back
to balance) internal states that have been disrupted. The
concept of self-regulation is critical for understanding
trauma and its impact.”71

Slide 3.5

Dysregulation due to child abuse and neglect: When a
person has not had the kind of top-notch parenting illustrated in the example or in fact has experienced childhood physical, emotional, or sexual abuse; community
violence; or stresses from immigration, poverty, or homelessness, for example, the capacity that person develops
to manage internal states can have an impact that exacerbates the effects of domestic violence.

Slide 3.6
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Trauma and the Brain: In our work with survivors of
domestic violence, we are struck by how often survivors
have faced other forms of psychological stress beyond
the intimate partner violence that brings them to domestic violence programs. If a person experiences affect dysregulation stemming from chronic fear and anxiety, the
effects can be quite broad (though individually different
for different people). Keep in mind that resilience and
the development of strengths in other areas, such as the
ability to connect to other caring adults or peers, an easy
temperament, intelligence, talents (artistic, athletic, etc),
and the capacity to access outside resources, can all have
a positive effect and reduce these risks.

Slide 3.7

Trauma affects how attachment develops: The concept
of attachment is an important help as we try to understand why experiencing early trauma can affect an adult
survivor of domestic violence. If a child’s life experience
tells her that disrupting experiences may go on indefinitely, may not be relieved, and may even be inflicted
by the parent or primary caregiver, something different
becomes “built in.” The experience of chronic hyperarousal grows out of the sense that ongoing fear, pain,
hunger, and threat are real. The child grows to organize
her sense of self around those experiences and the strategies she must develop to adapt and survive. And she may
develop a model of herself, of other people, and of the
world that says that love may be unattainable, and that
fear and disruption are real, and last for a long time.

Slide 3.8

In providing services to a survivor of domestic violence
who has a psychiatric disability, advocates can keep in
mind that what we offer in the way of help, information,
supports, or shelter to any survivor will interact with the
capacities that she brings with her and that it is normal
that a woman who has been traumatized might manage
her internal states differently or even less effectively than
someone who hasn’t had these experiences.

Slide 3.9-3.10

Traumatic Stress Response – Fighting, Fleeing, Freezing: Under normal conditions, stresses that are within the
capacity of the person to manage activate brain chemicals that focus attention, arousal, and concentration on
the stressor, with less attention going to other aspects of
the environment. Being repeatedly stressed, having the
brain always called on to be ready to react (because of
protracted or repeated experiences of stress or threat)
changes how the brain perceives all stimuli, and alters the
pathways that process danger signals.

Slide 3.11

Defining Psychiatric Disability: Both previous trauma
and ongoing abuse can have an impact on survivors of
domestic violence. Safety, support, and treatment can
often mitigate those effects. If we think of disability as
the gap between a person’s capacity and their performance then our ability to be with a survivor where she
is and to provide the relationships, tools, and environments that can help her maximize her ability to utilize the
resources we have to offer, can reduce her experience of
disability.

Attachment effects can last: The models that grow out of
the developing child’s life experience stay with her into
adulthood.
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Slide 3.12
Resilience can be understood as the capacity to adapt
well in the face of stresses and threats.

empathy, understanding, and safety as any other survivor.
It is these interactions that help to restore the capacities
that survivors will draw on to manage lives that have
been impacted by childhood trauma, mental illness, and
domestic violence.

Slide 3.18

Slide 3.13-3.14

Ask yourself: What should a survivor of DV who also has a
psychiatric disability do to receive advocacy services?

CREATING A WELCOMING ENVIRONMENT
Slides 3.15-3.16

Lifelines: We use the term “lifelines” as a way of saying that
what we offer may “float out there” in the space between
advocate and survivor for some time before the survivor
reaches for them. What this means is that our kind smiles,
respectful language, and helpful attitude may provide a
first-line communication to a survivor that is very meaningful even if she is not ready to reach for it immediately.

Slide 3.19

Creating a Welcoming Environment: DV counselors and
advocates always have to “stretch” to take the empathic
step that allows us to understand and believe the experiences of another woman. A woman who is experiencing
a psychiatric disability needs the same things. In working
with survivors whose experience or responses are different than our own, advocates will need to stretch their
capacity to think and feel about human experiences and
to become informed about and sensitive to the experiences, needs, and concerns of other people. Empathy is
important because it moves advocates past a place of
only being conveyers of information and resources.

How we Listen: Simply being available to listen is an
important first step that is sufficient for helping many
survivors with or without mental illness to include your
offer of help or support in their efforts to manage their
lives. However, there are other times when having a
psychiat ric disability makes it more difficult for a woman
to recognize, trust, or respond to your offer of help
and connection.

Slide 3.20-3.21

Person First Language:

Slide 3.17

Interacting in respectful, empowering ways: Whether
or not a woman is experiencing the effects of trauma or
mental illness, she will require the same experience of

Using Person First language is critical not only because
it acknowledges the personhood of any individual seeking help, but also because it reminds other participants as
well as ourselves to remember that each of us is a
person, first.
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Slide 3.22

health, disability service, and other systems) and always
combine that with attention to the interactions and experiences of the people involved.

Think about what you have learned about the combined
impact of being helpless in the face of threats to the life,
safety, or sanity of yourself or someone else, plus:

Slide 3.24-3.25

Dysregulation in the brain circuits that regulate affect,
cognition, fear, memory, problem solving, sensory
integration, etc. that may or may not be occurring, etc);
Stresses and insufficient resources, support and safety
in the world around her; and
The external demands of carrying out day to life
under ordinary circumstances.
Given this knowledge, it is easier to understand the way a
specific survivor interacts with you and others around her
and the way she manages stress, responds to negative
feedback, and screens out distractions to stay focused on
her work with you.

Slide 3.23

Using reflective practice helps us to learn from each interaction and each experience, and equips us to work with
our colleagues and the survivors who come to our programs to continually check what we intend to do against:

Advocates who work with any survivors, but especially
when they are working within a program that is expanding access to reach a fuller range of survivors, should be
able to use the skills of connection and the skills of reflective practice together to establish a flexible and responsive setting where survivors of domestic violence can
begin to restore their lives.

Slide 3.26-3.27

There may be simple adaptations that make a big difference to the survivor in your office, shelter, or other setting.
Giving a survivor the opportunity to say “the colors in
that poster make me uncomfortable – they remind me
of a terrible time in my life” allows us to offer to work in
another room, or take down the poster, or to change seats
so that she doesn’t have to look at it.

Slide 3.28

Our current and past experience and expertise;
The experience and expertise of our colleagues; and,
most importantly,
The expertise and experience of the person who
seeks our help.
In our work with survivors who have psychiatric disabilities, this means that we can use knowledge about
mental health, mental illness, and psychiatric disability
and knowledge about systems (our own and the mental

We’ve all experienced times when we are more affected
by sensory stimuli – particularly noise and/or visual chaos
– both of which are plentiful in shelter settings. Recognizing that there will be times when a survivor needs to be
able to tune out some of the “noise” and providing strategies for doing so is one way to adapt to her needs. There
will also be times when too much interaction is difficult
and flexibility about participation in groups or attendance at meetings will be necessary as well.
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Slide 3.29

DV advocates are trauma-sensitive in much of the work
that we do. Our years of experience in supporting the
many domestic violence survivors who have experienced
childhood trauma has led to DV advocates adopting
many practices that are responsive to the impact of
trauma on survivors.

Slide 3.30

her best, we then can consider what would be needed to
allow survivors to get closer to being their best while in
shelter. What would offer every survivor the opportunity
to turn her capacities into actualities? These questions
are the essence of Universal Design/Universal Access.
As we consider the issue of sheltering women with psychiatric disabilities or the effects of trauma, it can be helpful also to think through what we want to accomplish
in shelter.
Most importantly, different survivors may need different
kinds of supports in order to feel empowered to overcome domestic violence.

KEY CONCEPT:
Inadvertent Trauma Triggers in Advocacy Work: For
survivors who have experienced trauma earlier in their
lives, the experience of current domestic violence has the
capacity to trigger memories and feelings linked to those
past events. It is a painful reality of domestic violence
work that the shelter setting, itself can be a trigger for
many survivors. Shelter removes some stresses, but life
in shelter in particular can create new ones as well. Losing known, dependable coping strategies (which might
be looking out a favorite window, or listening to a certain
CD, visiting with a trusted neighbor, attending a religious
service, or having a latte or a beer at a favorite neighborhood place) can make it particularly difficult for survivors
to cope. While this is true for all survivors who come to
shelter, this additional stress on those with psychiatric
disability can make their existing struggle with serious
emotional pain even more difficult. Trauma and mental
illness both put a daily strain on a woman’s ability to do
the ordinary functions of her life. We hope to create DV
advocacy and shelter experiences in particular that do
not add more stress than they relieve.
One consideration that will affect whether a shelter is
providing trauma-informed services is based in the intention of the program and its staff. As we ask ourselves
whether living in our shelter allows a survivor to be at

Trauma-sensitive advocacy takes the approach that the
paramount psychological goal of DV programming is
to strengthen the survivor’s psychological capacity to
recover from DV just as we strengthen her economic
resources, her physical safety, and her legal protections.

Slide 3.31

Common Trauma Responses: Of course, any organization where a number of adults and children are living in
close proximity has to offer structure and accountability.
However, staff working in domestic violence programs,
especially live-in programs, encounter specific challenges.
When a person has experienced terroristic control,72
encountering a person in authority can be retraumatizing.
The survivor whose abuser made and enforced arbitrary
rules and used power to control and intimidate her may
feel frightened even by the words “shelter rules.”
What seems like an ordinary request, such as “Make sure
the children are ready for school on time,” can be a trigger
for a survivor whose abusive partner terrorized her if she
came home later than he expected.
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Slide 3.32-3.33

Emotional Safety in Trauma-Informed DV Practice: Of
course there has to be structure in a live-in domestic
violence program. The question in providing traumainformed programs is to constantly be aware of issues
of privacy and control, as well as emotional safety for
survivors. Understanding that survivors can be triggered
by the most ordinary kinds of experiences helps us to
think more about the importance of providing emotional
safety to survivors of trauma. Providing clear and sensitive information, which explains and normalizes the experience; providing information about shelter procedures,
processes, rules, plans, and activities in a manner that
takes into account the sensitivities of a survivor who has
been affected by trauma; and helping the survivor to feel
comforted, in control, and able to re-establish a steady
state of ordinary calm can all be helpful.

Slide 3.34

To understand more about how having a mental illness
can play a role in a survivor’s work with you, consider that
the combined impact of trauma (being helpless in the
face of threats to her life, safety, or psychological integrity
or the life, safety, or psychological integrity of someone
else, plus dysregulation in the brain circuits that regulate
affect, cognition, memory, problem solving, sensory integration, etc.), plus stresses and insufficient resources, support, and safety in the world around her, plus the stresses
of domestic violence, may all be operating when a survivor walks in to our program sites.

To effectively be helpful to persons who experience the
effects of trauma or of mental illness we have to be willing to welcome them with their way of living in the world
and see that their way of being is the natural outgrowth
of their experiences.
Since all of us are only temporarily able-bodied we should
not be surprised that we work with survivors who have
felt the impact of their experiences.
Think of being human-informed: to be open to recognizing and interacting with the full spectrum of how
people come.

Slide 3.36-3.38

The DSM describes a wide range of psychiatric disorders
without talking about what causes them or what the
underlying brain functions are that are reflected in the
feelings and behavior of people with mental illnesses.
The DSM, however, doesn’t match what we are learning
about how the developing brain functions and doesn’t
reflect what we are learning about the different pathways
for various aspects of behavior and feelings.

Slide 3.39

Risky Business: We don’t want to label women and specifically we don’t want to suggest that a woman’s reaction
to trauma or having mental illness or a psychiatric disability in any way minimizes the responsibility of batterers for
battering.

Slide 3.40
Slide 3.35
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Responding To People, Not Diagnoses: Instead, the
emphasis in this section of the training on recognizing
common experiences of domestic violence survivors with
psychiatric disabilities is intended to help us as advocates
to be more familiar, more comfortable, and more capable
of serving all survivors.

Slide 3.41

Common Experiences of People with Mental Illness:
These are a few of the experiences that can be disabling
in people who have experienced trauma responses and/
or mental illnesses.
Difficulties with feelings:
s
s
s
s
s
s
s

$IFlCULTY WITH SELF SOOTHING
(YPERVIGILANCE
)MPULSIVENESS AND ANGER
3LEEP DISTURBANCE
!GITATION
&EELING DISENGAGED
,OW STAMINA

Difficulties with thinking & processing:
s
s
s
s
s
s

$IFlCULTY SCREENING OUT STIMULI
$IFlCULTY PROCESSING INFORMATION
$ISTURBING THOUGHTS
! SENSE OF RESTRICTED OPTIONS
,OW TOLERANCE FOR STRESS
,ACK OF ENERGY

Difficulties in Interaction:
s
s

3TRONG RESPONSE TO NEGATIVE FEEDBACK
3ENSE OF URGENCY

Slide 3.42

Difficulty with Self-soothing: As a child grows older, if
she hasn’t had the experience of being soothed by caring adults, soothing herself may be more of a struggle.
Small stresses may be experienced as intolerable, in part
because she knows it will be more difficult to get back “on
track” after becoming upset, afraid, or angry.
Adults use various strategies to self-soothe. If a person
tries one or more of her accustomed strategies for selfsoothing and finds that they no longer work or don’t
work well enough, we may say that she is having difficulty
soothing herself. When we work with a person who is
having this experience, we can offer our own calming
presence, a physically calming space, and can make sure
that we know how to share soothing techniques with
her.73 You can help her to think about what has helped
her in the past, and work with her to take steps to calm
herself.

Slide 3.43

Hypervigilance: Remaining ever vigilant is a primary
strategy that survivors frequently use to keep themselves
and their children safe. Even after she is in a safe location
and has perhaps obtained a protection order, a survivor of domestic violence can continue to be extremely
watchful. It’s important to understand that if a survivor’s
experience, or the way her brain is organized, leaves her in
this watchful state, our reassurances may not be enough
to change these responses. We can also be helpful if
we offer her factual information about site security and
safety protocols and procedures that staff follow, and
offer flexible policies for how we structure the physical
environment.

Slide 3.44
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Impulsiveness and Anger: While living with an abuser,
some survivors find that it is imperative to their safety
and the safety of their children that they not demonstrate their feelings of anger. In the safer situations of
a DV support group, an office setting, or a DV shelter
there are fewer risks and many new challenges to which
survivors must respond. It is not surprising that some
survivors react with broad feelings of anger to even small
insults, challenges, or offenses. DV advocates can help in
these situations by explaining the relationship between
domestic violence, trauma, and emotional reactivity in
routine conversations and educational groups about DV.
Providing safe alternatives for expressing strong reactions
is important. When all staff members know that angry
feelings are normal and healthy, but that behavioral outbursts or physical assaults are never acceptable, it makes
it possible to discuss how things have turned out in the
past when she has expressed herself this way, what seems
to trigger those particular feelings, and suggested strategies for dealing with them when they arise.

Slide 3.45

Sleep Disturbances: Disrupted sleep can be both a cause
and a consequence of the difficult emotions and behaviors associated with psychiatric illness, trauma, or the
stress of domestic violence. In your accommodations for
a survivor who is sleeping poorly, or who needs a great
deal of sleep, begin with simply understanding how sleep
disruptions play a role in the response to mental illness,
abuse, and trauma. In addition, you can sit with a shelter
resident who cannot sleep, arrange her appointments
for later in the day, and include information about sleep
in groups she participates in and individual work you
do with survivors. It is not unreasonable to provide help
with waking up to a survivor who has difficulty doing so
on her own.

Slide 3.46

Agitation: Agitation is a blanket term that we use to
describe a situation in which a person is restless or distressed. Agitation may include aggressive behavior, but
also may simply look like physical restlessness, and/or
a constant stream of upset, distressed speech. When a
person experiences this kind of restlessness, she may not
have control over these symptoms. Making space – both
physical and interpersonal – for her restlessness can be
important, as can an offer of reassurance. Perhaps most
critical is that you maintain your own sense of calm in the
face of someone’s agitation. Making space for her can
include helping to reassure other people around her that
they do not need to intervene. Offering a person who is
agitated something to do or engaging in some conventional calming activities with her (e.g., making a cup of tea
or helping to fold her laundry) can also be useful. It can
be helpful to tell her that you understand that she is feeling tense and that you want to give her information about
what is happening, as well as what you will and will not
do, and let her know that you accept her distress as real.

Slide 3.47

Disengagement: Sometimes when we interact with a
person who is so disengaged that she does not attend
to ordinary courtesies, safety, or self-care, it is tempting
to think, “If she doesn’t care, then I won’t care either.” It
is precisely at this time, though, that we must remain
actively engaged with her. Our remaining engaged, asking about suicide and hopelessness, and offering realistic
hope, meaningful help, and realistic tasks and goals is a
critical response in this kind of situation.

I I I - 8 | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

Slide 3.48-3.49

Low stamina or lack of Energy: For a survivor who is
also dealing with a serious mental illness, the increased
demands that are posed by having to manage internal
distress, as well, means that the survivor with a mental
illness may have very little energy for the work that DV
counseling and advocacy require. Having more breaks in
a session, planning for shorter sessions, letting an intake
interview extend over several short sessions, or making
sure that a survivor can do a series of shorter tasks rather
than It can be easy to dismiss as being a lack of proper
motivation when the survivor does not appear to be
working hard at a service plan, misses appointments, or
fails to complete chores. However, the advocate who can
help the survivor to talk about her lack of energy, who can
explain that this lack of energy comes from a real cause
and that there are ways to help, offers more than if she
simply urges the woman who has these feelings to “care
more” or to “try harder.”

Slide 3.50

Difficulty Screening Out Stimuli: Difficulties with thinking and processing information are not uncommon
among people who are under stress. It is also a characteristic of some kinds of psychiatric disability. When a
survivor is distracted by external or internal stimuli, you
may notice that she has difficulty focusing on an interaction with you. When the distractions are external you can
help by offering to assist her in eliminating distractions.
When a survivor is distracted by internal stimuli, you
may be nervous about asking if she is listening to voices
inside her. A better approach might be to ask in a supportive way if there is something that is keeping her from
being able to focus. This question may open the door to

talking about symptoms that may have played a role in
other aspects of her life. Letting a survivor know that you
understand and are not afraid of the idea that she may be
hearing things that others do not hear can be reassuring
to her. You probably will not want to ask specifically what
she is hearing. Instead, you should try to stay focused
on the present interaction. You can ask if she is upset or
afraid of what she is hearing and wants help dealing with
these stimuli.

Slide 3.51

Difficulty Processing Information: While the causes of
difficulties in processing information vary, the advocate
who is working with a survivor who is dealing with the
effects of trauma or of a mental illness may notice that the
person has trouble understanding information, thinking
about problems or issues, making decisions, solving problems, weighing alternative choices, making plans, or thinking about the consequences of actions or decisions. This
kind of difficulty with processing information can be quite
challenging for a woman who has to carry out these tasks
to restore her life and to keep herself and her children safe.
Advocates can be helpful by recognizing that this kind of
difficulty does not mean that the survivor cannot accomplish a great deal. Information may have to be presented
more slowly, tasks can be broken down into smaller steps,
and explanations can be given more than once.

Slide 3.50

Disturbing Thoughts: Some survivors who have psychiatric disabilities also have to deal with unwelcome and
uncomfortable thoughts about themselves, about other
people, and about the state of the world—thoughts that
may or may not be grounded in commonly perceived
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reality. When this kind of situation arises, the advocate
should understand that these kinds of concerns are not
easily dispelled by reassurance or by minimizing them.
Being respectful of the fact that this kind of thing is going
on helps the survivor maintain her own dignity. The most
important thing you can do, however, is be genuinely
interested in knowing how she feels and think with her
about what would be most helpful. Formal assessment,
however, should be done by a licensed clinician.

Whether a survivor reacts with anger, withdrawal, agitation, tears, or fear, advocates can help by making the
assumption that the woman’s reaction:
Is the best she can do at the moment;
Is a response to a specific set of stimuli, experiences,
and processes; and
Is not personally directed.

Slide 3.55

Slide 3.53

Sense of Restricted Options: Living with a batterer, with
the effects of a lifetime of trauma, or with a mental illness,
can leave a person feeling that her future is dim and that
there are few options for her. Without hope, it can be very
hard for a person to mobilize the energy and commitment needed to engage with you in advocacy concerning
the domestic violence in her life. When a survivor cannot
see a better future or real choices for herself or her children, the advocate can offer both her knowledge and her
experience of seeing other survivors in the past reshape
their lives. She can also offer her optimism on behalf of
the survivor. It can be very encouraging for a survivor to
hear, “Let me hope for you until you can regain your own
sense of hope and possibility.”

Slide 3.54

Low Tolerance for Stress: One hallmark of posttraumatic
stress disorder and complex trauma reactions is the persistence of the heightened arousal that stressors create.
Once upset, the person who experiences complex trauma
may continue to feel disrupted long after one might
expect them to have gotten over the upsetting experience.

Low Tolerance for Negative Feedback: If a survivor’s
mental illness is one that stretches her ability to tolerate
distress, makes it hard for her to organize her thoughts
and express herself, or saps her energy and motivation,
a simple statement about a mistake or a reminder of a
rule violation may have a powerful impact that goes far
beyond your intention.

Slide 3.56

Sense of Urgency: In contrast to a survivor who seems
disengaged, sometimes a woman will have such a strong
need to act that it can be difficult to work with her. She
knows what she wants from us and finds it intolerable to
wait to have an answer from us. Whatever the source of
the survivor’s urgency, advocates can help by maintaining
our own sense of boundaries – not “catching” the survivor’s sense of urgency by being sure in our own minds
of the structure and expectations and capacities of each
of us as individuals and of our programs – and to communicate these clearly. It is, perhaps, most important to
recognize that the survivor’s feeling of “right now!” may
be something that she cannot control.
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Slide 3.57

Mental Health Diagnoses in Context: There are two
reasons that we have structured this training in this way.
First, remember that we are talking about working with
people, not with diagnoses, so it is helpful to pay attention to the experiences (i.e., to what is happening) rather
than to the illness (i.e., what is “wrong”).
Second, as the field of mental health has evolved, we have
learned that the kinds of difficulties that we’ve just covered can be part of a number of different diagnostic categories. These experiences – clinicians would call them
symptoms – seem to reflect difficulties in specific brain
pathways that overlap from one diagnosis to another.

Panic: Anxiety is a response to stress. About 12.5% of the
general population will experience at least one episode
of extreme anxiety in the form of a panic attack, which
can last 10 minutes. Survivors of domestic violence have
been under extreme stress and, as we have seen, many
have been traumatized in the past. Some survivors begin
to feel less anxious when their work with an advocate
leads to a safer environment, strategies for staying safe, or
plans to secure their future. It is important to notice the
similarity between these symptoms and that of a heart
attack or heart condition. You are not responsible for
distinguishing between a panic attack and a heart attack.
When symptoms suggest a heart attack don’t
try to decide whether it is panic or a heart attack –
call emergency services.

Slide 3.60
Slide 3.58

Diagnosis – Organized Observations: What can be helpful to a woman who is experiencing symptoms (thoughts,
feelings, behaviors, or physical problems) that disrupt her
ability to function and make her feel frightened or bad
about herself is being able to name what she is experiencing in ways that aren’t judgmental or blaming, that let her
know this is not her fault and isn’t a sign of weakness, and
knowing that there are things she and others can do to
make things better. Providing information about common
mental health effects of domestic violence (these are signs
of depression or anxiety or panic attacks, and if you’re
experiencing any of these signs you’re not alone and if you
want help, let us know), provides an opportunity for survivors to self-identify if they choose to, but also to access
information and resources, whether or not they do.

Slide 3.59

Survivors of domestic violence and of trauma may use
alcohol or drugs to manage the feelings that they experience. It is not our job as DV advocates to decide if someone has an addiction or not. Having strong relationships
with providers who offer addiction recovery with a clear
understanding of the impact of domestic violence on survivor’s lives, and an understanding of trauma, is the best
way to meet the needs of DV survivors who are dealing
with mental illness, trauma responses, domestic violence,
and active abuse of alcohol and/or other drugs.

Slide 3.61

Cognitive Disorders/Traumatic Brain Injury: The term
“developmental disorders” covers a wide range of problems that usually first begin to make themselves known
in infancy, childhood, or adolescence.
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Traumatic Brain Injury and Domestic violence: A significant percentage of domestic violence attacks are directed
at the head and face. Choking – sometimes to the point
of causing unconsciousness – is another common form
of abuse. And, head injury, from blows, banging against
something, or shaking and the impact of loss of consciousness/loss of oxygen to the brain can all cause the
kinds of difficulties we describe here.
What is important for us to think about as DV providers is
that many of the things that survivors with developmental disabilities and traumatic brain injury experience can
be misunderstood as signs that a survivor doesn’t care, or
is not motivated. Just as in the case of addictions, building liaisons with rehabilitation organizations that understand domestic violence is critical for survivor’s safety.

Slide 3.63

Specific Issues for women who do not want to use mental health services: Some people who have a psychiatric
disability (whether they are part of the peer support
community or not) do not want to make use of mental
health services. They may have had past experiences with
the mental health system that were negative and, like a
portion of people in the peer support community (there
is overlap, of course), they prefer to manage their lives
without the involvement of mental health professionals,
therapy, or medication.

Slide 3.64
Slide 3.62

Specific Issues – Women whose use of services doesn’t
seem to help: Some survivors may tell a DV advocate
that he has had experience with the mental health system, but does not seem to get the help she is seeking. If
we as advocates expect that a referral for mental health
services is going to bring about immediate changes, we
are bound to be disappointed. It can take quite a while
and a number of trials to find the right dose of the right
medication or the right therapist. Assessing, diagnosing,
and treating mental illness (or the effects of trauma) is a
human process, not a mechanical one. As such, it takes
place at the pace of human change—typically a slow and
gradual one. Understanding this, ourselves, and helping
survivors to understand this point can be a useful aspect
of advocacy work. In addition, encouraging a survivor to
value her own efforts to make change in her life, rather
than simply waiting for a magic wand in the form of a
therapist’s perfect understanding, or the right medication,
is important, too.

Specific Issues: A survivor describes something that
seems not to be based in reality: There are mental illnesses that cause a person to experience as real things
that are not actually happening. Some mental illnesses
give a person the sense that ordinary events have
extraordinary meaning (e.g., sounds from the TV are personal messages to them).

Slide 3.65

Specific Issues: A Woman who uses alcohol: The idea of
zero tolerance for the use of substances in DV settings
has, in some places, given way to a “harm reduction”
approach.

Slide 3.66
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Dangerous? Or just Frightening? Potentially dangerous
or frightening behavior is a critical issue that must be
addressed in a way that acknowledges its impact on the
survivor and those around her. It can be difficult to see
the distinction between self-harm that helps a trauma
survivor to relieve pain or emotional pressure and selfharm that is related to suicidal wishes. Intentionally
wounding oneself is a strategy that some survivors use to
manage the internal pressure related to their traumatic
experiences. Advocates can address the question of selfharm from the point of view that we have a responsibility
to respond when we believe that a person is a danger to
herself. We recommend that advocates seek the help
of peers and other professionals who are experienced
in working with people who injure themselves. A useful
resource is Growing Beyond Survival: A Self-Help Toolkit for
Managing Traumatic Stress (Elizabeth Vermilyea, Sidran
Press).

Slide 3.67

Offering Advocacy in the Context of mental illness and
lifetime trauma: We can now look at the question of how
our advocacy work of safety planning can be adapted to
the more challenging situations of working with survivors
whose symptoms of mental illness require more urgent
response.

Slide 3.68-3.70

Safety Planning: A safety plan should never be a static
document. Safety planning is a process that evolves and
changes over time. Making a safety plan document puts
us at risk of then blaming the survivor if she encounters
new danger from an abuser. In addition to safety planning in the context of DV services, Wellness Recovery
Action Plans (WRAP™) and sharing information about

what works to help an individual survivor manage during
times of stress or crisis are skills we can adopt.

Slide 3.71-3.73

Wellness Recovery Action Plans (WRAP™) and DV
Safety Planning: The Wellness Recovery Action Plan™ is
a strategy developed by Mary Ellen Copeland, herself a
survivor of mental illness, that helps people who experience mental illness to monitor their symptoms, to plan to
stay well, and to have a specific strategy to use to restore
a state of wellness.74

Slide 3.74

Advance Directives: The advance directive is a legal document that can be used to allow a person to, in advance,
give directions for her own care. It is especially useful for
a person who may not be able to say in a crisis what she
wants to happen, who she wants to have with her, but
who knows before, during, and after a crisis that she has
preferences that she wants to have respected.

Slide 3.75

Determining the Need for Additional Services: One of
the biggest challenges for DV advocates who are working
with survivors who also have psychiatric disabilities is to
know when, how, and to whom to reach out for additional
services for a survivor.
With the knowledge gained from this training you will be
able to talk with survivors, to listen to their experiences
concerns, and offer them resources and information
about the mental health impact of trauma and domestic
violence on their lives.
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Slide 3.76-3.77

Medication and Recovery: It is important to have a realistic understanding of what psychotropic medications can
and cannot do. And, it is also important to understand
that recovery for persons with mental illness means more
than just taking medication.

Types of Medications: These seven categories cover the
primary classes of psychotropic medications, which in
turn address the major types of mental health symptoms
that as we noted earlier, can cut across a range of disorders. Knowing what medication a person is taking may
tell you something about the symptoms that her prescriber wants to address. But knowing what medication
a woman is taking cannot tell you much about her as a
person. Be careful not to take this information as a signal to turn your attention away from the survivor to her
symptoms or her diagnosis.

Slide 3.78
Slide 3.83
Reasons for not wanting to take medication: There are
people who have a mental illness who decide not to take
medication. There are a number of reasons why a person
may decide against taking medication.

Slide 3.79-3.80

Referral for Medication: We want to be very careful that
we are not using a medication referral as a way of trying
to control a survivor’s behavior. We also want to be careful not to use whether or not a person is taking medication as a way to determine program eligibility.

Medication Benefits and Side Effects: Some side effects
warrant medical attention because of their seriousness.
Other side effects make a difference to people and can
affect whether or not they continue taking certain medications, but are not life-threatening.
Some medications, however, particularly the newer
antipsychotic medications, can cause additional medical
problems (metabolic syndrome – weight gain, high cholesterol, hypertriglyceridemia, diabetes) that need to be
addressed by a physician.

Slide 3.84
Slide 3.81

Psychotropic medications work by altering the availability
of brain chemicals (neurotransmitters) for relaying messages within the brain and between the brain and the
rest of the body.

Slide 3.82

Medication Emergencies: Advocates should be aware of
several types of medication emergencies. Some are due
to side effects of the medication itself, some to interactions of the medication with certain food or other drugs,
and some may be due to a woman not having access to
medication she has been taking.

Slide 3.85
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Setting Policies for Handling Medication in Shelter:
Live-in domestic violence programs have a special concern
about psychotropic medications. Specifically, the issue
(like with any other medication) has to do with the safe
and secure storage of an individual survivor’s medicine.
The ideal medication policy is one that respects each survivor’s adult status and her privacy and confidentiality—
providing a locked cabinet in her room to which she has
the only key or an individual locked box in the shelter
office. In many settings this is not practical—there may
be only one locked medicine cabinet on the premises. If
this is the case, each survivor should have her own clearly
marked and separated section, a staff person unlocks the
cabinet and the survivor counts out and takes her own
meds. As you work in residential DV settings with survivors you will want to ask:
If she’s taking any medications (psychotropic or
otherwise; we don’t need to know what kind);
If she needs any medications that she wasn’t able
to bring with her;
If she needs any assistance or reminders in
taking medication;
If she has concerns about side effects; and
If there’s anything that would be helpful for you
to be aware of.

attend to a situation and to use our knowledge and skills
to support a person to remain safe and stable.

Slide 3.87

Crisis in DV Advocacy Terms: In domestic violence programs some examples of crises (unstable situations with
possibly negative outcomes) include:
Danger/injury
Homelessness
Threats to custody

Slide 3.88-3.89

Crisis in mental health terms: When we think about a
mental health crisis, we are paying attention to immediate risks to safety and to the person’s ongoing stability.
Suicidal thoughts and feelings are the mental health
crises that most of us think of. Other mental health crises
include: threats to others, increasing agitation and a person losing the ability to accurately perceive reality and/or
the ability to care for herself and keep herself safe.

Slide 3.90

RESPONDING TO CRISIS
KEY CONCEPT:
The word crisis refers to a point of change or decision.
The word also points to the kinds of unstable or changeable times that come up in different settings. We use the
term in our own settings to refer to the kinds of situations
that call for careful attention and immediate action in
order to maintain stability in a person or system.
In DV settings and in mental health, we use these terms
in specific ways that point to the need for us to carefully

Responding to mental health crises: These suggestions
(which are based on work of the California Alliance for
the Mentally Ill) help us to think about how to approach a
person who is experiencing a mental health crisis.
Service provider attitude is key to defusing
the situation.
Response to rage should be calm and respectful.
Slow down the pace.
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Be cognizant of keeping a reasonably safe distance.
Listen to what is the precipitating event and do not
hurry a resolution.
Be patient and take your time.
Be willing to repeat yourself.
Do not challenge the individual’s delusions; yet do
not fuel them.
Find out if the person has been prescribed medication and if she has been taking it.

Slide 3.91-3.92

Keep limits simple and do not offer too many
complex options.
Back up what you say in terms of expectations and
consequences.
Explain why the particular behavior needs to change
and communicate the expectation that the person
can regain control (e.g., it is frightening to others).
Use a tone of voice and body language that is calm
and professional but also respectful and caring.
Acknowledge and understand that a person with
mental illness wants to regain control and may need
help in this phase.
Obtain assistance from others if the person is
attempting to hurt others.

STEPS TO CRISIS INTERVENTION75

Having a prior positive relationship is the best intervention.

Assessment
Developing and Implementing Crisis Plan or Strategy:
After a crisis it is important to follow-up with the person,
with yourself, and with other staff and other survivors who
may have been involved or witnessed what happened.

Slide 3.93

It is an unusual situation when you encounter a person
who is in an acutely agitated psychotic state or is exhibiting violent aggressive behaviors. You will want to recognize that people who have mental illnesses are no more
violent than the rest of the population.
Interventions to defuse the escalating behaviors: Avoid
responses that communicate reciprocating aggression
(verbal attacking, finger-pointing, or crowding the person
by intruding into their personal space).
Additional interventions: clear “limit-setting” may be
helpful if a person is spiraling out of control (i.e., clear, but
respectful explanations of what needs to happen and why):

Slide 3.94-3.95

Emergency Assessment is About Safety: If a survivor can
tell you what she needs, what helps, what doesn’t, and
when she feels unsafe and unable to manage, decisions
can be made jointly to find a more structured environment. It is critical to make a realistic determination of
one’s ability, professional skills, and time to intervene with
a person who is suicidal. Work with and do not abandon
the person (i.e., connect the person to the next level of
care). Make sure that before you disengage with a person who is actively in crisis you have connected her to
another person who will act responsibly.

Slide 3.96-3.97

When Psychiatric Hospitalization is Needed: It is important to familiarize yourself with the psychiatric hospitals
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in your area so that you are able to support the survivor in this transition. Be aware that many survivors are
already familiar with the psychiatric hospitals in their
communities and will have opinions about them. When
you are thinking about referring a survivor to a psychiatric hospital, you will want to know if she has signed an
advanced directive. Often the police or ambulance personnel (EMTs) will have the role of transporting a person
in crisis to the hospital. Reminding them that she may
be afraid (without violating the survivor’s confidentiality)
and asking them to be as calm and gentle as possible
is important.

Slide 3.98-3.100

Psychiatric Hospitalization: When a survivor of domestic violence goes to a psychiatric hospital she may need
some specialized advocacy. If you have written permission from her to communicate with hospital personnel,
you may work with them to make sure that her wishes
about having contact, calls, or visits from the abuser are
respected. Survivors have told us that being in contact
with their children during a psychiatric hospitalization
has been very important to them. With permission, discussing her abuse history when she goes into the hospital and including safety and other abuse-related issues
in discharge planning is very important. Survivors have
also said that remaining in contact with DV program staff
can be very reassuring. It is important, though, that you
do not make commitments to be in touch unless you will
be able to follow through on them. Finally, in many psychiatric systems there are peer support programs that are
organized and staffed by persons who themselves have a
mental illness.

Slide 3.101-3.102

Peer Support & Drop-In Centers: When people with psychiatric disabilities receive support from peers, critical new
experiences are possible.76 A person who has a psychiatric
disability is likely to feel less alone and less different in this
setting. Peer supports also tend to be more flexible, more
responsive to individual needs, and less bound by adherence to institutional or clinical world-views.

Slide 3.103

Building Collaboration: The impact of this “experiencing alongside” survivors has been described as vicarious
trauma. 77 We are changed by what we share with survivors. We become more aware of the dangers and sorrows of life as well, as the wonder of survivors’ strength
and resiliency. This experience is also influenced by our
own individual stories as survivors of violence, abuse, and
trauma.

Slide 3.104-3.106

As we come to the end of the training, it is important to
revisit the concept of reflective practice and to add the
idea that OUR experience has to be in the picture.

Slide 3.107

In some training settings (especially cross-trainings with
both DV and mental health workers in the audience) you
may want to enhance this training with or more collaboration planning activities. The goal for these exercises
(see Appendix) will be to help local colleagues begin to
set specific plans for acting on the training in their locale.
Other activities might be:
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Working together to set an agenda and invitee list for
a conversation to share the impact of this training; and
Personal commitments – individual commitments
made to each other to take specific actions that: a)
don’t require new funds and b) don’t require the
approval of administration.

Slide 3.108

Conclusion – Serving DV Survivors Living with a Psychiatric Disability: On their own, each of the seven elements
listed on this slide will enhance our ability to make DV
advocacy more accessible to survivors who have experienced lifetime trauma or psychiatric disabilities. Taken
together, these practices and approaches can offer broad
new synergies to bring new hope and new opportunities
to survivors.
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Access to Advocacy

Module Three

Creating Inclusive Services:
Practical Issues for Domestic
Violence Programs

dvmhpi

3-0

Basic Approach
1.All DV survivors should have
access to advocacy services
2.Trauma and Mental Illness may
cause psychiatric disability
3.DV services may need to be
adapted to meet survivors’
needs
4.This may mean partnering with
other providers in your
community.
dvmhpi
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This Breakout Session
• Understanding Trauma and its
Effects
• An Overview of Mental Health
Concepts and Approaches
• Universal Access--Practical Ways to
Make DV Advocacy available to
all survivors

dvmhpi

3-2

1

Domestic Violence, Trauma
& Psychiatric Disability are linked.
• The pain of trauma and DV can be
disabling for some survivors
• Recognizing and responding to that
pain need not disempower survivors
nor disregard their strength.
• We should not require survivors to
resolve the pain of their experiences
on their own before we offer them
support and advocacy for the DV they
have experienced.
dvmhpi
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“At the core of traumatic
stress is a breakdown in the
ability to regulate internal
states. This concept of self
regulation is critical for
understanding trauma and
its impact.”
(B. Van de Kolk)
dvmhpi
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Dysregulation due to
child abuse & neglect
• Harder to establish self-regulation
•Recognizing feelings
•Modulating feelings
•Tolerating feelings
•Integrating feelings*

dvmhpi

* Saakvitne K, Pearlman L et al 2000

3-5

2

Trauma and the Brain

dvmhpi

3-6

Trauma affects how attachment
develops.
– Chronic dysregulation (chronic fear and
arousal)
– Without reliable comfort
– Less development of self soothing
– Trust is less developed
– Fewer and more high-risk ways to manage
internal states
– Higher risk for medical conditions,
substance abuse and mental illness
– Strengths and resilience factors can
mitigate these effects (other caring adults
or peers, ability to engage other people
(temperament), intelligence, talents, SES,
resources

dvmhpi
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Attachment effects
can last
• Developmental trajectories
affected by all of these factors
• Higher risk for development of
medical conditions, substance
abuse and mental Illness
• Strengths and resilience factors can
mitigate these effects (other caring
adults or peers, ability to engage
other people (temperament),
intelligence, talents,SES, resources
dvmhpi
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3

A stress response is normal.
– Necessary for growth and survival
– Sensory input of potential threat to
brain
– Mobilizes rapid response - fight, flight
or freeze; intense focus on immediate
danger and/or dissociation
– Higher brain centers then evaluate
threat, take appropriate action or
disregard
– Return to baseline

dvmhpi
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Traumatic stress response
– Chronic hyperarousal and threat
perception
– Chronic alterations of
neurochemistry and fear pathways
– PTSD: Intrusive recollections,
avoidance and numbing,
hypervigilance and arousal

dvmhpi
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Defining psychiatric disability
• Trauma and/or mental illness interfere
with
– Learning
– Communicating

-Thinking
-Sleeping

• A normal part of the human
experience
• May come and go, may remit, may
be persistent
• Safety & support can reduce
psychiatric disability
dvmhpi
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Resilience
The capacity for successful
adaptation despite challenging
or threatening circumstances.

(Waller 2001)

dvmhpi
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Universal Access to
DV Advocacy
Practical Considerations
Preparing Ourselves

dvmhpi
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What should a survivor
of DV who also has a
psychiatric disability do
to receive advocacy
services?

dvmhpi
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Creating a Welcoming
Environment
• Adaptations to Physical Space
• Incorporating a Trauma
Framework
• Creating Trauma-Informed
Services

dvmhpi
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Empathic Stretch
• Any time we use our abilities to think
and feel to inform us about the
experience, needs, concerns of
another person, we have to reach
out…to stretch beyond our individual
experience
• Adding empathy to knowledge and
skill can enable us to work with
survivors who have a range of issues,
concerns and needs, including those
related to trauma and mental illness
dvmhpi

3-16

Interacting in respectful,
empowering ways
• Primary skills and approach are
no different than how you work
with any survivor
• But there are specific things to
know about the needs, reactions,
symptoms and experiences of
survivors who have a psychiatric
disability
dvmhpi
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Lifelines
•Don’t be afraid to
name difficult topics
•Affirm each person’s
uniqueness and worth
•Acknowledge that she
has already survived
•Be willing to hear her
story

dvmhpi

•Offer success and
hope

3-18

How we listen…
• How do you listen to a person
with a psychiatric disability,
when she finds it hard
to recognize your offer of
connection?
to trust your offer of
connection?
to respond to your offer of
connection?
dvmhpi
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Language
• One basic of our intervention which can provide power and
dignity
“Stick and stones and
broken bones hurt less
when words support me.“
dvmhpi
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“Person First Language.”
• An archaic example:
She is a leper
Versus
She is a woman who has
Hansen’s disease.
• Different language stimulates US
to think, act respond and
engage differently.
dvmhpi
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Sometimes having a mental
illness may affect the way a
survivor …
• Interacts
• Tolerates stress or regulates
feelings and emotions
• Responds to negative feedback
• Is able to screen out distractions

dvmhpi
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Reflective Practice
• Preparation and training
• Personal perspective
• Thoughtful consideration of
experiences
• Focus on
– Interactions
– Language
• Making room for the “art” of advocacy
• Keeping advocates’ experience in the
picture
dvmhpi
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8

Interaction and Engagement
• Survivor seems “cool” and
detached
• Survivor is highly sensitive and
feelings are easily hurt
• Survivor is suspicious and not
trusting
• Survivor does not “read” warmth
and caring from staff and other
survivors
dvmhpi
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What does a survivor need?
• She may
–
–
–
–
–

be able to tell you
not know what will help
feel too upset or overwhelmed
be unaware that anything will help
not want to say:
• She does not feel safe enough
• She may want to protect you
• She may believe she should not say

dvmhpi
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Two sets of skills
• Connection Skills
– Offering lifelines
– Engagement
– Flexibility

• Reflection Skills
– Self awareness
– Responsibility

dvmhpi
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Adaptations to physical
environment
• Recognize that office or shelter
environment can have an effect on
survivors
• Tell every person who enters your
program:
– “if there are things here that make
you feel unsafe or uncomfortable,
let me/us know…we will try to
make things comfortable and
safe…”
dvmhpi
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Space and Routines
• Headset with music
or ear plugs
• Room without a
roommate (if
possible)
• Room with a
roommate
• Room close to staff
offices
• Access to a quiet
room
• Assistance
completing forms
• Room to pace

•Reminders to take
medication if requested
•Assistance taking
medication if requested
•Assistance monitoring
blood pressure or blood
sugar
•Flexibility to not attend
all meetings or groups
•Flexibility about chores
•Breaks from childcare

dvmhpi
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Trauma-sensitive practice

Is already part of what we do
in DV work

dvmhpi
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Shelter deprives women and
children of many of their usual
stress management strategies &
creates new stresses.

This is true for all women…not
only women who also have a
psychiatric disability
dvmhpi
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Common trauma responses
• Authority, rules, & control can
be traumatizing
• Neutral requests, stimuli &
interactions can be trauma
triggers.

dvmhpi
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Trauma-Informed Shelter &
Transitional Housing Programs

dvmhpi

• Privacy
– Secure private sleeping space (lock
door, private room)
• Control
– Idiosyncratic sleep patterns, keeping
lights on
– Level of interaction and sensory
stimulation
– Chores, rules, required activities
• Emotional Safety
– Flexibility re: demands and expectations
– Attention to triggering
– Range of housing options, Oasis or quiet
room
3-32
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Emotional Safety in TraumaInformed DV Practice
• Information to survivors about
trauma, triggers and trauma
responses.
• Information about procedures,
processes, rules, plans & activities.
• Help survivors feel comforted and
in control – to re-establish a steady
state of ordinary calm.
dvmhpi
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Trauma can affect a survivor’s:
• Interactions
• Stress tolerance/affect regulation
• Responses to negative feedback
• Ability to screen out distractions

dvmhpi
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Preparing for success in this
area is critical
• Expect people who are traumatized
and people who have psychiatric
disabilities
• Know that needing help is a normal
aspect of dealing with life/abuse
• Understand that “ having a disability
is natural, as natural as being Black,
or female, or tall, or gay.”
dvmhpi
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An Introduction
to
Mental Health Concepts and
Approaches

dvmhpi
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Understanding the DSM &
its Uses and Limitations
•Diagnostic and Statistical Manual
– a manual of diagnoses and
how to apply them
- PTSD is the only diagnosis that
mentions its cause
•No diagnosis helps us find out
what to do with disturbances in
attachment, identity, meaning,
and relationships.
dvmhpi
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New Thinking about
Mental Illness
• Categories of Illnesses vs. areas
of function that are affected
• Gene-environment interactions
• Stress-diathesis models
• Role of early care giving
environment on development of
buffering capacities

dvmhpi
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Risky Business?

Are we labeling people…
people….
Or, trying to recognize and
respond to challenges
people face?
face

dvmhpi
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Responding To People,
Not Diagnoses
With an emphasis on meaning and a
theory-based trauma framework, we
look at survivors’ symptoms and
behaviors and ask:

dvmhpi

- How do these things make sense?
- How do they help?
- How can we help this person make
the changes s/he wants?
- What would this person need in
order to cope without these
3-40
symptoms?

Common Experiences…
of persons with mental illness
• Difficulty with Feelings
• Difficulty with Thinking and
Processing
• Difficulty in Interaction

dvmhpi
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Difficulty with Self-Soothing
• What it looks like?
• What it feels like?
• How to help?

– Ask: In the past when you’ve been
able to regain a sense of calm,
what helped you?
• OASIS
• Deep breathing
• Grounding techniques
• Sensory techniques
• Offer to move to a different setting

dvmhpi
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Hypervigilance

dvmhpi

• What it looks like
– Always on the alert
• .How to help
– Know it is a successful survival
strategy & coping technique
– Reassurance of a safe
environment
– OASIS ,soothing techniques
– Flexible policies for lights, closed
doors
– Opportunities for diversion,
redirect energy

3-43

Impulsiveness and Anger
• Education
• Help with directing the energy
• Be clear about rules and safety
expectation
• Look at past results of impulsivity
• Help to understand triggers &
make plans for how to deal
dvmhpi
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How to Help with Sleep
Disturbances
• How to help
– Pay attention to changes in sleep
pattern
– Offer company
– Ask why
– Offer calming & distractions
– Consider oversleeping as side
effect
– Alarm clock, flexibility about
wakeup calls and naps
dvmhpi

3-45

Agitation
• Give as much space as possible
• Remain calm yourself
• Offer reassurance
• Offer food, tea
• Reassure others in the
environment
• Offer to end the interaction with
you
dvmhpi
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Disengagement &
Not Attending to Self-Care
•Remain engaged
•Ask what she needs, offer
resources
•Screen for suicidality
•Ask about hopelessness

dvmhpi
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Low stamina
• Survivor “runs out of steam” in
meetings/sessions
• Survivor withdraws from
activities
• Survivor gives little to her
children
• Survivor cannot complete tasks,
chores
dvmhpi
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Lack of Energy
• Don’t blame, don’t mistake for
lack of compliance, recognize
as a symptom
• Pace schedule and
expectations
• Offer breaks
• Lower expectations
• Flexible policies to
accommodate low energy
dvmhpi
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Difficulty Screening Out
Stimuli
• External stimuli are distracting
and disorganizing to the person
you are working with..
• Internal stimuli distracting and
disorganizing to the person you
are working with…

dvmhpi
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Difficulty Processing
Information
• Anxiety interferes with concentration
• Depression interferes with
concentration
• Medication interferes with
concentration
• Disturbing thoughts interfere with
concentration
• Person has other cognitive difficulties
dvmhpi
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Disturbing thoughts
• Maintain respectful stance
• Listen without trying to make them
go away
• Screen for self-harm and harm to
others
• Offer diversionary activities
• Affirm the distress
• Recognize as a symptom
dvmhpi
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A Sense of
Restricted Options
• Remain hopeful - know real
options
• Offer hope
• Keep it simple, take it slow
• Stick to her agenda
• Brainstorm with a brain

dvmhpi

3-53

18

Low tolerance for stress
• Survivor has strong reactions to
“minor” irritants
• Survivor cannot “get over”
things that happen
• Survivor disengages, does not
address conflicts, problems
• Survivor takes the path of least
resistance
dvmhpi
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Strong response to negative
feedback
• Survivor’s reactions to small
criticism or suggestions feels
extreme
• Survivor’s has low tolerance for
distress

dvmhpi
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Sense of urgency
• Survivor finds waiting for
help/response intolerable
• Survivor insists on responses “right
now” for very important and less
important needs.

dvmhpi
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Mental Health diagnoses
in context

dvmhpi
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Diagnoses are organized
observations
•
•
•
•
•
•
•
•
•
dvmhpi

Depression
Bipolar Disorder
Schizophrenia; thought disorder
Anxiety Disorders & Panic Attacks
Obsessive Compulsive Disorder
(OCD)
Posttraumatic Stress Disorder (PTSD)
Complex Trauma
Substance Abuse
Cognitive Disorders & Traumatic Brain
Injury

3-58

Panic
• Dizziness or
problems standing
• Tingling in fingers or
toes
• Feeling chest pain
• Heart pounding or
racing
• Fear of dying or
losing control

dvmhpi

• Queasy feeling
• Difficulty
breathing
• Pacing the floor
• Urinary or GI
symptoms
• Headaches or
muscle tension
• Feeling of
impending
doom
3-59
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Abuse of Alcohol or
Other Drugs
• Says she ought to cut down on use
of alcohol or drugs
• Feels annoyed when people
criticize or comment on her drug
use
• Sometimes feels guilty about
drinking or drug use
• Drinks or uses drugs first thing the
morning to calm nerves or relieve
hangover
dvmhpi

courtesy of Homeless Action Committee Cross Training Manual 2004
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Cognitive Disorders/TBI
What you might see
• Difficulty in
planning or
organizing
• Difficulty
following
through on
agreements
• Getting lost
easily

• Personality
changes
• Angry for no
reason
• Easily confused
• More trouble
than usual
making decisions

dvmhpi
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Specific Issues
• A survivor is receiving mental
health services that do not seem
to “help”

dvmhpi
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Specific Issues
• a survivors does not want to use
mental health services.

dvmhpi
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Specific Issues
• A survivor describes something
that seems not to be based in
reality

dvmhpi
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Specific Issues
• A survivor uses alcohol or other substances
and
– Comes in under the influence, and is..
•Unable to engage in program
services
•Affects her relationships with other
residents)
– Brings drugs/alcohol onto the premises
– Engages in potentially dangerous or
frightening behavior

dvmhpi
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Dangerous?
Or just Frightening?
• Self-cutting vs. Suicide attempt?
• Arguing or talking loudly vs.
threatening?
• Stable but intrusive behavior vs.
escalating agitation?

dvmhpi
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Offering Advocacy in the
Context of MI and lifetime trauma
• Specialized safety planning
– Wellness Recovery Action Planning™
(WRAP) & Advance Directives

• Planned response to crisis
– Inpatient crisis beds?

• Using mental health resources &
peer support
dvmhpi
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Safety Planning
• Safety plans
Safety from ongoing abuse by
partner or social network
Wellness Recovery Action Plans
Advance Directives
Preferred method of de-escalation
during crises

dvmhpi
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SAFETY PLANNING IS
A PROCESS
NOT A PRODUCT

dvmhpi
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DV Safety Planning

dvmhpi

Safety from ongoing abuse by partner or
social network
Physical, emotional, sexual safety
Attend to MH specific Issues:
Withholding medication, sleep
deprivation
Coerced treatment, custody threats
Control of finances, guardianship
Adapt to cognitive abilities and ability to
process information during crisis
Dissociation, anxiety, depression,
psychosis, manic symptoms, DD/TBI, etc.
3-70

Wellness Recovery Action Plans

dvmhpi

• WRAP™
WRAP™ is a structured system for monitoring
symptoms through
- Planned responses that reduce, modify or
eliminate symptoms
- Planned response from others when you
need help to make a decision, take care
of yourself or keep yourself safe
• 6 components
- Daily Maintenance Plan
- Triggers
- Early Warning Signs
- Symptoms that Occur When the Situation is
Worse
- Crisis Plan
- Post Crisis Plan
3-71
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WRAP™ and DV Safety Planning
• Daily Maintenance Plan:
– Things I can do to optimize safety and wellbeing of myself and my children

• Triggers
– Anticipating things that could be signs of
impending violence
– Anticipating own responses and things I can
do to stay calm and think clearly

• Early Warning Signs
– Signs that danger is escalating
– Signs that I’m having trouble managing
– Who I can call, What I can do

dvmhpi
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WRAP™ and DV Safety Planning

dvmhpi

• Symptoms that Occur When the
Situation is Worse
– Knowing when abuse is escalating,
knowing when my condition is
getting worse, what I can do, who
is safe to involve
• Crisis Plan
– Who is safe, who I want involved,
what is likely to help
• Post Crisis Plan
– Safety planning on discharge

3-73

Advance Directives
If I cannot advocate for my self …
…Please do this….and not this….
…Involve this person….and not this
one….
Affords protection if keeps
abuser from being involved;
Dangerous if abuser is
“attorney-in-fact” or “agent.”
dvmhpi
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Determining the Need for
Additional Services
• Medication Referral
• Crisis assessment
• Hospitalization
– Calling an ambulance
– Calling the police
• Maintaining connection, providing
information and choices
• Referral and Community Collaboration
dvmhpi
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Medication
• Is not a cure for mental illness
• Consumers/survivors have a range
of perspectives on medication use
• Some people don’t respond to
medications or have intolerable
side effects
• Consumers/survivors have a range
of perspectives on medication
dvmhpi
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Medication and Recovery

dvmhpi

• Medications manage symptoms
• Recovery involves more
– Symptom management
•With or without medication
– Skills in relating
– Relapse prevention skills
– Wellness strategies
– Relapse prevention
• Medications need monitoring

3-77
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Reasons for not wanting to
take medication

dvmhpi

• Fear of side effects / previous experience
• Concerns about dependence
• Misunderstanding because of prescription
changes
• Delusional beliefs about medication
• Difficulty with schedule and time management
• Other reasons:
– Wanting to get better on her own or
through spiritual practice;seeing medication
as a weakness, not wanting to be
controlled, fear about long-term effects;
distrust of current research on medication
safety
3-78

If we refer for medication to:
• Change a survivor’s behavior…
• Help a survivor “fit in” to a
program…
• Make other shelter residents more
comfortable….
• We are exercising power and
control
dvmhpi
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Referral for Medication
• As with any other illness,
medication can serve a woman’s
desire to have fewer symptoms
and to have a more comfortable
and satisfying life
• NOT to meet the needs of shelter
staff, program participants or
others
dvmhpi
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How medications work
• Altering neurotransmitters –
– Chemical messages within the
brain
•Beneficial effects
– Chemical messages in nontargeted areas of the brain or
between brain and body
•Side effects may result
dvmhpi
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Types of Medications
• Antipsychotics
• Antidepressants
• Antianxiety
• Mood stabilizers
• Stimulants
• Sleep medication
• Cigarettes, alcohol and other
drugs
dvmhpi
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Medication benefits & side
effects
• Primary benefit
Managing symptoms
function

Improving ability to

Possible side effects

dvmhpi

•Blurred vision
•Drooling,
difficulty
swallowing
•Fever
•Rigid muscles
•Tremors or
spasms
•Extreme
nervousness

• Rash (may be
life-threatening)
•Sexual difficulties
•Sleepiness/fatigue
•Weight gain
•Agitation/insomni
a
•Confusion
3-83
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Medication Emergency
• Side Effects:
– Acute Dystonic Reaction, Neuroleptic
Malignant Syndrome, Serious Rash,
Hypertensive Crisis

• Access to medication:
–
–
–
–

dvmhpi

Missing one dose can make a difference
Some users of medication become anxious
Others are less concerned
Two issues
• Withdrawal
• Return of symptoms
3-84

Setting Policies for Handling
Medication in Shelter
• Examine medication policies to
ensure survivor autonomy and
control
• Ideal: Locked medicine cabinets in
each room (or for each adult
survivor)
• Ask about medication needs at
initial assessment
dvmhpi
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Responding to Crises
• What is a Crisis?
– A turning point
– A decisive moment
– An unstable time or situation

dvmhpi
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Crisis in DV Advocacy Terms
• Danger/Injury
• Homelessness
• Threats to custody

dvmhpi
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What is a Mental Health
Crisis?
• Safety: danger to self, danger to
others
• Threats and violence
– Restoring the community

• Escalating agitation
• Suicidality
• Inability to care for self
dvmhpi
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Crisis in MH Terms
• Suicidality/Homicidality
• Acute psychosis/disruptive
behavior
• Inability to care for self
– Putting self in danger
– Dehydration, hypothermia
– Not eating
dvmhpi
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Responding to MH Crises
•Your attitude is key •
•Respond to anger
with calm respect
•
•Slow down the pace
•Keep a reasonably •
safe distance
•Respond to feelings,
•
not content of beliefs
•
or experiences

Listen to what
caused the crisis
Take your time – be
patient
Neither fuel nor
challenge beliefs
Be able to ask
Know and follow
agency policy

dvmhpi
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Crisis Intervention Steps
• Assessment
– What is going on?

• How urgent is this?
• What precipitated this crisis?
– What was the last straw?

• Does the person believe she is a
threat?
• Avoid yes/no questions, judgment
• Only give realistic reassurances
dvmhpi
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Crisis Intervention Steps [2]

dvmhpi

• Develop rapport
• Use recovery-oriented interviewing
– Making the assumption of recovery,
control
• Use trauma-informed interviewing
– Respect, information, connection,
hope
• Develop/implement Crisis Plan
• Include the person in decisions
• Use interventions including
hospitalization
• Follow up and resolve after crisis ends

3-92
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When someone is very
agitated

dvmhpi

• Don’t “give back” the energy
• Simple limits, few options
• Explain why the behavior has to
change
• Convey the expectation that she
can regain control
• Acknowledge that she wants help
to regain control
3-93

Determining the Need for
Emergency Intervention
• When possible make a joint
decision WITH HER for a different
environment
• When this is not possible
– intervention is more complicated

dvmhpi
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Emergency Assessment
is about safety
• Suicidality
• Threats or potential harm to
others
• Agitation, yelling, arguing,
disruptive behavior
• Inability to take care of oneself
dvmhpi
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When hospitalization
may be needed

dvmhpi
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Strategies for offering choice
in a crisis
• Ask about an advance directive
• Provide options
• Give her information
• Ask who she wants to know or to be
involved
• Offer to go with her (if possible)
• Remind police or EMT to be as calm
and gentle as possible
dvmhpi
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Psychiatric Hospitalization

dvmhpi

• Recognize retraumatizing role of
hospitals
• Alternative use of community-based
and professionally staffed crisis beds
• Make hospitalization voluntary when at
all possible
• Rationale for admission should be made
explicit
• Reframe hospitalization as taking
control of life, asking for safe place,
believing not crazy
Harris & Fallot, 2001
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When a survivor goes to the
hospital
• Determine what supports you can offer
– Calls, visits, continued services

• Let her know you can remain in contact
– If she wishes, she can give a release for
contact

• Only make/offer real commitments or
reassurances you can actually keep
• Let her know about Consumer
Recovery Specialists in State Psychiatric
Hospitals
3-99
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Psychiatric Hospitalization
and DV: Optimizing Outcomes
• Opportunity to refuse calls or visits
from abuser or to not let abuser know
where she is
• Maintain phone contact with children
when possible
• Discuss abuse on admission and
safety planning on discharge
• Trauma-informed services
• Maintain contact
dvmhpi
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Peer Support
• Critical Learning -renaming of
experiences
• Sense of Community
• Flexible Supports
• Instructive Interactions
• Mutual Responsibility
• Setting Limits
• Safety
dvmhpi

MacNeil & Mead (2003)
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Drop-In Centers
• self-help,
• advocacy
• information about mental health
issues and resources,
• assistance with employment and
housing,
• a place to focus on strengths,
capabilities and talents
• reduce isolation and build
community.
dvmhpi
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Learning from survivors

dvmhpi
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Issues for Advocates
• Attention to the reactions of
providers is an important element
of trauma-informed practice
– Helps providers avoid distancing
from survivors’ experience
– Reduces natural tendency to
protect ourselves from aspects of
our life which distress us
dvmhpi
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Reflective Practice
•
•
•
•

Preparation and training
Personal perspective
Thoughtful consideration of experiences
Focus on
– Interactions
– Language
• Making room for the “art” of advocacy
• Keeping advocates’ experience in the
picture
dvmhpi
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Considering Our Experiences
What impact does this work
have on us?

dvmhpi
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Collaboration Planning
Activities
• Assess Current Needs, Services (in-house and
community), Accessibility and Gaps
• Identify community resources and partners
– DV agencies, MH agencies/providers, Peer-Support
programs, Disability Rights Organizations, Centers for
Independent Living, Substance Abuse programs, MH
training programs, others..

• Build on existing relationships to fill gaps:
– Cross-training, cross-referral, cross-consultation, colocation, new services

• Attend to issues of confidentiality and
information sharing
• Advocate for additional resources

dvmhpi
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Conclusion: Serving DV Survivors
Living with a Psychiatric Disability,
involves..
•
•
•
•

Universal access/Inclusive design
Core DV Advocacy Principles
Attention to the impact of trauma
Recovery-oriented approaches & peer
support models
• Reflective practice
• Community partnerships
• Public policy advocacy
dvmhpi
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Module Four:
Legal Section
The bulk of this module was written by Denice Wolf
Markham, JD, the Executive Director of Life Span, Inc.
(You can find out more about Life Span in the introductory pages to the manual.)

can powerfully and positively impact our clients’ experiences and outcomes in the legal system. We all know a
great deal about domestic violence, mental health services, treatment or other interventions, and other important topics. We need to use this knowledge and expertise
to help our clients reach their goals, especially in the
realms of custody and visitation.

Slide 4.5
Slide 4.1-4.2

Civil Legal Remedies: The civil legal system is a major
source of remedies for violence, such as:
Safety through the order of protection;
Ending the legal relationship through divorce;
Providing economic assistance through child
support; and
Protecting the children through custody and
visitation orders.

Building of a team of trained service providers
whose client is involved in a court case.
Collaboration among service providers is the
principal strategy.
Information about the domestic violence and its relationship to mental illness in service provider records
will be used in an assertive manner as part of the
positive evidence of the client’s case.
Documentation in provider files, created as outlined
in this section of the manual, can prove a client’s case
and help her succeed in court.
This approach is predicated on service providers trained in
documentation and collaboration. This approach cannot
be used for every case, or even for the majority of cases.

Slide 4.3

The Legal System: Problems for Survivors: The legal system can also be a major source of serious problems for
survivors of domestic violence, especially if mental illness
is an issue.

Slide 4.6

Credibility: Will a battered woman with mental health
issues make a believable witness?

Slide 4.4

A New Approach: We are going to approach these issues
in a different way – suggesting ways that we, as service
providers and advocates with knowledge and expertise,

Slide 4.7
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Civil Legal Basics: Survivors use these laws to create a life
of safety, free from abuse and fear. Custody is often the
crucial legal remedy for our clients.

But, if a client has bad facts and evidence, she may have
to settle for this remedy in order to stay in the children’s
lives. Then it becomes a matter of working on protections
for her and safety planning to a maximum degree.

Slide 4.8
Slide 4.12
Mothers with a history of mental illness and domestic
violence can be awarded custody under our laws. Often
the abuser has convinced her of the opposite, or she may
have had some child protective services (CPS) involvement in the past (more about that later).

Slide 4.9

Best Interests of the Child: Custody is decided by the
judge based on the child’s best interests, not on whether
the parent is a fit parent.

Visitation: Non-custodial parents have a right to visitation.

Slide 4.13

Visitation Schedules: Typical visitation requires a reasonable amount of contact, and many judges favor a liberal
amount of contact. In terms of actual time, this varies
with the judge. The trend we see is toward more time
with the non-custodial parent, and splitting time, especially under a joint custody arrangement, is becoming
more common.

Slide 4.10
Slide 4.14
Best Interest Factors: The judge decides what is in the
child’s best interests based on a number of factors.
“Friendly parent” laws are used successfully by batterers
to gain custody of the children when visitation compliance by the survivor becomes an issue.

Limiting Visitation: This is really hard to do. The client
must show that visitation would cause serious endangerment to the child. Then the judge will order supervised
visitation until the problems can be corrected.

Slide 4.11

Slide 4.15

Joint Custody: Can the parents work together in making
decisions regarding the important issues in the children’s
lives? In our cases, they usually cannot. Does that stop
judges and lawyers pushing this idea to settle a case? Not
in the least.

Supervised Visitation: Supervised visitation will last for a
limited time. What are some other options for supervised
visits if there are no institutions providing the services?
Relatives, church members, neighbors – not the mom.
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Slide 4.16

Slide 4.20

Economic Issues: Survivors need to be able to support
themselves and their children in order to stay safe and
away from the abuser.

Orders of Protection (OPs): The OP is a legal tool to help
gain safety for battered women and their children.

Slide 4.21
Slide 4.17
An Order of Protection can do the following:
Child Support: The law provides for a percentage of the
abuser’s income to be awarded for child support based
on the number of children in the family. The child support will be deducted from his pay and provided to the
custodial parent in a separate check.

Stop the abuser from physical, emotional, or mental
abuse; stalking; or interfering with personal liberty;
Keep the abuser away from the battered woman
and her/their children;
Give the battered woman exclusive possession
of the home;

Slide 4.18

Keep him away from work and/or school;

Divorce: Divorce ends the legal relationship between an
abuser and a survivor, and may lessen incidents of abuse.

Slide 4.19

Give possession and then temporary custody of the
children to the battered woman; and
Protect property.

Slide 4.22

Grounds for Divorce: There are many grounds for divorce,
of which most are rarely used. The two grounds of physical cruelty and mental cruelty are common in survivors’
cases. We also have a ground for divorce called “irreconcilable differences,” which is sometimes referred to as
“no fault” divorce. The ground upon which the divorce
is granted is legally insignificant, although important to
some clients.
For no fault cases in Illinois, the parties have to be separated for six months if they agree, or two years if they don’t
agree. That’s why many lawyers include mental or physical
cruelty in the divorce petition – there’s no waiting period.

Orders of Protection and Mental Health – How do mental
health issues affect a survivor’s efforts to get an OP?:
Her testimony must be organized and “make sense.”
The survivor’s emotions should be consistent with her
testimony – neither affectless or extravagant.
Her history of abuse must convince the judge that
domestic violence has occurred and is likely to
happen again, and it has to be coherent.
Credibility is crucial in an OP case.
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agreement, domestic battery is often reduced to simple
battery.

Slide 4.23

Abuser Response to OP Petition – How is the abuser likely
to respond to the survivor’s OP case?:
The abuser may claim that the history of abuse is the
hallucination of a mentally ill woman.
He may say he needed to restrain his partner to keep
her from harming herself or others, or to force her to
take her medication.
He may say she attacked him and he needed to
defend himself.
The survivor’s success in proving her case may
depend on corroborating evidence.

Slide 4.24

Criminal Justice System – The most common DV crimes
charged in Illinois are:
Domestic battery: making harmful or unwanted
physical contact with a family or household member;
Battery: making harmful or unwanted physical
contact with another;

Slide 4.25

Immigrant battered women and Violence Against Women
Act (VAWA) Remedies: VAWA allows battered women
who are married to a legal permanent resident (LPR) or
to a U.S. citizen, or who are divorced from an LPR or a U.S.
citizen within last 2 years, to self-petition for legal status.
It also provides for other relief, including visas, for unmarried women.

Slide 4.26

Some of the Immigration Requirements: A battered
immigrant woman who is going through this process
must show that she will not be a public charge—that
she is able to support herself or that another person is
responsible for supporting her. Immigration officials
require that all applicants pass a medical examination.
Clients who are unable to work may be approved for legal
permanent residency if a legal relative will sign an affidavit promising to support the client should she be unable
to support herself.

Assault: placing another in immediate fear of being
harmed (threats are common assaults);
Aggravated assault: assault when a weapon
is involved;
Violation of an order of protection (VOOP): violating
key prohibitions of an order, including exclusive possession of the home and subsequent acts of abuse,
whether physical acts, emotional abuse, or harassment.
These crimes are all misdemeanors, punishable by up to
one year in jail. In many cases, during the course of a plea

Slide 4.27

Creating Evidence that can Help Clients Achieve Success in Court: You can create documentation in service
records that may be used in court to help a client achieve
her litigation goals. This strategy involves service providers working as a team with the client to set goals, evaluate evidence, and structure a legal case so that the mental

I V - 4 | PA R T I C I PA N T G U I D E

A C U R R I C U L U M F O R D O M E S T I C V I O L E N C E A D V O C AT E S

health issue is controlled by the client, and not taken
advantage of by the abuser, who will try to use the stigma
associated with the domestic violence and mental illness
to his advantage.

Address issues of the client’s mental health in a positive manner, including proving “compliance” with
treatment recommendations;
Provide evidence that the client is a good parent; or
Address concerns about the client’s credibility by
showing that her story has been consistent.

Slide 4.28

Introduction to documentation of abuse to support a
legal case: Keep in mind that not all survivors’ records
should be used to support a case.

KEY CONCEPT:
Under certain conditions and with the right providers, the
use of domestic violence and mental health records can
help a survivor to win her case.
For some providers, record keeping and documentation
written with possible litigation in mind seems dangerous and wrong. It is true that, in many cases, the client’s
records cannot be used because to disclose them will
be more harmful than helpful. Wariness about these
concepts is an important and useful response. But, we
have found in representing battered women with mental
health conditions, under the right circumstances and with
the right providers, using records of mental health and/or
domestic violence services is the key to winning a case.

Slide 4.30

Confidential information is no longer privileged when
used in court. Once confidential information is used in a
court proceeding, it loses its confidential nature in that
proceeding. Federal law has created some protections,
which can limit the use of the information for any other
purpose, which will be discussed in the next section.

Slide 4.31
KEY CONCEPT:
Be mindful of how disclosed information can be used.
Once made available to the opposing party, records can
be used by an abuser as part of his case to argue that:
His physical acts toward the victim were justifiable;
The victim is not believable because she is
mentally ill;

Slide 4.29

A client’s file, whether it is documenting the treatment of
a mental health practitioner or a domestic violence service provider, can be used by the client’s attorney, in civil
court, or by the prosecutor in criminal court, to achieve
the following goals:
Prove that the client’s story of abuse is true (the
record can corroborate the client’s testimony);

The abuse never happened, and the victim’s story
is a manifestation of mental illness; or that
The victim is incapable of parenting because she is
mentally ill, and he should have custody.

Slide 4.32
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Keep in mind, when documenting:
Written statements should be as factual as possible.
Drawing complicated conclusions, when not trained
to do so, may be harmful rather than helpful.

Slide 4.33

Record admissions made by the abuser, such as: “I had to
hit her to make her behave.”
Record the demeanor and behavior, including any difficulty you had in getting him to step away so that you
could speak with the victim outside his presence.

Slide 4.35

Principles of documentation for cases: Documenting
additional helpful information for these purposes probably will not mean significant alteration of your current
practices. The basic principles of this type of documentation are as follows:
Record your observations of the client’s physical
condition and demeanor, using factual descriptors:
“She was upset and crying. She had a black eye and
bruises on her arms.”
Include the client’s statements about specific acts of
abuse, detailing as many facts as possible. Describe
the physical acts of abuse, note the day, time, and
place the abuse occurred.
Identify the abuser by name and relationship to
the client.
If your client shows physical evidence of injury, with
her permission, take a photograph. The old adage
that a picture says a thousand words is never truer
than in a court of law.

Slide 4.34

Use Information Obtained from Abuser: If, in your work,
you have contact with the abuser, he may provide information that should be recorded in the file. This is particularly true in the mental health services setting.

Other information to include in the file can include:
The history of abuse, especially if the client obtained
services from you in the past.
The establishment of a causal relationship between
the domestic violence and the mental health condition: “Mary says she became depressed when her
husband called her names and would not let her
leave the house.”
Include the referral source.

Slide 4.36

Often, clients bring their children with them. If you
observe your client with her children, note your observations, such as: “Children were clean and dressed appropriately.”
Document the client’s strengths – her ability to seek help,
create a safety plan, prioritize her children’s needs and
safety, and social supports she uses.
Document the client’s compliance with any mental health
treatment recommendations, especially medication if
that is part of the client’s necessary treatment.

Slide 4.37
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Documentation of mental health: Documenting mental
health issues in a domestic violence services file should
follow a similar format:
Describe mental health issues based on your observations and what the client tells you.

Documentation When CPS is Involved: Documentation of services when child protective services (CPS) is
involved should not vary significantly from the material suggested above. Remember, CPS wants to know
that the client is currently protecting her child from the
abuser and is capable and willing to do so in the future.

Do not use medical terms unless you understand
them and are sure they apply.
Commonly understood terms such as “depression”
and “anxiety” are appropriate.

Slide 4.40

Do not provide a diagnosis if you are not trained to
do so.

Confidentiality: When a service provider creates a
record that may be helpful to the client in court, it follows that the client may choose to use the record for
that purpose. These records are confidential. Service
providers have a duty to their clients to explain what
protections are in place to uphold her privacy, the
process of waiving those protections, and the consequences, both helpful and potentially harmful, in doing
so.

Slide 4.38

What to avoid in file documentation:
Do not use language that raised doubt, such as
“alleges,”“claims,”“denies hallucinations.”
Do not use neutral language, such as “domestic dispute” or “relationship problem.”

Slide 4.41

Do not use legal terms.
Do not document irrelevant information that could
hurt the client, such as “client was a prostitute in the
past.”
Remember to put the abuser in the picture. Do not
say “Client hit her head.” Describe the incident that
occurred, e.g., “Abuser pushed client and she hit her
head on the door frame.”
Do not use language that blames the client for the
abuse she has suffered.

Slide 4.39

State and Federal Legal Protections: Client files created in domestic violence service settings are confidential and privileged as provided by most states’ domestic
violence code. Mental health files are confidential and
privileged in all states. Federal law protects mental
health records pursuant to the Federal Health Insurance Portability and Accountability Act (HIPAA). For
some professionals, more than one or all of these legal
provisions apply to their work with clients. As a general
principle, the agency for which the professional works
should have detailed policies and procedures for dealing with confidentiality and waiver issues.
DV programs should familiarize themselves with the
provisions of state laws that apply to both domestic
violence programs and mental health providers.
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Slide 4.42

Services and Treatment Privilege Narrowly Construed:
From a court’s point of view, confidentiality is created
by statute to allow clients to freely avail themselves of
needed help without fear that their privacy will
be invaded.

Slide 4.43

HIPAA and Domestic Violence: The federal Health Insurance Portability and Accountability Act (HIPAA) defers
to state statutes if the state statute is more stringent
than HIPAA. Many HIPAA provisions may be similar to
participants’state provisions. HIPAA makes clear that
the law applies to mental health information created
or received by a health care provider or plan, including
psychotherapy notes. If the file contains documents
obtained from another provider, those documents
become part of your record. This is important to note in
cases in which battered women have sought help from
several providers during the course of the battering and
its consequences.

Slide 4.44

HIPAA and Subpoenas: If HIPAA provides for a subpoena
process similar to, but not as stringent as, the process
required under state laws, then state law will apply. The
most useful feature of HIPAA is its provision for what it
calls a “qualified protective order.” This part of the statute
protects subpoenaed mental health information from
being used for purposes other than in the case for which
the subpoena was issued. The qualified protective order
can provide that the record be returned to the subject

of the record, or destroyed. This provision may protect
information contained in a record released under the
subpoena process in a family law matter from being used
in a subsequent criminal or juvenile court case against
the battered woman.

Slide 4.45

HIPAA’s “Patient Authorization” mandates as much specificity as possible in all of its elements. Information to be
released must be described as specifically as possible.
Not only can the Patient Authorization expire on a certain
date, but it can also expire if a certain event occurs. For
example, if a client signs an authorization allowing medical records to be released to her attorney, the expiration
event could be the conclusion of her case or the termination of the attorney/client relationship. Further, certain
medical information has special protection under HIPAA,
including mental health information. The Patient Authorization form must include a special notation, signed with
the client’s initials, indicating that mental health information is included in the release.

Slide 4.46

Patient Authorization form: Mental health service providers should ensure that the contents of the Patient
Authorization Form used by their agency comply with
standards set by both state law and HIPAA, including the
following:
The person or agency who will receive the record;
The purpose for disclosing the record;
The nature of the information in the record;
An indicator that the information is about mental
health treatment, and that the client has initialed that
portion of the document;
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The consequences if the client does not consent;
The date or event that the waiver expires;
The client’s right to rescind her consent at any time.

Slide 4.47

Ensure Client Understands Consequences of Release:
When using the Patient Authorization form, the provider
should take as much time as necessary to counsel the
client on what it means to agree to release confidential
information.

Slide 4.48

What Providers Should Do If They Receive a Release: If
a provider receives a release of information from a third
party for a client’s records:
Be sure that the release meets with the requirements
of the IMHDDCA and HIPAA;
Speak with your client to be sure she understands
what will be released and is fully informed about the
consequences of the release; and
Document your communication with your client in
your file.

Slide 4.49

Provider Response to Subpoena: If a provider receives a
subpoena for information protected which is confidential:
Follow your agency’s protocol, which may include a
discussion with your supervisor and/or a consultation
with an attorney.

Contact your client and discuss the subpoena with
her; she may wish to take legal action on her
own behalf.
If the information is a mental health record, do not
produce it for the subpoenaing party without a court
order.
To fully protect your client, your attorney (or her a
ttorney) may bring a motion to quash the subpoena,
relying on every legal protection that applies.

Slide 4.50

Duty to Disclose Confidential Information without Consent: Under some circumstances, the service provider
must report information to third parties, usually authorities, which otherwise is privileged. These circumstances
should be fully explained to clients before the service
provider/client relationship begins, so that the trust and
integrity of the relationship may be maintained after a
necessary disclosure. The most common duties to disclose are child abuse, elder abuse, and danger to another.

Slide 4.51

Child Abuse: The list of mandatory reporters of child
abuse in most states is a long one. It usually includes all
service providers in the domestic violence and mental
health areas, except for lawyers. It is very important that
clients know what a mental health agency’s definition
of child abuse and neglect is, and their duty to report it
to child protective services (CPS), so that she can make a
decision whether to tell the provider information on this
topic. Many clients during the course of services tell the
provider that their abuser is also hurting their children.
This fact may implicate your client as well, if CPS determines that your client has failed to protect her children
from the abuser’s violence.
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and implement a legal strategy, which will accomplish the
client’s goals.

Slide 4.52

Elder Abuse: Under many states’ elder abuse laws, certain
professionals have a duty to report abuse, neglect, and
financial exploitation of people who are sixty years of age
and over, who live at home, and who cannot seek assistance for themselves. Check your state’s laws to find out
who is covered by this duty. It may include mental health
professionals and domestic violence service providers,
as well as law enforcement, dentists, and just about any
other professional who may come in contact with elders.

Slide 4.53

Duty to Warn of Danger to Another: If the client threatens to harm someone, and those threats seem real and
credible, the provider has a duty to warn the person of
the threat and the danger. We all know that clients often
express negative emotions that seem extreme, and no
one is endangered. However, if a client seems to have a
plan to hurt another, and has taken steps to further that
plan, or talks in detail about hurting someone else, the
duty to warn has been triggered.
Every agency should have a policy on this issue and providers should receive training on it. As with all breaches
of client confidentiality, providers should consult a supervisor before taking any action.

Slide 4.54

Remember, it’s the client’s case. She’s the boss – it’s her
case and her life. The client should be empowered with
information and advice to make her own decisions about
her goals, and what encompasses the legal strategy.

Slide 4.54

Good documentation, informed legal strategies, and
collaboration to support the client can result in a successful legal outcome. These ideas are the bones of the
new approach this section has put forward. What are the
issues that make building a team that can accomplish
these tasks?
Distrust among mental health and DV professionals;
Lack of training;
Stigma associated with both service areas;
Reservations about using confidential
information; and
Lack of service resources.

Slide 4.55

Service records: how does the team decide whether to
use them?: These are key questions for the team to consider:
Is everyone familiar with the contents of the records?

The Team: The team is made up of the client, her mental
health treatment provider, her domestic violence services
provider, and her lawyer. They work together to formulate

Are there other records from previous providers
which may be discoverable by the abuser?
How will the information help client’s case?
How could it hurt client’s case?
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If client doesn’t disclose, will information remain
secret? Will the abuser raise the issues and some
treatment details that he knows?
Will voluntary disclosure further a legal strategy?
If the abuser is making mental health allegations, then
the issue will be difficult to defuse unless you can use the
records to present a positive picture. If he has not yet
filed a court case, you can deflate his strategy of making
this a central issue by raising it first. Remember, if the survivor and the abuser have had a long term relationship,
he may know just as much or more about her treatment
history as she does.

fine to let her know you analyzed the file and you’re not
going to use it.

Slide 4.58

What else can the team do to build the strongest case possible? Remember the factors the judge will look at in making his decision, and work toward a positive “rating” for your
client. This takes teamwork, because resources are scarce
and your client needs as much support as she can get.

Slide 4.59-4.60
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If records are created according to the suggestions in this
training, there will be plenty of positive information in
the records. Even if prepared by an untrained service provider, these files will probably contain good information.

What are some of the concrete, practical things the client
can do while her case is pending? Service providers can
help her with setting up some activities and then provide
support and encouragement in implementing them. For
example, while her case is pending, the client can:
Attend parenting classes;
Comply with all treatment;

Slide 4.57

Attend domestic violence services;
What about the information that might damage your client’s case? Key questions for the team to consider in this
regard include:

Establish social supports, including church, playgroups, closer association with family members (such
as grandparents, aunts and uncles);

Can the team develop explanations which will mitigate the damage?

Become employed if possible, but adequate daycare
must accompany employment;

Can you use trauma theory to help the judge understand the file?

Become involved in the children’s school, including
ensuring the children’s attendance, participating in parent/ teacher conferences, and helping with homework;

Does the file contain more potentially hurtful info
than helpful?
The team may decide not to use the file if they think it will
cause too much damage to their case. If you think participating in this discussion would devastate your client, it’s

Establish activities with the children, such as scouts,
art classes, summer camp, or whatever is available at
the client’s park district or school.
Service providers should also document the above.
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Team members should tactfully try to correct these.

Slide 4.61
Slide 4.63
Court-Appointed Evaluators: If custody is an issue, it is
likely that there will be a court-appointed evaluator who
will investigate the case and make a recommendation
to the judge. Domestic violence may matter much less
to the evaluator than mental health issues, because s/he
knows more about mental health. Members of the team
can talk with the evaluator if s/he is willing – there is no
rule or law against it. The client must consent. Make sure
the evaluator is taking the domestic violence seriously –
you may have to go through the complete history.
Sharing Records with Court-Appointed Evaluators:
The evaluator will want to see all the records as part of
the investigation. If the team has decided to assert the
client’s privilege, then the judge will have to make a decision about this. Old records, such as those created before
the children were born, may stay protected. The judge
may issue a protective order saying the records can only
be used for the purposes of the evaluation.

The Child’s Representative – Access to Medical, Mental
Health, and Counseling Records: The Child’s Representative will want to see any medical, mental health, or counseling records for the children she represents. She will be
permitted to see them.

Slide 4.64

If the team has decided to use their client’s records, they
should let the Child’s Representative have access to them,
along with the team’s analysis or commentary about
what they show and why they are important. Try to get
the Child’s Representative on your side.

Slide 4.65
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Child’s Representative: Children who are the subjects of
a custody battle usually get their own lawyer appointed
by the judge: The Child’s Representative. This lawyer will
take the child’s position in the case, if s/he is old enough
to have one. For very young children, the Child’s Representative will take a position that s/he determines is in
the child’s best interests.
Members of the team can, and should, develop positive
working relationships with the Child’s Representative and
share information, and privileged information if that is the
decided upon strategy. Child Representatives are no different from anyone else, and have their own stigmas and
prejudices about domestic violence and mental health.

The Service Providers’ Role in Trial: You may have to testify! You will definitely have to prepare and support your
client through the process, including her testimony.

Slide 4.66

Trial Preparation for Provider Witnesses: The provider
must be prepared by the attorney. Practice both direct
questions from the client’s attorney, and sample cross-examination questions. The provider should visit the courtroom in which she will be testifying to familiarize herself
with the environment.
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If the attorney does not offer this preparation, insist upon it.

Preparing the Client for Trial: Make sure the lawyer has
thoroughly prepped her to testify.
The abuser will be in the courtroom throughout, as will
the client.

Slide 4.67

Additional Preparation before Trial: The lawyer should
give guidance on the manner in which she would like
the provider to conduct herself and explain that the witness should not answer a question they do not understand. They should also explain that if there is any doubt,
the service provider should ask for clarification. The
service provider should also think before speaking, and
answer only the question asked without volunteering
other information.

Slide 4.68

Cross Examination: The witness should pause for a few
seconds after the opposing lawyer has asked each question, giving your lawyer time to object if appropriate.

Providers who are testifying will only be allowed in the
courtroom when they are on the stand. So, a provider
who is not testifying should be present to provide support to the client.
Visit the courtroom with the client, while court is in session, a few days before the trial, so she can become familiar with it.
Give her a pad of paper and pen so she can write down
her thoughts and questions during the court proceedings.
Debrief after every court session to reassure her and
answer, or get answers to, her questions, unless she is in
the middle of testifying. In that event, you cannot talk
with her about the case.

Slide 4.69

Presentation during Cross Examination: Demeanor of
the provider witness should be professional, assured, and
thoughtful. Maintain that professionalism during crossexamination, when the opposing lawyer’s goal will be to
undermine the testimony. If the witness becomes argumentative or seems angry or unsure under cross-examination, the effectiveness of her testimony may
be reduced.

Slide 4.70
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Module Four

Legal Issues: Domestic
Violence, Mental Illness & the
Law
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Introduction
How can we make Legal Systems
really work for survivors of domestic
violence (DV) with mental health
(MH) issues?

4-1
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Civil Legal Remedies
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The civil legal system is a major
source of remedies for violence:
• Safety through the order of
protection;
• Ending the legal relationship
through divorce;
• Providing economic assistance
through child support; and
• Protecting the children through
custody and visitation orders. 4-2
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Legal System Problems for
Survivors
The legal system can also be a major source of
serious
problems for survivors of domestic violence,
especially if mental illness is an issue:
• Battered women’s accounts of abuse are not
believed;
• Mental health issues create more intense
skepticism;
• Police, Prosecutors, Lawyers and Judges do not
prioritize these cases;
• Abusers use the legal system against victims;
• The law in the real world disappoints and fails
survivors.
4-3
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New Approach
We are going to approach these
issues in a different way –
suggesting ways that we, as
service providers with knowledge
and expertise, can powerfully and
positively impact how our clients’
experiences and outcomes in the
legal system.
dvmhpi
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What is this New Approach?
• Building of a team of trained service
providers whose client is involved in a
court case.
• Collaboration among service providers is
the principal strategy.
• Information about the domestic violence
and its relationship to mental illness in
service provider records will be used in an
assertive manner as part of the positive
evidence of the client’s case.
• Documentation in provider files, created
as outlined in this section of the manual,
can prove a client’s case and help her
succeed in court.
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Credibility
• Will a battered woman with mental health
issues make a believable witness?
• Credibility is the first hurdle she must
overcome – if the police or the legal aid
lawyer indicate their disbelief or even their
doubt, why would a judge believe her?
• Her credibility is bolstered when a
professional is involved in the case, giving
others the clear message that the client is
truthful.
4-6
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Civil Legal Basics
Survivors use these laws to create
a life of safety, free from abuse
and fear.

4-7
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Custody
• Often the crucial legal remedy
for our clients.
• Mothers with a history of mental
illness and domestic violence can
be awarded custody under our
laws.
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Best Interests of Child
Custody is decided by the judge
based on the child’s best
interests, not on whether the
parent is a fit parent.

4-9
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Best Interest Factors
The Judge decides what is in the child’s best
interests based on a number of factors,
including:
• What the child wants (more important in children
over 12);
• The physical and mental health of the parent;
• The presence and history of domestic violence;
• Substance abuse;
• The child’s adjustment to home, school, and
neighborhood;
• Whether the parent can foster a good
relationship between the child and the noncustodial parent.
4-10
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Joint Custody
Can the parents work together in
making decisions regarding the
important issues in the children’s
lives? In our cases, usually not.
Does that stop judges and
lawyers pushing this idea to settle
a case? Not in the least.

dvmhpi

4-11

4

Visitation
• Non-custodial parents have a right
to visitation.
• Whether it is good for the children
or they are afraid of him or not, he
will use visits to abuse the mother.
• This does not concern judges as
much as we think it should.
4-12
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Visitation Schedules
• Typical visitation requires a reasonable
amount of contact, and many judges
favor a liberal amount of contact.
• In terms of actual time, this varies with
the judge.
• A common visitation schedule in Cook
County, IL, is every other weekend
and one night during the week for
dinner, with equally shared school
vacation time.
4-13
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Limiting Visitation
Really hard to do. The client must
show that visitation would cause
serious endangerment to the child.
Then the judge will order supervised
visitation until the problems can be
corrected. Our case law has
established that this standard is hard
to meet. Forget about denying visits
unless the abuser is a sex offender
currently on probation or has not
finished ordered treatment.
dvmhpi
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Supervised Visitation
Supervised visitation will last for a
limited time. In Cook County,
there are 3 free visitation centers
where visitation or exchange are
supervised. In other areas,
resources are very scarce for this
critical safety component.
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Economic Issues
Survivors need to be able to
support themselves and their
children in order to stay safe and
away from the abuser. This is
another crucial legal remedy.

4-16
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Support
The law provides for a percentage of
the abuser’s income to be awarded
for child support based on the
number of children in the family. The
child support will be deducted from
his pay and provided to the custodial
parent in a separate check, so the
abuser can’t interfere. The abuser
can also be required to provide
medical insurance for the children.
dvmhpi
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Divorce
The abuser cannot prevent the
survivor from obtaining a divorce,
called a “dissolution of marriage”
in Illinois. Divorce ends the legal
relationship between abuser and
survivor, and may lessen incidents
of abuse.

4-18

dvmhpi

Grounds for Divorce
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There are many grounds for divorce,
most rarely used. The two grounds of
physical cruelty and mental cruelty
are common is survivors’ cases. We
also have a ground for divorce called
irreconcilable differences and is
sometimes referred to as “no fault”
divorce. The ground upon which the
divorce is granted is legally
insignificant, although important to
4-19
some clients.

Order of Protection (OP)
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The OP is a legal tool to help gain
safety for battered women and their
children. It can:
• Stop current abuse;
• Prevent future abuse;
• Be obtained in criminal court, as part
of a prosecution of a
• DV crime;
• Be obtained in civil court, with a
divorce, custody or other case;
• Be filed on its own without a
connection to any other case.
4-20
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Important OP Remedies
• Stops the abuser from physical,
emotional, mental abuse, stalking,
interfering with personal liberty;
• Keeps the abuser away from the
battered woman and their children;
• Gives the battered woman exclusive
possession of the home;
• Keeps him away from work and
school;
• Gives possession and then temporary
custody of the children to the
battered woman;
4-21
•
Protects property.
dvmhpi

OPs and MH
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• How do mental health issues affect a
survivor’s efforts to get an OP?
• Her testimony must be organized and
“make sense.”
• Survivor’s emotions should be
consistent with her testimony – neither
affectless or extravagant.
• Her history of abuse must convince
the judge that DV has occurred and is
likely to happen again: it has to be
coherent.
• Credibility is crucial in an OP case. 4-22

Abuser Response to OP
Petition
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• How is the abuser likely to respond to the
survivor’s OP case?
• The abuser may claim that the history of
abuse is the hallucination of a mentally ill
woman.
• He may say he needed to retrain the
battered woman to keep her from harming
herself or others, or to force her to take her
medication.
• He may say she attacked him and he
needed to defend himself.
• The survivor’s success in proving her case
may depend on corroborating evidence.4-23
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Criminal Justice System
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The most common DV crimes charged in Illinois are:
• Domestic battery: making harmful or unwanted
physical contact with a family or household member;
• Battery: making harmful or unwanted physical
contact with another;
• Assault: placing another in immediate fear of being
harmed (threats are common assaults);
• aggravated assault: assault when a weapon is
involved;
• Violation of order of protection (VOOP): violating key
prohibitions of an order, including exclusive
possession of the home and subsequent acts of
abuse, whether physical acts, emotional abuse, or
harassment.
• These crimes are all misdemeanors, punishable by up
to one year in jail. In many cases, during the course of
a plea agreement, domestic battery is often reduced
4-24
to simple battery.

Immigrant BW and VAWA
Remedies
• VAWA allows battered women
who are/were married (divorced
within last 2 years) to LPRs or U.S.
Citizens to self-petition for legal
status.
• Provides for other relief, including
visas, for unmarried women.
dvmhpi
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Some of the Immigration
Requirements
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• Immigrants must show they will not be a
public charge.
• Must be able to support herself or
another person supports them.
• Medical exam.
• Mental Illness not usually a barrier if client
employed.
• If not working, legal relative may sign
affidavit promising to support if client
4-26
unable.
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Creating Evidence to Help
Clients Achieve Success
in Court

dvmhpi

• Documentation and Credibility Issues.
• Working with client to set goals, evaluate
evidence, and structure legal case.
• Mental health issue is controlled by client/survivor.
• Caveats:
– Not all survivors will have resources to do this.
– Providers may not be trained or prepared to
collaborate in this way.
– Documentation may be minimally helpful or
4-27
even harmful.

Introduction to
Documentation of Abuse to
Support Case
• Keep in mind that not all survivors’
records should be used to support
a case.
• Under certain conditions and with
right providers, use of DV and MH
records can help a survivor to win
4-28
her case.
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File Can be Used to Achieve
These Goals:
• Prove client’s story of abuse is true –
record can corroborate the client’s
testimony.
• Address issues of client’s mental health in
a positive manner, including proving
compliance with treatment.
• Provide evidence that client is good
parent.
• Address concerns about the client’s
credibility by showing that her story has4-29
dvmhpi
been consistent.
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Confidential Information is No
Longer Privileged When Used
in Court.

4-30
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Be Mindful of How Disclosed
Information Can Be Used
• Prove client’s story of abuse is true – record can
corroborate the client’s testimony.
• Address issues of client’s mental health in a
positive manner, including proving compliance
with treatment.
• Provide evidence that client is good parent.
• Address concerns about the client’s credibility by
showing that her story has been consistent.
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Keep in Mind When
Documenting…
• Stick to facts as much as possible.
• Don’t try to draw complicated
conclusions.

dvmhpi
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Principles of Documentation
for Cases
• Observations of client’s physical condition and
demeanor.
– Factual descriptors: e.g., upset and crying;
black eye and bruises on arms.
• Statements about specific acts of abuse.
– Include as many facts as possible: describe
physical acts of abuse; note day, time and
place abuse occurred.
• Identify abuser by name and relationship to
client.
• Take photographs, with permission.
4-33
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Use Information Obtained
from Abuser
• Admissions
• Demeanor
• Behavior

4-34
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Other Info to Include
• History of abuse
• Causal relationship
• Referral source

dvmhpi

4-35

12

Documentation of MH
• Base documentation about MH on:
– Your observations.
– What client tells you.
• Avoid medical terminology (commonlyused terms like depression and anxiety
ok).
• Do not provide a diagnosis unless
qualified to do so.

4-36
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What to Exclude
• Anything that raises doubt (e.g., alleges,
claims, denies, hallucinations).
• Neutral language about DV (e.g., domestic
dispute, relationship problem).
• Legal terminology.
• Any irrelevant info. that could hurt client
(e.g., was a sex worker in past).
• Passive voice re: abuse; instead, put abuser
in picture (“abuser pushed client,” not
“client hit her head”).
• Anything that could be interpreted as
blaming client for abuse suffered.

dvmhpi
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Documentation When CPS is
Involved
• Records should vary significantly
from info. in prior slides.
• Remember: CPS wants to know
that client protects child from
abuser and will continue to do so
in future.
dvmhpi
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Confidentiality
Service providers have duty to
explain:
– What information is confidential.
– Who will have access to it.
– What any release is designed to do
and how info. will be used.
– Potential consequences of release
(positive and negative).
4-39
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State and Federal Legal
Protections
• State laws:
– DV program files privileged and
confidential in most states.
– MH files privileged and confidential in
all states.
• Federal law – HIPAA.
• Make sure agency policies and
procedures comply with applicable laws.
• Follow agency policies/procedures.
4-40
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Services and Treatment
Privilege Narrowly
Construed
• Protected evidence often relevant.
• Non-disclosure can hamper factfinding.
• Judges weigh “need for truth against
importance of the r’ship furthered by
privilege.”
dvmhpi
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HIPAA and DV
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• Federal law re: privilege and
confidentiality for MH providers.
• Defers to state laws if they are more
stringent.
• Applies to MH info. created or
received by health care provider or
plan.
• Includes psychotherapy notes.
• File with documents from another
provider becomes part of client
record.
4-42

HIPAA and Supoenas
• Compare your state laws re:
subpoena process to HIPAA – if
state process more stringent,
state law applies.
• Useful: qualified protective order
– subpoenaed info. can only be
used in case in which subpoena
was issued.
4-43
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HIPAA and Patient
Authorization to Release
•
•
•
•
•

dvmhpi

Patient authorization mandates specificity.
Info. must be described specifically.
Can expire on date certain.
Can expire if certain even occurs.
Certain med. info. given special protection,
including MH info.
– Patient Auth. Form must include special notation
indicating MH info. is included in release.
– Client must initial notation.
4-44
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Patient Authorization Form
• Must comply with state and federal
law including:
–
–
–
–

Person/agency receiving record.
Purpose of disclosure.
Nature of info.
Indicator that MH info. is included; client
initials.
– Consequences if client withholds consent.
– What triggers expiration (date or event).
– Client’s right to rescind consent.

dvmhpi
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Ensure Client Understands
Consequences of Release.

dvmhpi
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What MH Provider Should Do
if Receives Release of Info.
• Ensure meets requirements of
state/federal law.
• Speak with client to ensure she
understands what will be released
and implications.
• Document communication with
client about this.
dvmhpi
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MH Provider Response to
Subpoena

dvmhpi

• Follow agency protocol – should
include discussion with supervisor,
att’y consultation.
• Contact client and discuss subpoena.
• Do not produce MH records for
subpoenaing party without court
order.
• Your attorney or hers may file motion
to quash.
4-48

Duty to Disclose Confidential
Info Without Consent

• Depends on state law, but most
common are:
– Child abuse
– Elder abuse
– Danger to another
4-49
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Child Abuse
• Mandatory reporters under state
law.
• Know MH agencies’ definition of
child abuse/neglect.
• Disclosure of abuse of child by
partner my implicate client.

dvmhpi
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Elder Abuse
• Mandatory reporters specified in
state law.
• Court order to allow access to
abused elder.
• Establish agency protocols.

4-51
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Duty to Warn of Danger to
Another
• Threat + real and credible.
• Establish agency policy.
• Consult supervisor before
breaching confidentiality.

4-52
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The Team
• Client.
• Her MH treatment provider.
• Her DV services provider.
• Her lawyer.
• Work together to formulate and
implement a legal strategy which
will accomplish the client’s goals.
dvmhpi
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Good documentation, informed
legal strategies, and collaboration to
support the client can result in a
successful legal outcome.

dvmhpi
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Service Records: How Does
the Team Decide Whether to
Use Them?
• Is everyone familiar with the contents of the
records?
• Are there other records from previous providers
which may be discoverable by the abuser?
• How will the information help client’s case?
• How could it hurt client’s case?
• If client doesn’t disclose, will information remain
secret? Will the abuser raise the issues and
some treatment details that he knows?
• Will voluntary disclosure further a legal
4-55
strategy?
dvmhpi

If records created according to
suggestions in this training, there will
be plenty of positive information in
records. Even if prepared by an
untrained service provider, will
probably contain good information.

dvmhpi
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What about the information that
might damage your client’s case?

4-57
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What else can the team do to build
the strongest case possible?
Remember the factors the judge will
look at in making his decision, and
work toward a positive “rating” for
your client. This takes teamwork,
because resources are scarce and
your client needs as much support as
she can get.

4-58
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What are some of the concrete,
practical things the client can do
while her case is pending?
•
•
•
•

dvmhpi

Attend parenting classes;
Comply with all treatment;
Attend domestic violence services;
Establish social supports, including church,
playgroups, closer association with family members
– grandparents, aunts and uncles;
• Become employed if possible, but adequate
daycare must accompany employment;
• Become involved in the children’s school, including
ensuring the children’s attendance, participating
in parent/teacher conferences, helping with
homework;
• Establish activities with the children: scouts, art
classes, summer camp, whatever is available at
4-59
the client’s park district or school.
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Service providers –
document the above!!

dvmhpi
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If custody is an issue, it is likely that
there will be a court appointed
evaluator who will investigate the
case and make a recommendation
to the judge. DV may matter much
less to the evaluator than MH,
because s/he knows more about
MH.C
dvmhpi
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The evaluator will want to see all the
records as part of the investigation.
If the team has decided to assert
the client’s privilege, then the judge
will have to make a decision about
this.

dvmhpi

4-62

21

Child’s Representative

dvmhpi

Children who are the subjects of a
custody battle usually get their own
lawyer appointed by the judge: The
Child’s Representative. This lawyer
will take the child’s position in the
case, if s/he is old enough to have
one. For very young children, the
Child’s Rep. will take a position that
s/he determines is in the child’s best
4-63
interests.

The Child’s Rep. will want to see any
medical, mental health, or
counseling records for the children
she represents. She will be permitted
to see them.

dvmhpi
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Service Provider’s Role in
the Trial
• You may have to testify!
• You will definitely have to
prepare and support your client
through the process, including
her testimony.

dvmhpi
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Trial Preparation for Provider
Witnesses
The provider must be prepared by
the attorney. Practice both direct
questions from the client’s attorney,
and sample cross examination
questions. The provider should visit
the court room in which she will be
testifying to familiarize herself with
the environment.
4-66
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Additional Prep.
The Lawyer should:

dvmhpi

• Give guidance on the manner in which
she would like the provider to conduct
herself.
• Explain that the witness should not
answer a question they do not
understand, and if there is any doubt, ask
for clarification.
• Think before speaking.
• Answer only the question asked and do
4-67
not volunteer other information.

Cross Examination
The witness should pause for a
few seconds after the opposing
lawyer has asked each question,
giving your lawyer time to object,
if appropriate.

dvmhpi
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Demeanor of the provider witness
should be professional, assured,
thoughtful. Maintain that
professionalism during cross
examination, when the opposing
lawyer’s goal will be to undermine
the testimony. If the witness
becomes argumentative or seems
angry or unsure under cross
examination, the effectiveness of her
testimony may be reduced.
dvmhpi

4-69

Preparing the Client for Trial from
the DV and MH Providers’
Perspective
• Make sure the lawyer has thoroughly
prepped her to testify.
• The abuser will be in the courtroom
throughout, as will the client.
• Providers who are testifying will only be
allowed in the courtroom when they are on
the stand.
• So, a provider who is not testifying should
be present to provide support to the client.

dvmhpi
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Preparing the client for trial from
the DV and MH providers’
perspective (cont’d)

dvmhpi

• Visit the courtroom with the client, while
court is in session, a few days before the
trial so she can become familiar with it.
• Give her a pad of paper and pen so she
can write down her thoughts and questions
during the court proceedings.
• Debrief after every court session to reassure
her and answer, or get answers to her
questions, unless she is in the middle of
testifying, and then you cannot talk with her
about the case.
4-71
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Section Five:
Conclusion and Next Steps

familiar with the many paths to safety and recovery. We
clearly need to learn from each other, find out what we
can change just through that process of learning and
collaboration, and then, determine what will require additional resources that we’ll have to develop new strategies
to obtain.

Slide 5.0

Title Slide

Slide 5.1

Next Steps: Questions to Ask Ourselves

Working collaboratively with other systems to create the
kind of society that will stop violence against women and
prevent its traumatic effects is an essential part of our
work. We thank you for being with us as our own thinking has evolved through the partnerships created by this
project. The next steps will come from all of you, as you
think about how to ensure that all survivors of domestic
violence have access to the resources they need, as we
ask the following questions:
How do we meet survivors where they are and ensure
our services are truly accessible?
How do we find out what would be most helpful to
women with a range of experiences and needs?
How do we respond most effectively, within our own
programs and in our communities?

Of course, our ultimate goal is to end violence against
women. Part of what we have found so positive in our
own process of thinking about these issues, is the ways
we have each had to stretch to incorporate new perspectives and to deepen our own understanding of what this
will take.
Working with women who have survived interpersonal
trauma, teaches us about the complexity and unpredictability of human life; the intersections between individual
biology, human development, social and cultural contexts and larger societal norms; and the importance of
caring, respectful human interactions. As advocates, we
play a critical role in preventing domestic violence by
addressing the social as well as psychological conditions
that support violence against women and fail to hold
perpetrators accountable, and by creating truly inclusive
communities that incorporate our understanding of the
potential for resilience and change.

Who can we partner with to do this?
What additional resources do we need?

Slide 5.3

Thank You

What will it take to make this happen?

Slide 5.4

The National Center for Domestic
Violence, Trauma & Mental Health

Slide 5.2

Joining Together

In the Appendix, you’ll find a more detailed set of questions that you can use when you return to your agencies,
to think further about these issues. However, these are
questions we will only be able to answer in partnership
with survivors and with peer support advocates who are
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Next Steps
Questions to ask ourselves
How do we meet survivors where they
are and ensure our services are truly
accessible?
How do we find out what would be most
helpful to women with a range of
experiences and needs?
How do we respond most effectively,
within our own programs and in our
communities?
Who can we partner with to do this?

dvmhpi

What additional resources do we need?
What will it take to make this happen?

5-1

Joining Together
As advocates, we can

dvmhpi

Partner with survivors and peer support advocates
who are familiar with the many paths to safety and
recovery, to:
Learn from each other
Change what we can through new
collaborations
Determine what will require additional resources
and develop joint public policy strategies
Play a critical role in preventing domestic violence,
by:
Addressing the social as well as psychological
conditions that support violence against
women and fail to hold perpetrators
accountable, and
Creating truly inclusive communities that
incorporate our understanding of the potential
for resilience and change.

5-2
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Thank you!
From:

The Growing Place Empowerment
Organization,
Lifespan, Inc.
Thresholds
Illinois Department of Human Services,
Division of Mental Health
Domestic Violence & Mental Health
Policy Initiative

dvmhpi
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Supported by funds from the Office of Violence Against Women,
Educational and Technical Assistance Grants to End Violence Against
Women with Disabilities, U.S. Department of Justice,
5-3
Award #2004-FW-AX-KO32

29 W. Madison St., Suite 1750
Chicago, IL 60602
312-726-7020
www.nationalcenterdvtraumamh.org
www.dvmhpi.org
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