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The Adverse Childhood Experiences (ACE) Study 
 
 

ABOUT THE STUDY: What everyone should know! 
 
 

Over 17,000 Kaiser Permanente members voluntarily participated in a study to find 
out about how stressful or traumatic experiences during childhood affect adult 
health. After all the identifying information about the patients was removed, the 
Centers for Disease Control and Prevention processed the information the patients 
provided in their questionnaires, 

 
 

Here's What We Learned: 
 
 

Many people experience harsh events in their childhood.  63% of the people who 
participated in the study had experienced at least one category of childhood 
trauma.  Over 20% experienced 3 or more categories of trauma which we call 
Adverse Childhood Experiences (ACEs). 

• 11% experienced emotional abuse. 
• 28% experienced physical abuse. 
• 21% experienced sexual abuse. 
• 15% experienced emotional neglect. 
• 10% experienced physical neglect. 
• 13% witnessed their mothers being treated violently. 
• 27% grew up with someone in the household using alcohol and/or drugs. 
• 19% grew up with a mentally-ill person in the household. 
• 23% lost a parent due to separation or divorce. 
• 5% grew up with a household member in jail or prison. 

 

 

ACEs seem to account for one-half to two-thirds of the serious problems with drug 
use.  They increase the likelihood that girls will have sex before reaching 15 years 
of age, and that boys or young men will be more likely to impregnate a teenage girl. 

 

 

Adversity in childhood causes mental health disorders such as depression, 
hallucinations and post-traumatic stress disorders. 
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The  more  categories  of  trauma  experienced  in  childhood,  the  greater  the 
likelihood of experiencing: 

 
 

• alcoholism and alcohol 
abuse 

• chronic obstructive 
pulmonary disease 
(COPD) 

• depression 
• fetal death 
• poor health-related 

quality of life 
• illicit drug use 
• ischemic heart disease 

(IHD) 

• liver disease 
• risk for intimate partner 

violence 
• multiple sexual partners 
• sexually transmitted 

diseases (STDs) 
• smoking 
• obesity 
• suicide attempts 
• unintended pregnancies 

 
 
 

If you experienced childhood trauma, you're not alone. 
 
 
Talk with your family health practitioner about what happened to you when you 
were a child.  Ask for help. 

 
 

For more information about the ACE Study, email carolredding@acestudy.org, 
visit www.acestudy.org, or the Centers for Disease Control and Prevention at: 

http://www.cdc.gov/NCCDPHP/ACE/ 



The most important thing to remember is that the ACE score is meant as a guideline: If you experienced 

other types of toxic stress over months or years, then those would likely increase your risk of health 

consequences. 

Prior to your 18th birthday: 

1. Did a parent or other adult in the household often or very often… Swear at you, insult you, put you 

down, or humiliate you? or Act in a way that made you afraid that you might be physically hurt? 

No___If Yes, enter 1 __ 

2. Did a parent or other adult in the household often or very often… Push, grab, slap, or throw something 

at you? or Ever hit you so hard that you had marks or were injured? 

No___If Yes, enter 1 __ 

3. Did an adult or person at least 5 years older than you ever… Touch or fondle you or have you touch 

their body in a sexual way? or Attempt or actually have oral, anal, or vaginal intercourse with you? 

No___If Yes, enter 1 __ 

4. Did you often or very often feel that … No one in your family loved you or thought you were important 

or special? or Your family didn’t look out for each other, feel close to each other, or support each 

other? 

No___If Yes, enter 1 __ 

5. Did you often or very often feel that … You didn’t have enough to eat, had to wear dirty clothes, and 

had no one to protect you? or Your parents were too drunk or high to take care of you or take you to 

the doctor if you needed it? 

No___If Yes, enter 1 __ 

6. Were your parents ever separated or divorced? 

No___If Yes, enter 1 __ 

7. Was your mother or stepmother: 

Often or very often pushed, grabbed, slapped, or had something thrown at her? or Sometimes, often, 

or very often kicked, bitten, hit with a fist, or hit with something hard? or Ever repeatedly hit over at 

least a few minutes or threatened with a gun or knife? 

No___If Yes, enter 1 __ 

8. Did you live with anyone who was a problem drinker or alcoholic, or who used street drugs? 

No___If Yes, enter 1 __ 

9. Was a household member depressed or mentally ill, or did a household member attempt 

suicide?                        No___If Yes, enter 1 __ 

10. Did a household member go to prison? 

No___If Yes, enter 1 __ 

Now add up your “Yes” answers: _ This is your ACE Score 
 

For more information about the ACE study, email carolredding@acestudy.org, visit www.acestudy.org, or the Centers for Disease 

Control and Prevention at http://www.cdc.gov/NCCDPHP/ACE 



Trauma Affects Development Throughout the Lifespan

A child’s ability to cope with stress in the early years has consequences for physical and 
mental health throughout life.      Center on the Developing Child

 

 

 

 

 

 

 

 

 Stress affects the developing architecture of the brain 

 

 

 
 
 
 
 
 

What do we mean by trauma? 

• Events that are perceived as threatening the life/physical integrity of the child or someone important to child
(and what is perceived as a threat changes with children’s development).

• Causing an overwhelming sense of terror, helplessness, and horror;

• Producing intense physical effects such as a pounding heart, rapid breathing, trembling;

• And completely overwhelming the child’s available coping strategies. National Child Traumatic  Stress Network

And this includes: 
• Direct abuse

o Physical abuse—assault, being beaten, burned, shaken
o Sexual abuse—including inappropriate exposure to sexual activity or materials

• Neglect--Deprivation of basic needs—perceived as trauma by young children dependent on adults for care
• Domestic violence
• Witnessing violence
• Community violence
• Separation from important people
• Complex trauma—Caused by adults who should have been caring for and protecting the child, creating an

“impossible dilemma” for young children--The person on whom I am dependent for protection and care also
hurts me.

AND 
Stress becomes trauma when the intensity of frightening events becomes unmanageable to the point of
threatening physical and psychological integrity [for child or parent].            Lieberman & Van Horn (2008)

Three types of stress 

Positive stress motivates development. Developmentally appropriate levels of stress can be growth-
producing, such as the productive stress which accompanies challenge to support children’s goals, e.g. the 
infant who becomes more irritable before achieving a major milestone, or birth of a sibling. This kind of stress is 
a normal part of life; learning to adjust to it is an essential feature of healthy development and represents 
mastery. 

Tolerable stress refers to stress responses that could affect brain architecture but generally occur for briefer 
periods and/or with social supports that allow time for the brain to recover and thereby reverse potentially 
harmful effects. 

Toxic stress refers to strong, frequent or prolonged activation of the body’s stress management system.  
Stressful events that are chronic, uncontrollable, and/or experienced without the child having access to support 
from caring adults tend to provoke these types of toxic stress responses. 

              National Scientific Council on the Developing Child (2005). Excessive Stress Disrupts the Architecture of the Developing Brain: Working Paper #3  
               http://www.developingchild.net 



The physiology of stress 

• Our bodies have a response to perceived threat which involves mobilizing energy resources and
focusing our attention to deal with the immediate needs of the threat.  This physiological response
to stress prepares us for “flight or fight.”

• In response to stress:
o Stress sets off a chain reaction in our brain which results in the production of cortisol, the “stress

hormone” that triggers a change in our entire nervous system.
o Respiration, heart rate, attention, memory for threat and energy availability increase;
o Our bodies defer ‘future needs’ such as digestion, sleep, immune system functioning and tissue

repair, physical growth and exploration/play.

Early trauma can impact brain development 

• A healthy stress system turns on when we need it and turns off when we don’t—this is essential
to ensure our survival.  Relationships buffer the young child from stress and promote resiliency.

• Chronic stress affects the brain—including memory, selective attention, self-control and the
ability to turn off the stress response.  Being chronically ‘wired’ in this state of ‘high alert’ interferes
with children’s ability to explore and learn from their environment and socialize with others.  States
become traits over time as the brain is developing.

• Neural circuits for dealing with stress are especially ‘plastic’ during the fetal and early
childhood period—frequent or prolonged activation of stress hormonal systems can alter
functioning of neural systems including the parts of the brain essential for learning and memory.

• Toxic stress during this early period can affect developing brain circuits and hormonal systems in a
way that leads to poorly controlled stress-responsive systems that will be overly reactive or slow to 

shut down when faced with threats throughout the lifespan.
Center on the Developing Child (2005)  Excessive stress disrupts the architecture of the developing brain

Trauma impacts the child’s developmental trajectory 

• Development is cumulative, each stage builds on the
last and is impacted by previous experiences.

• The higher the number of risk factors, the more likely
the child will have significant developmental delays.

• Development is transactional--it occurs within the
interactions between the child and primary caregiver
so trauma anywhere within the system (parent or
child) impacts the whole system.

And this can look like: 
o Fight—dysregulated, aggressive attempts to manage
o Flight—withdrawn, shut down
o Freeze--dissociated
o ‘Tend and befriend’—clingy, caretaking
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Brain Development
The basic development of the brain happens over ti me beginning before birth and 
conti nuing into adulthood. It is through the interacti ve infl uences of geneti cs and 
experiences that the actual physical development of the brain occurs. There are specifi c, 
sensiti ve periods of ti me during which some parts of the brain grow and develop the best. 
Geneti cs determine when the diff erent electrical and chemical “circuits” of the brain are 
formed and our experiences shape how those circuits are built.1

While there are many parts of the brain that perform diff erent functi ons, there are three 
main parts that are important to understand when addressing trauma: the brainstem, the 
limbic region and the cortex.

Brainstem
Brain development occurs from the bott om up. The brainstem is located at the very bott om of the brain. This is where 
basic biologic functi ons are controlled including heart rate, breathing and body temperature regulati on. It also controls 
states of arousal like hunger; relaxati on; sleep; wakefulness; and the fi ght, fl ight and freeze responses that are 
responsible for survival during ti mes of danger.

Limbic Region
Directly above the brainstem is the limbic region. This part of the brain works closely with the brainstem to create and 
manage emoti ons and is responsible for making decisions about whether something is good or bad. It also plays a 
criti cal role in how we become emoti onally att ached to others and thus form relati onships. The need for att achment is 
“hardwired” into the brain and causes us to seek connecti on with one another. This hardwiring actually means that 
being in relati onship with others is criti cal not only to healthy growth and development but also to survival itself.

The limbic area also controls stress hormones. When faced with overwhelming situati ons with which we cannot 
adequately manage or cope, stress hormone levels oft en stay elevated over ti me. Traumati c experiences can cause 
changes to this area of the brain resulti ng in stress hormone levels that not only interfere with the proper growth and 
development of the brain, but may actually become toxic. Once these changes occur, the brain becomes overly sensiti ve 
to danger, resulti ng in diffi  culty determining which situati ons are “real danger” and which are not. Because of this, the 
traumati zed brain oft en perceives danger in situati ons where none exists.

Another functi on of the limbic region is the creati on of diff erent forms of memory. These memories help us recognize 
danger at an insti nctual level. This is important for survival. However, changes in the brain 
due to trauma can cause it to “misread” or misinterpret situati ons. Consequently, 
memories of past experiences can push us into a fi ght-fl ight-or freeze mode when 
there is no danger.

Cortex
The cortex makes up the outer layer of the brain and is separated into 
two diff erent parts: the cortex and the prefrontal cortex. These are the 
brain’s “thinking” parts and allow us to plan, anti cipate outcomes, evaluate 
situati ons and experiences, and coordinate interacti ons between many 
areas of our brain. This area also helps us thoughtf ully control our emoti ons, 
giving us the ability to manage frustrati ons and build relati onships, which 
helps us be more successful in school, work, and life.

1 Nati onal Center for Infants, Toddlers, and Families. “Zero To Three Brain FAQ.” Accessed 
Aug. 31, 2015. htt p://main.zerotothree.org/site/PageServer?pagename=ter_key_brainFAQ
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The Brain on ACEs
Adverse Childhood Experiences (ACEs) are the “not ok” events that sometimes happen in our lives. These events can 
adversely or negatively affect our brain growth and development and often have long term negative health outcomes. In 
fact, research shows that there is a direct correlation between the number of ACEs a person experiences and the ability 
to form healthy relationships as well as how memory works and consequently the ability to learn. ACEs are common and 
tend to occur in clusters rather than as a single experience, thereby increasing the risk for adverse effects on the brain 
and other body systems, as well as social, emotional, and intellectual impairments. These experiences can have lasting 
effects on both the structure and function of the brain.

Since the brain functions on a “use it or lose it” basis, the parts of the brain that are most stimulated are the parts that 
are the most developed or “strongest.” Consequently, when ACEs are prevalent in our lives those most primitive parts of 
our brain (brain stem and limbic systems) grow stronger while our cortex and prefrontal cortex become underdeveloped. 
Radiologic studies show that brains exposed to a high number of ACEs are actually smaller than brains that have had 
fewer ACEs (or none). There is also less activity in the higher brain structures as opposed to the limbic and brain stem 
regions.

Resiliency
The good news is that the negative effects of ACEs can be minimized as resiliency is increased. This is true across the age 
spectrum. Resiliency is what helps us to bounce back when bad things happen and overcome the negative effects that 
ACEs can have. By working on building safe, nurturing relationships and learning to regulate emotions we can help the 
brain to heal, opening the opportunity to live rich, successful and fulfilling lives while minimizing the long term negative 
effects of the adverse events in our lives (see toolkit section titled Resilience).
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Increases difficulty 
in making friends 
and maintaining 
relationships.

Increases stress hormones 
which affects the body’s 
ability to fight infection.

May cause lasting
health problems.

A Survival Mode Response to toxic stress increases a child's heart rate, blood 
pressure, breathing and muscle tension. Their thinking brain is knocked off-line. 
Self-protection is their priority. In other words: 
"I can't hear you! I can't respond to you! I am just trying to be safe!"

STRESS & EARLY BRAIN GROWTH
Understanding Adverse Childhood Experiences (ACEs)

What are ACEs?
ACEs are serious childhood traumas -- a list is shown below -- that result in toxic stress that can harm a child's brain. 
This toxic stress may prevent child from learning, from playing in a healthy way with other children, and can result in 
long-term health problems. 

Reduces the ability to respond, 
learn, or figure things out, which 
can result in problems in school.

Lowers tolerance for stress, which can 
result in behaviors such as fighting, 

checking out or defiance.

Increases problems 
with learning and 

memory, which can be 
permanent. 

Adverse Childhood Experiences 
can include:
1. Emotional abuse
2. Physical abuse
3. Sexual abuse
4. Emotional neglect
5. Physical neglect
6. Mother treated violently
7. Household substance abuse
8. Household mental illness
9. Parental separation or divorce
10. Incarcerated household member
11. Bullying (by another child or adult)
12. Witnessing violence outside 
     the home
13. Witness a brother or sister 
     being abused
14. Racism, sexism, or any other form 
     of discrimination
15. Being homeless
16. Natural disasters and war

Exposure to childhood ACEs can 
increase the risk of:
· Adolescent pregnancy
· Alcoholism and alcohol abuse
· Depression
· Illicit drug use
· Heart disease
· Liver disease
· Multiple sexual partners
· Intimate partner violence
· Sexually transmitted diseases (STDs)
· Smoking
· Suicide attempts
· Unintended pregnancies

How do ACEs affect health?
Through stress. Frequent or prolonged exposure to ACEs can create toxic stress 
which can damage the developing brain of a child and affect overall health.



The good news is resilience can bring back health and hope!

What is Resilience?
Resilience is the ability to return to being healthy and hopeful after bad things 
happen. Research shows that if parents provide a safe environment for their 
children and teach them how to be resilient, that helps reduce the effects of ACEs. 

Resilience trumps ACEs!

Parents, teachers and caregivers can help children by:

· Gaining an understanding of ACEs
· Helping children identify feelings and manage emotions
· Creating safe physical and emotional environments at home, in school, 
  and in neighborhoods

What does resilience look like?

1. Having resilient parents  
Parents who know how to solve problems, who have healthy relationships with other 
adults, and who build healthy relationships with their children.

2. Building attachment and nurturing relationships

Resources:
ACES 101
http://acestoohigh.com/aces-101/

Triple-P Parenting
www.triplep-parenting.net/
glo-en/home/

Resilience Trumps ACEs
www.resiliencetrumpsACEs.com

CDC-Kaiser Adverse Childhood 
Experiences Study
www.cdc.gov/violenceprevention/ace
study/

Zero to Three Guides for Parents
http://www.zerotothree.org/about-

us/areas-of-expertise/free-

parent-brochures-and-guides/

Adults who listen and respond patiently to a 
child in a supportive way, and pay attention 
to a child's physical and emotional needs.

3. Building social connections
Having family, friends and/or neighbors who 
support, help and listen to children.

4. Meeting basic needs
Providing children with safe housing, 
nutritious food, appropriate clothing, and 
access to health care and good education.

5. Learning about parenting and how 
children grow
Understanding how parents can help their 
children grow in a healthy way, and what to 
expect from children as they grow.

6. Building social and emotional skills
Helping children interact in a healthy way 
with others, manage their emotions and 
communicate their feelings and needs. 

Thanks to the people in the Community & Family Services Division at the Spokane (WA) Regional Health District for developing this handout for parents 
in Washington State, and sharing it with others around the world. 
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 
 
A Trauma-Informed Approach to Domestic Violence Advocacy 

 
Adopting a trauma-informed approach* to domestic violence advocacy means attending to 

survivors’ emotional as well as physical safety. Just as we help survivors to increase their 
access to economic resources, physical safety, and legal protections, using a trauma-

informed approach means that we also assist survivors in strengthening their own 
psychological capacities to deal with the multiple complex issues that they face in 
accessing safety, recovering from the traumatic effects of domestic violence and other 

lifetime abuse, and rebuilding their lives. It also means ensuring that all survivors of 
domestic violence have access to advocacy services in an environment that is inclusive, 

welcoming, destigmatizing, and non-retraumatizing.  
 

This document will discuss five core components of a trauma-informed approach to 
domestic violence advocacy. These include (1) providing survivors with information about 
the traumatic effects of abuse; (2) adapting programs and services to meet survivors’ 

trauma- and mental health-related needs; (3) creating opportunities for survivors to 
discuss their responses to trauma; (4) offering resources and referrals to survivors; and 

(5) reflecting on our own and our programs’ practice. 
 
1. Provide survivors with information about the traumatic effects of abuse.  

 
Many survivors of domestic violence will not be familiar with the concept of trauma. 

Some survivors may believe that it is a sign of strength to be able to withstand 
extreme difficulty without complaining. Some may view silent endurance as a religious 
or spiritual value. Helping survivors understand that there are natural ways that the 

human mind and body respond to stress and pressure can help counter the belief that 
these reactions are signs of weakness.  

  
How can your programs provide survivors with destigmatizing information 
about the traumatic effects of abuse? 

� Discuss the link between lifetime trauma, domestic violence, and mental 
health.  

� Discuss some of the common emotional or mental health effects of domestic 
violence and ways that these responses can interfere with accessing safety, 
processing information, or remembering details.  

                                                 
* The notion of “trauma-informed services,” which comes from the work of Maxine Harris, PhD, and 

Roger Fallot, PhD, at Community Connections, is designed to promote recovery and minimize the 

chance of revictimization.  Harris, M. & Fallot, R. (2001, Spring). New directions for mental health 

services, Using trauma theory to design service systems, 89, Jossey-Bass. 
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� Discuss the ways that trauma can disrupt our ability to trust and to manage 
feelings and can affect the ways we feel about other people, ourselves, and 
the world. 

� Discuss the things that abusers may do to make their partners feel “crazy.”  
� Discuss the ways that abusers use mental health issues to control their 
partners.  

  
2. Adapt programs and services to meet survivors’ trauma- and mental health-

related needs. 

 
As domestic violence programs become sensitized to the effects of trauma and the 

need to provide inclusive services, we can work to create programs, policies, and 
settings that meet survivors where they are and that are careful not to 
retraumatize survivors. 

  
How can your program respond to the individual needs of survivors? 

� Conduct pre-intake screenings for domestic violence only and do not “screen 
out” for mental health “issues” or a history of psychiatric treatment. 

� Create a welcoming environment with a wide range of options for survivors 
and make changes when practices and policies are not well suited to 
individual survivors’ needs and capacities.  

� Discuss ways that shelter living can be difficult for everyone and offer 
supportive strategies that would make it more comfortable for the individual 
survivor with whom you are working.  

� Have a standard medication policy for everyone. It is not necessary to know 
what medications women are taking or why. Questions related to medication 

may be prohibited by law. Please see the Center’s Model Medication Policy for 
further guidance.  

� Inform survivors about your medication policies and let her know you are 
available to discuss any particular needs she has (e.g., she has run out and 
needs new supply, is having problems with side effects, is not sure they’re 

helping, can’t afford them, etc.). 
� While conducting support groups or house meetings, discuss the range of 
responses people have to trauma, including physical and mental health 
symptoms. 

� Reassure and support survivors who are uncomfortable with the mental 
symptoms of other women in the program that these are common responses 
to abuse.  

� Collaborate (with consent) with the mental health providers, peer support 
specialists, and/or systems that work with each individual survivor.  

� Inform or educate the mental health providers on issues related to domestic 
violence, including documentation of abuse in mental health records and 
additional needed supports. 
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� Advocate with mental health providers and systems on behalf of survivors 
when requested and support survivors in their efforts to advocate on their 
own behalf. 

 

3. Create opportunities for survivors to discuss their responses to trauma. 
 

Once survivors are aware that most people have natural responses to extreme 
stress and pressure, it may be possible to help each woman to think about the 
specific ways that she and her children have managed, responded to, and been 

affected by the stress, pressure, and trauma that they have experienced.  
  

How can your program provide opportunities for a survivor to discuss her 
responses to trauma? 

� Ask about ways that she has changed as a result of the abuse. 
� Ask if she is having any feelings or thoughts that concern her. 
� Ask about the impact of domestic violence on her emotional well-being and 
mental health.  

� Attend to the role of culture, community, and spirituality in her life. 
� Talk with her about how her own emotional responses to abuse can affect 
how she responds to her children and offer strategies for noticing and 
addressing those concerns. 

� Ask if her abusive partner interfered with past mental health treatment or 
medication.   

� Ask if she has any mental health concerns she’d like to discuss, including 
concerns related to treatment, medications, hospitalizations, or past 
interactions with mental health providers or mental health systems.  

   
4. Offer resources and referrals to survivors. 

 
Like many of us, survivors of domestic violence may hold stereotypes about mental 
health treatment. Survivors may be unfamiliar with mental health services, believe 

they are only appropriate for people with very extreme symptoms, or think they are 
indulgences for weak or pampered people. You can let women know that these 

resources are appropriate for anyone who has been highly stressed or 

traumatizedthat everyone deserves to feel better. Resources may include self-
help tools as well as referrals to knowledgeable providers in the community or 

consultants who provide services at a DV program.  
  
How can your program make resources and referrals available to a 

survivor? 
� Discuss the process of healing from abuse and other trauma (instilling a 
sense of hope, that she will not feel this way forever). 

� Develop culturally relevant and community-based referrals and linkages. 
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� Let her know that if she is interested in accessing resources and services 
related to healing from abuse and other trauma, you can help her to access 
them. 

� Provide linkages to information or resources to help her advocate for herself 
around mental health or medication issues (or, with permission, advocate for 
a survivor with her mental health care provider). 

� Work with her on strengthening or developing new skills for dealing with 
painful or disruptive feelings such as relaxation training or exercises,† 
grounding techniques, affect regulation strategies, or developing a written 

plan like a Wellness Recovery Action Plan (WRAP®).‡  
  

5. Reflect on our own and our programs’ practice. 
 
Being aware of our own reactions to others and to trauma helps ensure that our 

interactions with survivors are focused on supporting their best interests and well-
being. Reflection also helps us to make thoughtful and professional decisions with 

knowledge of how our personal reactions and feelings are operating.  
  
How can your program incorporate reflection into your practice and your 

settings? 
� Create an environment with regular opportunities to reflect on your 
responses to each individual survivor and how those responses may be 
affecting her, as well as what those responses may reflect about your own 
experiences. 

� Reflect on the impact of the work that you do on your own life (i.e., how you 
experience secondary trauma) either privately or with trusted others 

(including supervisors, peers, therapists, family, friends, etc.). 
� Work with colleagues to recognize the ways in which tensions that arise 
within your program (among women receiving services and among program 
staff) may be related to staff feelings about and reactions to trauma. Develop 
ways to safely and respectfully address these issues when they arise. 

 
For more information or for technical assistance, please contact the National 

Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
 

 
 

 

                                                 
† For example, see the Capacitar Emergency Response Tool Kit (available in multiple languages) at 

http://www.capacitar.org/emergency_kits.html 
‡ For more information about WRAP®, see http://www.mentalhealthrecovery.com/aboutwrap.php 
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MENTAL HEALTH CONCERNS AND TRAUMA 
 
 
 
The National Alliance on Mental Illness defines mental illness as a medical condition that 
disrupts a person’s thinking, feeling, mood, ability to relate to others, and daily 
functioning. Examples of mental health conditions include depression, anxiety, 
schizophrenia, bipolar disorder, obsessive compulsive disorder, panic disorder and post 
traumatic stress disorder (NAMI, 2009).  
 
Warshaw (2010) defines a mental health issue as a situation or concern involving 
alterations in thinking, feelings and/or behavior, associated with emotional distress and/or 
difficulties in functioning that the individual and/or others want to resolve. A mental 
health issue becomes a psychiatric disability when the effects of trauma and/or mental 
illness significantly interfere with the performance of major life activities. Psychiatric 
disabilities may come and go, remit, or become more persistent. 
 
About one in four adults experiences a mental health condition in a given year, according 
to the National Institute of Mental Health. One in 17 lives with a serious psychiatric 
disability, such as schizophrenia, major depression or bipolar disorder (NAMI, 2007).  
 
 
The role of trauma in mental illness 
 
While not all mental illnesses are caused by traumatic experiences, trauma may cause or 
exacerbate some mental health conditions.  
 
Individuals living with chronic mental illness experience higher rates of abuse, while 
those abused in childhood experience higher rates of psychiatric symptoms as adults 
(Warshaw, 2010). Many behaviors and responses seen as “symptoms” by advocates and 
other providers are directly related to traumatic experiences that cause mental health 
concerns (NCTIC, n.d.):  
 
 Depression, post-traumatic stress disorder, anxiety and panic disorder are common 
among people in domestic violence shelters (Warshaw et. al., 2003). 
 
 Individuals experiencing any type of domestic violence are nearly three times more 
likely to report symptoms of severe depression  (Warshaw, 2010). 
 
 As many as 90 percent of people who have severe psychiatric disorders are survivors of 
at least one incident of trauma during their lifetimes (Akers et. al., 2007). 
 
 Studies have found that up to 53 percent of people who seek services from public 
mental health centers report childhood sexual or physical abuse (Huckshorn, 2004). 
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 In one study, 90 percent of women hospitalized post-suicide attempt reported current  
severe domestic violence (Warshaw, 2010). 
 
 In another study, 90 percent of people with mental health issues had been exposed to 
trauma, and most had multiple experiences of trauma (Huckshorn, 2004). 
 
When trauma survivors develop psychiatric problems, systems of care often perpetuate 
traumatic experiences through invasive, coercive or forced treatment that causes or 
exacerbates feelings of threat, a lack of safety, violation, shame and powerlessness 
(NCTIC, n.d.). 
 
 
Barriers to service 
 
According to the U.S. Department of Health and Human Services, fewer than one-third of 
adults with a diagnosable psychiatric disorder receive any mental health services in a 
given year. Racial and ethnic minorities are even less likely to have access to mental 
health services and often receive a poorer quality of care (NAMI, 2007). People with 
mental health issues may encounter a number of barriers when seeking help: 
 
 Stigma. The single most pervasive factor affecting access to and participation in 
services is the stigma accompanying mental health issues. Individuals with psychiatric 
symptoms often encounter people who avoid or shun them because of myths about 
mental illness.   
 
 Trust issues. People may be reluctant to share mental health concerns with advocates or 
other providers for fear of being discounted. Others may have suggested they have a 
distorted view of reality, especially if they bring up problems or issues that make others 
uncomfortable. Abusive partners or parents may encourage people with mental health 
issues not to trust their own judgment or perceptions, and providers may sometimes do 
this as well.  
 
 Reliance on imported mental health providers to rural or underserved areas.  People 
may also be reluctant to trust itinerant service providers who may not remain long enough 
to provide continued services. This can lead to fractured therapy. Trust barriers are 
compounded if such providers do not understand local customs, diversity issues, 
intergenerational trauma or history of disparity of treatment to marginalized victims 
(Holley, 2011). 
 
 Fear of losing autonomy.  Providers in the past may have suggested that people with 
mental health conditions are incompetent to make their own decisions, or lack the insight 
to know what they need. Such providers may have used this perception as a reason to 
impose their own solutions, push medications or force hospitalization. A survivor shares:  
 

“I went to therapy several times, and I went to doctors and emergency rooms, and 
they all put me on pills. I had a hard time with that. Most of the therapists I’ve seen,  
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SAFETY ISSUES: MENTAL HEALTH CONCERNS 
 
For individuals experiencing interpersonal violence, psychiatric symptoms can 
have an impact on safety:  
 
 Accurate assessment of danger may be impacted by thought disorder symptoms 
(Bland, 2007). Traumatic brain injury or mental health symptoms can impair 
judgment and thought processes (including memory), making safety planning more 
difficult. People with psychiatric symptoms may be reluctant to seek assistance, 
because they fear being labeled, institutionalized or medicated. 
 
 Mental and physical problems, whether temporary or more long-term, can 
diminish some people’s ability to work, participate in job training or education 
programs, or comply with government benefit requirements (Davies, n.d.). All of 
these factors can make it harder to escape violence. 
 
 Trauma symptoms can mimic mental illness, and trauma survivors may be 
misdiagnosed when the traumatic effects of abuse aren’t taken into account 
(Warshaw, 2010). Examples include survival strategies seen as disorders (“over-
reaction” to minor stimuli versus acute social awareness) and “symptoms” that are 
actually an appropriate response to ongoing danger or victimization. This could 
lead providers to focus too much on obvious psychiatric symptoms and fail to see 
the danger posed by the individual’s situation. Shirley Moses, Shelter Manager at 
the Alaska Native Women’s Coalition in Fairbanks, AK, says:  
 

“They can see that the person is distraught, and not able to function on a daily 
basis, but they don’t recognize the things that are going on. They look at what 
they think might be wrong and they assume there are mental health issues. It 
might just be a situation where the person had a breakdown. They’ve finally 
had enough and they show symptoms of mental illnesses, but it’s situational. 
They are trying to deal with domestic violence or sexual assault and they are 
overwhelmed. They are at a loss as to what they can do” (Moses, 2010). 
 

 Abusers use mental health issues to discount their victims or control them. 
Behavioral health specialist Karen Foley says: 
 

“I have someone who is unable to take her medication because her partner can 
control her better when she’s not medicated. There are also a lot of people I 
work with who make appointments for therapy and are not able to follow 
through with those appointments. Some of that, I think, stems from the fear of 
letting out those family secrets. Other people barge in on their family 
member’s mental health therapy appointments and call it family therapy, and 
the individuals end up in a very dangerous position if they reveal anything. At 
best they keep quiet and no real therapy happens” (Foley, 2010). 
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you can’t see them without seeing the pill doctor first. Some people do need meds. 
But I felt like I got used and abused by the pharmacy as a guinea pig. Is this going to 
work? Is that going to work?” 

 
 Fear of losing children. Parents may fear they will be judged too incompetent, violent 
or even dangerous to provide adequate parenting because of psychiatric issues  
(Nicholson et. al., 2001). Fear of losing custody can keep a parent from acknowledging 
mental health problems and requesting services. 
 
 Too much focus on deficits rather than strengths. Services tend to be deficit-based, 
often available only when people with mental health concerns have diagnosable 
symptoms or when abuse or neglect of their children has been documented. A focus on 
deficits and the assumed inadequacies of people with psychiatric issues, rather than their 
strengths, contributes to a cycle of hopelessness and a view of the “helping” relationship 
as adversarial (Nicholson et. al., 2001). 
 
 Lack of affordable services. People with mental health concerns may be unable to 
afford services if they do not have insurance or have an insurance policy that doesn’t 
adequately cover mental health services. This can be a problem for people with middle-
class incomes as well as people who live in poverty. Managed care policies may try to 
limit the type or amount of services that are covered by insurance.  
 
 Behavior that poses challenges for staff. A person with psychiatric issues such as 
complex trauma, bipolar disorder or schizophrenia may behave in ways that are perceived 
as disruptive, particularly in a shelter or a residential facility.  
 
 
Empowering people with mental health issues 
 
Most of the primary skills advocates use with people affected by mental health issues are 
no different from those used with any other survivor. But there are specific things to 
know about the needs, reactions, symptoms and experiences of survivors who have a 
psychiatric disability. Pease (2010) lists some common experiences of persons with 
mental illness:   
 
 Difficulty with thinking and processing. Anxiety, depression, medication, disturbing 
thoughts or cognitive difficulties may interfere with concentration.  
 
 Difficulty managing feelings or interaction with others. The survivor may have strong 
reactions to “minor” irritants, may react to small criticisms or suggestions in ways that 
seem extreme, or may disengage, not addressing conflicts or problems. 
 
 Difficulty screening out stimuli. Both external and internal stimuli may be distracting 
and disorganizing to the person you are working with. 
 
 Low stamina. The person may “run out of steam” in meetings or sessions, withdraw  
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from activities, give little attention to the children, or be unable to complete tasks and 
chores. 
 
Safety and support can reduce psychiatric disability for trauma survivors (Warshaw, 
2010). Here are some ways to 
empower people with mental health 
concerns: 
 
 Respond to people, not diagnoses. 
When looking at a trauma survivor’s 
symptoms and behaviors, ask: How do 
these things make sense? How do they 
help? How can we help this person 
make the changes they want? What 
would this person need in order to 
cope without these symptoms? (Pease, 
2010). 
 
 Recognize that domestic violence, 
trauma and psychiatric disability are 
linked, and the pain of trauma and 
violence can be disabling for some 
survivors. 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 violence or abuse they have experienced (Pease, 2010). 
 
 Don’t make people feel guilty or wrong for coming to you for help. If lack of 
appropriate training or credentials prevents you from answering a question (about 
medications, for example) or providing a certain kind of assistance, explain this. Make an 
appropriate referral and emphasize that people are not wrong for coming to you with this 
particular problem. Make it clear that you will help them figure out who can provide the 
needed help and are happy to explore options.  
 
 Set respectful boundaries. If someone seems to engage in “attention seeking behavior” 
by making repeated demands on your time, explain that you have a conflict that prevents 
you from talking at the moment. But assure the individual that you will give them your 
undivided attention if they come back at a designated time.  
 
 Believe people who tell you about traumatic incidents, even if they seem confused or 
out of touch with reality, or say something you perceive to be inaccurate. Try asking 
yourself, “What might be happening to make this seem true for this individual?” Consider 
how some behaviors and beliefs make sense or could be a reasonable response to multi- 
 

  
 
 

 

A survivor of multi-abuse 
trauma discusses what she 
feels was pressure to use 
medications: 
 
“I went to therapy several times, 
and I went to doctors and 
emergency rooms, and they all 
put me on pills. I had a hard time 
with that. Most of the therapists 
Iʼve seen, you canʼt see them 
without seeing the pill doctor 
first. But I felt like I got used and 
abused by the pharmacy as a 
guinea pig. Is this going to 
work? Is that going to work?” 
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abuse trauma. Don’t ask, “Why are they acting this way? Instead ask, “What happened to 
them to trigger this response? How can I help them find safer ways of coping that cause 
less grief?” Abusers often manipulate their victims to doubt their own perceptions by 
convincing them that they are “crazy” (Foley, 2010). 
 
 Clarify the appropriate role of 12-Step groups for people who use them. Some people 
report that their sponsor or 12-Step group has tried to discourage their use of medications 
to treat mental illness. Providers should point out that Alcoholics Anonymous itself takes 

no official stance on the use of 
prescription medications. Also point 
out that 12 Step groups are not 
meant to be a substitute for therapy. 
Tia M. Holley reports: 
 
“As a substance abuse counselor 
here in Alaska, I have seen people in 
recovery feel pressured to be 100 
percent substance free, quit taking 
needed psych meds and then go on 
to commit suicide. This pressure can 
come from peers in recovery groups, 
or from family who believe that the 
substance use was creating the 
mental illness” (Holley, 2011). 
 
 Pay attention to accessibility issues 
(Warshaw & Pease, 2010). Mental 
illness is covered under the 
Americans with Disabilities Act, and 
reasonable accommodations should 
be made where needed. Examples of 
accommodations include allowing a 
longer time to achieve certain goals 
or complete tasks, part-time rather 
than full-time work, extra privacy, 
and attention to sensory issues.  
 
 Examine medication policies to 
ensure survivor autonomy and 

control. While some survivors welcome medication to manage symptoms and improve 
their ability to function, others may have legitimate reasons for not wanting to take 
medication. Concerns may include fear of side effects, worries about long-term effects, or 
distrust of current research on medication safety (Pease, 2010). Pease points out that if we 
refer for medication to change a survivor’s behavior, help a survivor “fit in” to a program 
or make other staff/residents more comfortable, we are exercising power and control. 
Ideally, each individual should have access to their own locked medicine cabinet in their 
own room.  
 

  
 
 

 
 

A survivor of multi-abuse 
trauma shares: 
 
“I was poor, because I was 
jobless. I was homeless, and I 
had a mental health diagnosis. 
So how I was treated, in 
retrospect ...  because I had a 
bus pass for people with 
disabilities – I was not treated 
very well by many different 
groups in society. I look back on 
that and I remember I would feel 
so ashamed because I had to 
use the bus pass. And 
sometimes the way people would 
look at me – because on the 
outside, I was physically able to 
move around, nobody knew what 
was going on behind the scenes, 
what was going on with me.” 
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 Be aware of the ways an abuser can use mental health issues against a victim (Pease, 
2010). Perpetrators often convey the message that their victims deserved abuse because 
they were “acting crazy.” Make it clear to people who have been victimized (and to other 
providers) that nobody deserves violence or abuse, no matter what else is going on.  
 
 Also be aware of the ways batterers use mental health issues to control their partners – 
for example, control of medications, coerced overdose, control of treatment, undermining 
credibility and attacking parenting skills. Warshaw (2010) points out that this works 
because of the stigma society attaches to mental illness. 
 
 Safety planning should address mental health-specific issues – i.e., medication, control 
of treatment decisions, and what to do if symptoms keep individuals from being able to 
advocate for themselves – as well as general safety issues (Pease, 2010). 
 
 Affirm autonomy and the right to control decision-making. Affirming people’s right to 
make their own choices that are right for them is especially important in light of the fact 
that an abuser (or even other providers) may have implied they lacked the insight or 
capability to make their own decisions. 
 
 If psychiatric hospitalization becomes necessary, determine what supports you can 
offer such as calls, visits and continued services. With permission, and if a release of 
information has been signed, discuss safety concerns with hospital staff such as allowing 
the person to refuse calls or visits from the abuser, and safety planning on discharge 
(Pease, 2010). 
 
 
Working with other providers 
 
When working with mental health providers:  
 
 Refer to providers that incorporate trauma-informed care into their services. Trauma-
informed care is grounded in and directed by a thorough understanding of the 
neurological, biological, psychological and social effects of trauma and violence on 
humans and the prevalence of these experiences in persons who receive mental health 
services (Huckshorn, 2004).  
 
 The Wellness Recovery Action Plan™ (WRAP) used by many mental health 
professionals lends itself well to safety planning for domestic violence issues as well as 
mental health issues. WRAP is a structured system for monitoring symptoms through 
“Advance Directives” – i.e., “If I cannot advocate for myself, please do this … and not 
this. Involve this person … and not this one.” Advance Directives can afford protection if 
they keep an abuser from being involved in treatment decisions (Pease, 2010). 
 
 Training for mental health providers should include the dynamics of domestic 
violence/sexual assault, the importance of not blaming victims, tactics abusers may use to 
control or interfere with treatment, the importance of not overemphasizing the role of  
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medication, and the dangers of couples counseling under the family systems model when 
one partner is an abuser (Warshaw, 2010).  
 
 If possible, cultivate a pool of private practice therapists willing to accept one or two 
people or families on a pro bono basis. This can be particularly helpful for individuals 
who need family therapy for themselves and their children in communities where public 
mental health centers separate adults and children into separate programs because of 
funding constraints.  
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Understanding Traumatic Triggers 
 
 
 
 
 
 

 

Once we become aware of triggers, 

we might feel an impulse to “get rid 
of all the triggers.” Of course, we will 

avoid violent images or angry tones 
in our speech, keep video and film 
with aggressive content out of the 

common shelter areas, and try to 
make the environment calm. But 

there will always be trauma triggers 
that we cannot anticipate and cannot 
avoid. Part of trauma-informed work 

is supporting survivors as they 
develop the skills to manage trauma 

responses both in our shelter and 
elsewhere in the world. 
 

CAN WE ELIMINATE TRIGGERS? 

Traumatic triggers come in many forms. A 

person might be triggered by a particular color 
of clothing (“My batterer always wore a plaid 

jacket home from work, and that’s when he 
would come after me”), by the smell of a certain 
food (“I was cooking taco meat when my 

batterer attacked me”), or even the time of year 
(“When it snows I remember the night I got 

pushed out into the snow in my nightgown”). 
Encountering such triggers may cause us to feel 
uneasy or afraid. Sometimes we know why we 

are feeling a certain way and other times we 
aren’t sure why. Recognizing when we are being 

triggered is an important part of building the 
skills to manage our trauma responses. 
 

EXAMPLES OF POSSIBLE TRIGGERS 

We can understand how it might be for a survivor of a flood, like a survivor of Hurricane 

Katrina, who was swept away as water rushed into her house. We can understand how 
she might feel frightened when someone turns on a shower without warning—just the 

sound of sudden water may reawaken the old experience. In a similar way, a person who 
has experienced terroristic abuse and control by a partner or family member may be 
triggered by encountering a person in authority. A survivor whose abuser made and 

enforced “rules” in the house may feel anxious or frightened even by the words “shelter 
rules.”  
 

WHAT HAPPENS WHEN SOMEONE IS TRIGGERED 
 

Traumatic triggers come in many forms. A trigger is a reminder of past traumatizing 

events. Many things can be a possible trigger for someone. For example, 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 and punished her if the 
children were late for school. Part of our work is in changing our frame so that we always 
keep in mind that survivors’ responses to seemingly neutral events and interactions with 

people may reflect a trauma response. Survivors may have adopted long-term patterns 
that reflect their efforts to adapt to a traumatizing life. We also work to hold in mind that 

this behavior and these patterns reflect strategies that survivors have developed to keep 
themselves safe—that is, they reflect strength and resiliency.  
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Abusive Power and Control
within the Domestic Violence Shelter

This “power and control wheel” was created by Emi Koyama and Lauren Martin to 
illustrate how domestic violence shelters may inadvertently abuse power and control over 
survivors who seek services from them. In no way is this meant to discount the fact that 
advocates have been doing, and continue to do, extremely important and life-saving work. 
Rather, it is meant to incite discussion as to what we still need to work on in our 
empowerment-based and social change advocacy. Please contact Emi at emi@eminism.org 
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The following wheels have been included to demonstrate some of the ways that abusive power and control may manifest within 
domestic violence and/or behavioral health organizations. Service providers should be aware of these behaviors and consider the 
potential impact on a person who has experienced trauma. 
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Creating Accessible, Culturally Relevant,  
Domestic Violence and TraumaInformed Agencies 

 
A SelfReflection Tool 

 

This  tool  reflects  the work  of  the  Accessing  Safety  and  Recovery  Initiative 
(ASRI), OVW Ending Violence Against and Abuse of Women with Disabilities Grant 
2007‐FW‐AX‐K004. That project brought  together  six  Illinois pilot  site agencies  to 
collaborate  in  addressing  the  ways  in  which  their  agencies  were  providing 
accessible,  culturally  relevant,  domestic  violence‐  and  trauma‐informed  (ACDVTI) 
advocacy and services to survivors of domestic violence who were experiencing the 
mental  health  effects  of  trauma  and/or  psychiatric  disability.  The  pilot  agencies 
included domestic violence programs, community mental health agencies, and state 
psychiatric  hospitals.  These  agenciesand  their  counterparts  across  the 
countrywork every day to provide advocacy, mental health, and other services to 
survivors of domestic violence, even as they themselves must mange with shrinking 
resources  and  growing  demands.  This  tool was  developed  to  support  agencies  in 
creating ACDVTI services and organizations, while keeping in mind that limitations 
on funding and resources may create obstacles to doing our best work. This tool also 
incorporates  an  understanding  that  agencies  have  different  strengths  and 
challenges, and that creating ACDVTI agencies is a constant learning process with no 
single end‐point. We hope that this tool will be helpful to agencies at many different 
points along this path. 

The  tool  has  seven  sections,  which  can  be  completed  in  any  order.  They 
include the following: 

• Organizational Commitment 
• Physical and Sensory Environment 
• Intake and Assessment 
• Program and Services 
• Staff Support 
• External Relationships 
• Evaluation and Feedback 

For  each  section,  the  agency  engaging  in  this  self‐reflective  process will  be 
invited to think about some of the ways it might look to be doing ACDVTI work 
in these areas. You may find that you are already doing some of the things listed or 
that you are doing similar things. You may find that some of the concepts are new to 
you  (and  for  those  concepts  in  particular,  you  may  decide  to  contact  other 
organizations for assistance). Keep in mind that this tool is not a blueprint: although 
there are many common elements, ACDVTI work looks different at each agency. 
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How to Use this Tool 

This  tool  is  best  used  as  part  of  a  larger  effort  to  build  agency  capacity  to 
enhance  ACDVTI work  and  improve  services  to  survivors.  This may  be  a  process 
that  you  have  already  started,  or  you  may  be  starting  with  this  tool.  The  pilot 
agencies  that  participated  in  ASRI  received  ongoing  training  and  technical 
assistance from six agencies with expertise in one or more of these areas. Agencies 
using  this  tool  are  strongly  encouraged  to  connect  with  others  who  can  provide 
support and assistance during this process.  

A  self‐reflective  process  involves  individual  staff  members,  agency 
leadership, and  the agency as a whole. As you begin  this  journey,  take  the  time  to 
consider the unique needs of your agency. This work proceeds best in a safe context, 
one in which staff members feel safe to learn, grow, and contribute. Design a process 
for approaching this work that will include many points of view. After deciding on a 
process for this work, your agency can work through the discussions and decisions 
at  your  own  pace.  Take  breaks  as  needed  to  seek  additional  resources,  be 
responsive to the needs and multiple priorities of staff members, and reevaluate the 
process itself.  

Before You Get Started 
 

Before embarking on a self‐reflection process, consider whether this is the 
right time for your agency to take this step and what you may need to have in place 
before starting this process. Throughout every step of this process, agencies are 
strongly encouraged to hold open discussions with staff members. The following 
steps are recommended.  

 
1. Is your agency ready to begin a selfreflective process? 
 

Hold an initial discussion or series of discussions on whether this is the right 
time to begin a self‐reflection process at your agency. You might ask these 
questions: 

a. What will it take to engage in this process (e.g., time, resources, 
commitments from staff members)? 

b. What are the benefits of using this process (e.g., the process is inclusive 
and comprehensive, the process will allow the agency to examine its 
strengths while identifying opportunities to improve services)? 

c. What challenges might come up for us during this process (e.g., staff time 
might be diverted away from another project)? 

d. What are the alternatives (e.g., more self‐education or preliminary 
training on these topics)?  

e. If we did begin this process, what would we need to do before or during 
the process to make it work well (e.g., explain the process to all staff, take 
breaks as needed)? 
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2. What process will you use for your selfreflection work? 
  If you determine that this is the right time for your agency to start the self‐
reflection process, you might hold a second discussion or series of discussions to 
determine what process you will use. You might ask these questions: 

a. What are our goals in embarking on this process? 

b. What challenges might come up during this process? How will we 
respond? 

c. What logistical process will we use for working through this tool (e.g., 
send questions to staff members by email and then meet to share 
responses)? Who will lead the process? Who will be involved? 

d. What kind of outside expertise do we need? Who can we involve in this 
process and how? 

e. How will we make sure that the process is safe and inclusive for staff 
members? What challenges might come up here? How will we respond? 

f. How will we approach the tool itself? In what order will we complete the 
sections? Is there an area that we will focus on first (e.g., the area in 
which our agency is the strongest)? 

g. How will we evaluate the process as it proceeds (e.g., during regular 
meetings we will check in with our goals, discuss how the process is 
affecting staff members, and whether a change or break is needed)? 

You are encouraged to take as much time as needed to hold these initial 
discussions. You may decide to memorialize any consensus and share this 
documentation with all staff members.  

Focus Area 1: Organizational Commitment 
What are some of the ways that an agency might show its commitment to ACDVTI work 
in its mission statement and written policies and procedures, in its staffing decisions 
and training, and in its evaluation procedures?   

 

 

 

 
 
 
 
 
 
 
 

Mission Statement and Written Policies 

 The agency’s mission statement and/or written policies and procedures include 
an express commitment to providing culturally relevant, domestic violence‐ and 
trauma‐informed services. 

 The agency’s mission statement and/or written policies and procedures include 
a written commitment to serving people regardless of ethnicity, disability, 
language, sexual orientation, gender identity, culture, or immigration status.  

 The agency’s written policies incorporate an understanding of the dynamics of 
domestic violence and attend to issues of domestic violence‐related safety and 
confidentiality. 

 The agency’s written policies incorporate a recognition of the pervasiveness of 
trauma in the lives of people receiving services and express a commitment to 
reducing retraumatization and promoting healing and recovery.  
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Human Resources Policies and Practices 

 The agency hires and retains staff members who reflect the diversity of the 
population being served. 

 The agency hires and retains staff members who demonstrate cultural 
competency/cultural humility. 

 The agency hires and retains staff members who are knowledgeable about and 
skilled at working with survivors of domestic violence and other trauma. 

 The agency hires and retains staff members who demonstrate a respectful, 
empowering approach to working with clients. 

 

Training Policies and Practices 

 The agency provides training on 
providing services that are  
accessible and culture‐, domestic 
violence‐, and trauma‐informed, 
both during new staff orientation 
and during ongoing in‐service 
trainings/staff trainings.  

 

What do people receiving 
services have to say? 

Evaluation of Services Provided 

 The agency has mechanisms in 
place to obtain regular input and 
feedback regarding the agency’s 
sensitivity to culture, DV, and 
trauma from people receiving 
services, and to incorporate this 
input and feedback into the 
development of policies and 
practices of the agency. 

 The agency has mechanisms in 
place to ensure that the 
communities being served are 
involved in decisionmaking 
about the services and policies at 
the agency.  

 

Ask Yourself 
 

 How does my agency show its 
commitment to these principles? 

 What steps could we take to make 
real improvements, taking into 
account any obstacles? 
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Focus Area 2: Physical and Sensory Environment 
Is the agency’s physical and sensory environment welcoming, accessible, inclusive, non‐
stigmatizing, non‐triggering, non‐retraumatizing, and physically safe for people receiving 
services and staff members? 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 

Think about: Culture 

 The agency is physically accessible 
to everyone. 

 The agency’s materials, décor, 
reading material, and other 
physical aspects of the 
environment reflect the diversity 
of the people being served. 

 The agency has policies and 
procedures for obtaining input 
from people receiving services 
with regard to the accessibility, 
inclusiveness, cultural relevancy, 
and physical and emotional safety 
of the environment.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Think about: Domestic Violence 

The agency has written policies and 
procedures in place to provide for the 
safety of staff and of people being 
served by the agency, and these policies 
and procedures reflect an 
understanding of domestic violence.  
Furthermore, staff members are 
sufficiently trained on, understand, and 
adhere to these policies and procedures.  
These include the following: 

 Policies and procedures for physical 
safety in the building, grounds, and 
parking areas of the agency 

 Policies and procedures for gaining 
access to the facility 

 Policies and procedures for physical 
and emotional safety and 
confidentiality in the context of 
telephone, email, and social network 
communication 

 Workplace safety protocol that 
include protocols contained in the 
Illinois Victims’ Economic Security 
and Safety Act (VESSA) or your 
state’s equivalent 

 Policies and procedures to ensure 
physical and emotional safety when 
more than one member of a family 
or couple is receiving services at the 
agency 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Does the space feel welcoming and 
inclusive? Is it a safe space? 

 

 The agency makes non‐graphically 
triggering posters with 
information about domestic 
violence and trauma resources 
visually accessible to people 
receiving services. 

 

 The agency has policies and 
procedures for obtaining input 
and feedback from people 
receiving services with regard to 
physical and emotional safety of 
the environment.  
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Think about: Trauma 

Is the physical and sensory space  
nontriggering and nonretraumatizing?  

 

 Consideration is given to the impact of the physical and sensory environment on 
both people receiving services and staff members.   

 Staff members are trained to attend to aspects of the physical and sensory 
environment that may be triggering to people receiving services. 

 Staff members work with people receiving services on developing strategies to 
deal with potentially triggering aspects of the environment. 

 The agency provides physical space that a person receiving services can use to 
practice self‐care and self‐soothing.  Staff members encourage people to use 
spaces set side for self‐care and self‐soothing, as appropriate. 

 If applicable, the agency has mechanisms in place to address gender‐related 
physical and emotional safety concerns (e.g., physical separation of sleeping 
quarters, gender‐specific spaces and activities, and staff assignments that 
incorporate gender‐related emotional safety concerns). 

 If applicable, staff members are trained on the traumatizing effects of restraint 
and seclusion and on trauma‐informed crisis prevention and intervention 
alternatives. 

 The agency has policies and procedures for obtaining input from people 
receiving services with regard to emotional safety and potentially 
retraumatizing elements of the environment. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ask Yourself 

 What is the physical and sensory space like at my agency? 
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Ask Yourself 

 What does my agency do well to make sure that the space is welcoming, 
inclusive, and accessible to people receiving services and staff members? 

 What does my agency do well to reduce or minimize potential triggers? 

Ask Yourself 
 

 What can we improve? 
 What are the first steps?  What supports and resources does my agency need to 

take those first steps? 
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Focus Area 3: Intake and Assessment 

Are questions about current and past domestic violence and other lifetime trauma 
and ongoing physical and emotional safety incorporated into agency intakes and 
assessments in sensitive and culturally relevant ways? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
,  
 
 
 

Think about: Culture 
 Optional questions about individual cultural, ethnic, racial, and gender 
identity; sexual orientation; and primary language are included in intake 
and assessment procedures.  People receiving services are free to decide 
whether and how they want to respond. 

 Questions asked during intake and assessment take into account the role of 
culture, religion, and spirituality in clients’ lives. 

 Staff members are trained to ask questions in ways that that are inclusive, non‐
stigmatizing, and reflect principles of cultural humility. 

 People receiving services are not automatically assigned to staff members from 
their own cultural, ethnic, racial or language group. 

 

The agency’s intake and assessment 
process includes questions about 
 

 Immediate and long‐term safety concerns 
 Current and past experiences of DV and 

other lifetime trauma 
 The history, pattern, and impact of DV on 

survivors and their children 
 Abusers’ use of mental health or 

substance abuse conditions as part of 
abuse and control 

 The impact of DV and other trauma on 
survivors’ mental health and substance 
use, and on their ability to access recovery 
services and mental health treatment 

 Whether survivors’ current reasons for 
seeking services are related to abuse 

 Survivors’ coping strategies, strengths, 
and supports 

 Obstacles and barriers to safety  
 Survivors’ perceptions, priorities, and 

goals 
 

Think about: Domestic Violence 
 

Does my agency ask questions about safety at home? 
Does the staff know how to respond if someone discloses abuse? 

After the intake stage… 

 The agency takes care to 
provide many safe 
opportunities for a person 
receiving services to disclose 
current and past abuse and 
safety concerns. 

 

 Staff members are trained to 
and do respond 
appropriately when a 
person receiving services 
discloses current or past 
abuse or safety concerns 
during intake and assessment 
or at any time while they are 
receiving services. 
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Think about: Trauma 
 Questions about previous traumatic experiences and their impact on 

individuals receiving services are incorporated, as appropriate, into intake and 
assessment procedures (e.g., more in‐depth assessment should occur in the 
context of an ongoing therapeutic relationship).   

o For DV agencies, this may include asking how a person feels that they 
have been affected by trauma. 

o For mental health agencies, this may include incorporating recognition 
of the impact of trauma into mental health assessments and diagnoses. 

 Staff members are trained to and do ask questions about trauma in ways that 
are empathetic and trauma informed.  

 Staff members are trained to and do work with people receiving services to 
engage in emotional safety planning during intake and assessment. 

 

Ask Yourself 
 

 What is my agency doing well?  How do we know? 
 
 
 
 
 
 
 
 
 
 
 What can we improve?  What are the first steps? 
 

 



 

© 2012 ASRI and National Center on Domestic Violence, Trauma & Mental Health. 10 

Focus 4: Program/Services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Think about: Culture 

Does the agency provide services in a way that affirms and is inclusive of 
survivors’ many identities (including identities related to age, disability, 
language, sexual orientation, gender, culture, ethnicity, religion, and immigration 
status)? 
 
Polices and Procedures 

 The agency’s mission statement 
and/or written policies and 
procedures include a written 
commitment to serving people 
regardless of disability, language, 
sexual orientation, gender identity, 
culture, ethnicity, religion, and 
immigration status. 

 The agency’s policies and 
procedures reflect an attention to 
the diversity of the people 
receiving services.  

 Services are available in the first 
languages of the majority of people 
served. 

 The agency has polices and 
procedures for providing services 
for people whose first language is 
less common in the communities 
served.  

 

Training and Practice 

 The agency hires and retains 
staff members who reflect the 
diversity of the population 
being served. 

 The agency hires and retains 
staff members who 
demonstrate respect for 
diversity and cultural 
competency/cultural humility. 

 Staff members do not make 
assumptions about the culture, 
religion, gender identity, or 
sexual orientation of 
individuals being served.   

 Staff members receive training 
and supervision on respecting 
diversity and on principles of 
cultural humility. 

 

 

 In DV programs, staff members receive regular training, supervision, and 
consultation on working with survivors experiencing trauma, 
substance abuse, and other psychiatric disabilities. 
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The agency provides staff members with training on 
 Diversity and cultural humility 

 How staff members’ own culture, status, or background can create risk for 
inadvertent use of power and control 

 The impact of discriminatory and stigmatizing language, practices, and 
biases, as well as inclusive and non‐stigmatizing alternatives  

 How identity, culture, and community can affect a person’s experience of 
domestic violence and other trauma, access to supports and resources, and 
opportunities for safety  

 How oppression can affect a person’s experience of domestic violence and 
other trauma, access to supports and resources, and opportunities for safety 
(e.g., an LGBTQ survivor may face an additional burden of stigma when 
disclosing the abuse; a survivor who is undocumented may avoid calling the 
police because of the threat of deportation) 

 How past experiences with other social service systems or government 
agencies, or with social or political oppression, may impact how individuals 
interact with the agencies in the present 

 How positive and negative feelings can be expressed in both verbal and non‐
verbal ways 

 How social supports are used by different individuals, cultures, and 
communities  

 Working with survivors experiencing trauma, substance abuse, and other 
psychiatric disabilities (for DV programs) 

 

Ask Yourself 
 

 Does the agency provide services in a way that affirms and is inclusive of 
people’s many identities? What are we doing well right now? 
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Ask Yourself 
 What can we improve?   
 What are the first steps? 
 What resources do we already have that will support our efforts? 
 What resources and supports do we need to support our efforts? 
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Think about: Domestic Violence 

Are the agency’s programs and services DV-informed? 

 

The agency’s policies and procedures 

 Incorporate an understanding of the dynamics of domestic violence 
 Incorporate an understanding of the ways that perpetrators use mental 

health and substance abuse issues to control their partners 
 Attend to issues of safety and confidentiality 
 Support survivor self‐determination and choice  

The agency’s policies and procedures provide guidance to staff 
members on how to respond to survivors who are experiencing ongoing 
domestic violence. 
 
 

At mental health agencies, staff 
members receive training on 

 Understanding the dynamics of 
domestic violence 

 Working with survivors to 
assess safety and engage in 
safety planning 

 Providing linkages and 
referrals to domestic violence 
resources during the provision 
of services and/or at discharge 

 Avoiding potentially harmful 
interventions and referrals 
(e.g., couples counseling, 
mediation, anger management, 
non‐certified batterer 
intervention programs) 

 The appropriate procedures for 
documenting domestic violence 

 

At DV agencies, staff members 
receive training on 

 The mental health effects of DV 
and other trauma 

 Abuser use of mental health 
issues as tactics of control 

 Medications and side effects 

 Advocating with mental health 
providers and systems 

 The implications of mental 
health and substance abuse 
issues for the survivor’s access 
to legal resources 

 
Thinking about Training 

Who receives training?  How is training 
reinforced?  How are training principles 

put into practice? 



 

© 2012 ASRI and National Center on Domestic Violence, Trauma & Mental Health. 14 

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Putting it into practice at mental 
health agencies… 
 At mental health agencies, staff 

members and supervisors 
consistently incorporate a DV‐
informed perspective into practice. 

 At mental health agencies, staff 
members consistently incorporate 
DV‐specific interventions into 
mental health treatment and 
services, as appropriate. 

 

 
…and at DV agencies. 

 At DV agencies, the provision of 
services reflects an understanding 
of the mental health effects of 
domestic violence. 

 At DV agencies, staff members 
provide non‐stigmatizing 
information to survivors about the 
mental health effects of domestic 
violence. 

 

Ask Yourself 
 

 In what ways are the agency’s programs and services DV‐ informed and/or 
take into account the mental health effects of DV? 
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Ask Yourself 
 What can we improve?   
 What are the first steps? 
 What resources do we already have that will support our efforts? 
 What resources and supports do we need to support our efforts? 
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Think about: Trauma 

Are the agency’s programs and services trauma-informed? 

 

Polices and Procedures 

 The agency’s written mission statement and policies express a 
commitment to trauma‐informed principles. 

 The agency’s policies and protocols reflect a commitment to reducing 
retraumatization and promoting healing and recovery. 

 

 The agency hires and retains 
staff members who demonstrate a 
respectful, empowering approach 
to working with clients. 

 The agency hires and retains staff 
members who demonstrate 
knowledge and understanding of 
trauma‐informed principles. 

 The agency trains staff members on 
the range of “normal” trauma 
responses, trauma‐informed 
principles, and trauma‐informed, 
recovery‐oriented crisis response 
techniques. 

 

 Staff members keep people receiving 
services fully informed of 
rules, procedures, activities, and 
schedules, while being mindful that 
people who are frightened or 
overwhelmed may have a hard time 
processing even basic information. 

 Staff members offer people who are 
receiving services choices at all 
possible times, while acknowledging 
that this may be frightening or 
unfamiliar for some survivors of 
trauma. 

 

 Staff members respond 
knowledgeably and empathically 
when a person discloses experiences 
of current or previous trauma, 
immediately listening and 
offering support in a setting of 
her choice (to the extent possible). 

 Staff members talk with people 
receiving services about the range of 
“normal” trauma reactions and work 
to minimize feelings of fear, 
shame, and stigma, and to 
increase self‐understanding. 

 Staff members help people to 
identify emotional triggers that 
may cause them to feel overwhelmed 
and “out of control.” 

 Staff members help people to 
identify strategies that contribute to 
feeling comforted and empowered. 

 Staff members help people to 
develop and actively use personal 
safety plans to help prevent 
crises. 

Staff members provide tools and 
supports for creating physical and 
emotional safety when appropriate (e.g., 
personal space and boundaries, 
affirmation that safety is a right).  
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Ask Yourself 
 

 In what ways are the agency’s programs and services already trauma informed? 
 

 
 

 

 
 

 

 
  

Ask Yourself 
 What can we improve?   
 What are the first steps? 
 What resources do we already have that will support our efforts? 
 What resources and supports do we need to support our efforts? 
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Focus Area 5: Staff Support  

Are staff members supported in their work with survivors of ongoing DV and other 
trauma who are from diverse cultures, abilities, orientations, etc.?  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Policies and Procedures 

 The agency has written policies on the use of routine and regular supervision. 

 The agency has written policies or commitments regarding the use of 
strengths‐based reflective supervision techniques. 

 The agency has written policies or commitments regarding vicarious trauma 
and staff self‐care. 

 Human resources policies attend to the impact of working with people who 
have experienced trauma (e.g., reasonable case loads, opportunities for 
reflection and conferring with colleagues during the work day, good mental 
health and alternative/well‐being benefits, and personal/vacation time).  

Training and Practice 

 Staff members receive routine and regular supervision and feel supported 
in the work that they do. 

 Staff members and supervisors are provided with training and resources on 
vicarious trauma and self‐care. 

 Staff members and supervisors are provided with training and resources on 
reflective practice and supervision. 

 Staff members have regular education that supports them in developing the 
knowledge and skills to work sensitively and effectively with survivors 
experiencing domestic violence, trauma, and psychiatric disabilities. 

 Staff know who they can call if the issues a survivor is facing go beyond 
their experience and expertise. 

 Staff members have regular supervision and other resources (e.g., peer 
support or consultation) to support them in addressing their own 
responses to domestic violence and trauma. 

 The agency provides and encourages staff members to use onsite and 
offsite supports. 
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Ask Yourself 
 

 In what ways does the agency 
support staff members? 

 
 

Ask Yourself 
 

 What can we do better to support 
staff members? 
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Focus Area 6: External Relationships and Collaboration  

Does the agency interface with other systems in ways that improve services for 
survivors of domestic violence with psychiatric disabilities?  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Policies and Agreements 

 The agency has written policies or agreements (e.g., MOUs or linkage 
agreements) that support people in accessing resources in other systems. 

o For mental health agencies, this includes written policies or 
agreements with DV programs and other DV‐related service 
providers. 

o For DV programs, this includes written policies or agreements with 
mental health agencies, peer support programs, and other trauma 
and mental health‐related services. 

 The agency seeks to form relationships and refer to agencies that provide 
accessible, culture‐, DV‐, and trauma‐informed services. 

 The agency has DV‐informed policies and procedures regarding 
confidentiality; documentation; and sharing and releasing information, 
including in response to subpoenas. 

Does your agency have collaborative relationships with other 
agencies in the community?  Do staff members know how to connect 

people with other resources in the community? 

Training and Practice 

 The agency regularly engages in cross‐training, cross‐consultation, cross‐
referral with community partners. 

 Staff members are knowledgeable about the services available through 
other agencies in the community, including  

o Culturally specific and culturally relevant services, including 
LGBTQI‐specific organizations  

o DV programs and other DV‐related services, including domestic 
violence advocacy programs, safe shelter for homeless clients 

o Community mental health and peer support services and resources, 
including supported housing, employment, education, and benefits 

 Staff members regularly make referrals as appropriate.  
 When making referrals, staff members are attentive to the policies and 

procedures of both agencies for ensuring the safety and confidentiality of 
the person receiving services. 

 The agency ensures that information about outside agencies and resources 
is readily available and accessible. 
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Ask Yourself 
 

 Does my agency interface with other 
systems in ways that improve 
services for survivors of domestic 
violence with psychiatric 
disabilities? 

 
 

Ask Yourself 
 

 

 What can we do better?  
 What are the first steps? 
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Focus Area 7: Evaluation/Gathering Feedback 

Does the agency have mechanisms in place for obtaining regular input and feedback 
from the people who are utilizing their services? Is attention to accessibility, culture, 
trauma, and domestic violence included in agency quality improvement 
mechanisms?  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What do you ask? 

The agency solicits input and 
feedback from people who 
received services on 

 Whether they felt treated 
with dignity and respect 

 Whether services were 
culturally relevant  

 Whether the physical and 
sensory environment felt 
welcoming  

 Whether they felt informed 
about staff expectations  

 Whether they had access to 
information about DV and 
trauma 

 Whether they found staff to 
be non‐judgmental 

 Whether they experienced 
relationships with staff as 
hierarchical or 
collaborative/partnering  

 Whether any service 
interactions or experiences 
were retraumatizing 

 Whether services were 
helpful in providing useful 
information and skills that 
enhanced physical and 
emotional safety, healing, and 
recovery 

 Whether they have any  
comments or suggestions for 
improvement 

 

Who do you ask? 
 How do you ask? 

 The agency has a procedure for 
soliciting regular input and 
feedback from people who 
received services. 

 Policies and procedures are in 
place for including people who 
use services in an advisory 
capacity to the agency. 

 People who received services 
are able to provide feedback 
anonymously and 
confidentially.  

 Exit evaluations or equivalent 
methods for soliciting feedback 
are available in the languages 
used by a majority of the 
population served. 

 The agency evaluates whether 
staff members feel safe and 
valued at the agency. 

 Mechanisms are in place for 
staff to provide feedback on the 
agency’s ability to provide for 
the physical safety of staff and 
people receiving services.  

 The agency regularly 
incorporates feedback into 
changes and improvements. 

 

 

 

How are we doing? What 
can we do better? 
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Ask Yourself 
 

 What mechanisms does my agency have in place for obtaining regular input 
and feedback from the people who are receiving services?   

 
 

 

 
 

 How well do those mechanisms address creating accessible, culturally 
relevant, DV‐ and trauma‐informed services?  

 
 
 
 
 
 
 
 
 
 

 How can my agency improve the way that we solicit input and feedback 
from people who have received services? 
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FINANCING: Financing structures are designed to key principles of a trauma-informed approach. Many 
support a trauma-informed approach which includes of these questions and concepts were adapted from 
resources for: staff training on trauma, key principles the work of Fallot and Harris, Henry, Black-Pond, 
of a trauma-informed approach; development of Richardson, & Vandervort, Hummer and Dollard, and 
appropriate and safe facilities; establishment of Penney and Cave.39, 40, 41,42

peer-support; provision of evidence-supported trauma 
While the language in the chart may seem more screening, assessment, treatment, and recovery 
familiar to behavioral health settings, organizations supports; and development of trauma-informed cross-
across systems are encouraged to adapt the sample agency collaborations. 
questions to best fit the needs of the agency, staff, 

EVALUATION: Measures and evaluation designs used and individuals being served. For example, a 
to evaluate service or program implementation and juvenile justice agency may want to ask how it would 
effectiveness reflect an understanding of trauma and incorporate the principle of safety when examining 
appropriate trauma-oriented research instruments. its physical environment. A primary care setting may 

explore how it can use empowerment, voice, and 
To further guide implementation, the chart on the next choice when developing policies and procedures to 
page provides sample questions in each of the ten provide trauma-informed services (e.g. explaining step 
domains to stimulate change-focused discussion. by step a potentially invasive procedure to a patient at 
The questions address examples of the work to be an OBGYN office).
done in any particular domain yet also reflect the six 

SAMPLE QUESTIONS TO CONSIDER WHEN IMPLEMENTING A TRAUMA-INFORMED APPROACH

KEY PRINCIPLES

Safety Trustworthiness Peer Support Collaboration Empowerment, Cultural, 
and and Mutuality Voice, and Historical, and 

Transparency Choice Gender Issues

10 IMPLEMENTATION

Governance
and
Leadership

 DOMAINS

• How does agency leadership communicate its support and guidance for implementing a 
trauma-informed approach? 

• How do the agency’s mission statement and/or written policies and procedures include a 
commitment to providing trauma-informed services and supports? 

• How do leadership and governance structures demonstrate support for the voice and  
participation of people using their services who have trauma histories?

Policy •

•

•

•

•

How do the agency’s written policies and procedures include a focus on trauma and issues of 
safety and confidentiality?
How do the agency’s written policies and procedures recognize the pervasiveness of trauma 
in the lives of people using services, and express a commitment to reducing re-traumatization 
and promoting well-being and recovery?
How do the agency’s staffing policies demonstrate a commitment to staff training on providing 
services and supports that are culturally relevant and trauma-informed as part of staff 
orientation and in-service training?
How do human resources policies attend to the impact of working with people who have  
experienced trauma?
What policies and procedures are in place for including trauma survivors/people receiving 
services  and peer supports in meaningful and significant roles in agency planning, 
governance, policy-making, services, and evaluation?



page 15

SAMPLE QUESTIONS TO CONSIDER WHEN IMPLEMENTING A TRAUMA-INFORMED APPROACH 
(continued)

10 IMPLEMENTA

Physical
Environment

TION DOMAINS continued

• How does the physical environment promote a sense of safety, calming, and de-escalation 
for clients and staff?  

• In what ways do staff members recognize and address aspects of the physical environment 
that may be re-traumatizing, and work with people on developing strategies to deal with this?

• How has the agency provided space that both staff and people receiving services can use to 
practice self-care?

• How has the agency developed mechanisms to address gender-related physical and 
emotional safety concerns (e.g., gender-specific spaces and activities).

Engagement • How do people with lived experience have the opportunity to provide feedback to the 
and organization on quality improvement processes for better engagement and services?
Involvement •

•
•
•

How do staff members keep people fully informed of rules, procedures, activities, and 
schedules, while being mindful that people who are frightened or overwhelmed may have 
a difficulty processing information?
How is transparency and trust among staff and clients promoted?
What strategies are used to reduce the sense of power differentials  among staff and clients?
How do staff members help people to identify strategies that contribute to feeling comforted 
and empowered?

Cross Sector • Is there a system of communication in place with other partner agencies working with the 
Collaboration

•
•

•

individual receiving services for making trauma-informed decisions? 
Are collaborative partners trauma-informed?
How does the organization identify community providers and referral agencies that have 
experience delivering evidence-based trauma services?
What mechanisms are in place to promote cross-sector training on trauma and trauma-
informed approaches?

Screening, • Is an individual’s own definition of emotional safety included in treatment plans? 
Assessment, • Is timely trauma-informed screening and assessment available and accessible to individuals 
Treatment receiving services? 
Services •

•
•

•

•

Does the organization have the capacity to provide trauma-specific treatment or refer to 
appropriate trauma-specific services?
How are peer supports integrated into the service delivery approach?
How does the agency address gender-based needs in the context of trauma screening, 
assessment, and treatment? For instance, are gender-specific trauma services and supports 
available for both men and women?
Do staff members talk with people about the range of trauma reactions and work to minimize 
feelings of fear or shame and to increase self-understanding?
How are these trauma-specific practices incorporated into the organization’s ongoing 
operations?
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SAMPLE QUESTIONS TO CONSIDER WHEN IMPLEMENTING A TRAUMA-INFORMED APPROACH 
(continued)

10 IMPLEMENTATION DOMAINS continued

Training and 
Workforce 
Development

• How does the agency address the emotional stress that can arise when working with 
individuals who have had traumatic experiences?

• How does the agency support training and workforce development for staff to understand and 
increase their trauma knowledge and interventions?

• How does the organization ensure that all staff (direct care, supervisors, front desk and 
reception, support staff, housekeeping and maintenance) receive basic training on trauma, 
its impact, and strategies for trauma-informed approaches across the agency and across 
personnel functions?

• How does workforce development/staff training address the ways identity, culture, community, 
and oppression can affect a person’s experience of trauma, access to supports and 
resources, and opportunities for safety?

• How does on-going workforce development/staff training provide staff supports in developing 
the knowledge and skills to work sensitively and effectively with trauma survivors. 

• What types of training and resources are provided to staff and supervisors on incorporating 
trauma-informed practice and supervision in their work?

• What workforce development strategies are in place to assist staff in working with peer 
supports and recognizing the value of peer support as integral to the organization’s 
workforce?

Progress • Is there a system in place that monitors the agency’s progress in being trauma-informed?  
Monitoring • Does the agency solicit feedback from both staff and individuals receiving services? 
and Quality • What strategies and processes does the agency use to evaluate whether staff members feel 
Assurance safe and valued at the agency?

• How does the agency incorporate attention to culture and trauma in agency operations and 
quality improvement processes?

• What mechanisms are in place for information collected to be incorporated into the agency’s 
quality assurance processes and how well do those mechanisms address creating accessible, 
culturally relevant, trauma-informed services and supports?

Financing • How does the agency’s budget include funding support for ongoing training on trauma and 
trauma-informed approaches for leadership and staff development?

• What funding exists for cross-sector training on trauma and trauma-informed approaches?
• What funding exists for peer specialists?
• How does the budget support provision of a safe physical environment?

Evaluation • How does the agency conduct a trauma-informed organizational assessment or have 
measures or indicators that show their level of trauma-informed approach?

• How does the perspective of people who have experienced trauma inform the agency 
performance beyond consumer satisfaction survey? 

• What processes are in place to solicit feedback from people who use services and ensure 
anonymity and confidentiality? 

• What measures or indicators are used to assess the organizational progress in becoming 
trauma-informed?



Self-Care Assessment Worksheet 
 
This assessment tool provides an overview of effective strategies to maintain self-care.  After completing the full 
assessment, choose one item from each area that you will actively work to improve. 
 
Using the scale below, rate the following areas in terms of frequency: 
 5 = Frequently 
 4 = Occasionally 
 3 = Rarely 
 2 = Never 
 1 = It never occurred to me 
 
Physical Self-Care 
 
___ Eat regularly (e.g. breakfast, lunch and dinner) 

___  Eat healthy 

___ Exercise 

___ Get regular medical care for prevention 

___ Get medical care when needed 

___ Take time off when needed 

___ Get massages 

___ Dance, swim, walk, run, play sports, sing, or do some other physical activity that is fun 

___ Take time to be sexual—with yourself, with a partner 

___ Get enough sleep 

___ Wear clothes you like 

___ Take vacations 

___ Take day trips or mini-vacations 

___ Make time away from telephones 

___ Other: 

 
Psychological Self-Care 
 
___ Make time for self-reflection 

___ Have your own personal psychotherapy 

___ Write in a journal 

___ Read literature that is unrelated to work 

___ Do something at which you are not expert or in charge 

___  Decrease stress in your life 

 
Source: Transforming the Pain: A Workbook on Vicarious Traumatization.  Saakvitne, Pearlman & Staff of TSI/CAAP (Norton, 1996) 



___ Let others know different aspects of you 

___ Notice your inner experience—listen to your thoughts, judgments, beliefs, attitudes, and  

 feelings 

___ Engage your intelligence in a new area, e.g. go to an art museum, history exhibit,  

 sports event, auction, theater performance 

___ Practice receiving from others 

___ Be curious 

___ Say “no” to extra responsibilities sometimes 

___ Other: 

 
Emotional Self-Care 
 
___ Spend time with others whose company you enjoy 

___ Stay in contact with important people in your life 

___ Give yourself affirmations, praise yourself 

___ Love yourself 

___ Re-read favorite books, re-view favorite movies 

___ Identify comforting activities, objects, people, relationships, places and seek them out 

___ Allow yourself to cry 

___ Find things that make you laugh 

___ Express your outrage in social action, letters and donations, marches, protests 

___ Play with children 

___ Other: 

 
Spiritual Self-Care 
 
___ Make time for reflection 

___ Spend time with nature 

___ Find a spiritual connection or community 

___ Be open to inspiration 

___ Cherish your optimism and hope 

___ Be aware of nonmaterial aspects of life 

___ Try at times not to be in charge or the expert 

___ Be open to not knowing 
 

Source: Transforming the Pain: A Workbook on Vicarious Traumatization.  Saakvitne, Pearlman & Staff of TSI/CAAP (Norton, 1996) 



___ Identify what in meaningful to you and notice its place in your life 

___ Meditate 

___ Pray 

___ Sing 

___ Spend time with children 

___ Have experiences of awe 

___ Contribute to causes in which you believe 

___ Read inspirational literature (talks, music, etc.) 

___ Other: 

 
Workplace or Professional Self-Care 
 
___ Take a break during the workday (e.g. lunch) 

___ Take time to chat with co-workers 

___ Make quiet time to complete tasks 

___ Identify projects or tasks that are exciting and rewarding 

___ Set limits with your clients and colleagues 

___ Balance your caseload so that no one day or part of a day is “too much” 

___ Arrange your work space so it is comfortable and comforting 

___ Get regular supervision or consultation 

___ Negotiate for your needs (benefits, pay raise) 

___ Have a peer support group 

___ Develop a non-trauma area of professional interest 

___ Other: 

 

Balance 
 
___ Strive for balance within your work-life and workday 

___ Strive for balance among work, family, relationships, play and rest 

 
 
 
 
 
 
 
 
 
 
 
 
Source: Transforming the Pain: A Workbook on Vicarious Traumatization.  Saakvitne, Pearlman & Staff of TSI/CAAP (Norton, 1996)  
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PROFESSIONAL QUALITY OF LIFE SCALE (PROQOL) 

COMPASSION SATISFACTION AND COMPASSION FATIGUE  
 (PROQOL) VERSION 5 (2009) 

When you [help] people you have direct contact with their lives. As you may have found, your compassion for those you 
[help] can affect you in positive and negative ways. Below are some questions about your experiences, both positive and 
negative, as a [helper]. Consider each of the following questions about you and your current work situation. Select the 
number that honestly reflects how frequently you experienced these things in the last 30 days.  

1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often 

 

 1.  I am happy.  
 2.  I am preoccupied with more than one person I [help].  
 3.  I get satisfaction from being able to [help] people.  
 4.  I feel connected to others.  
 5.  I jump or am startled by unexpected sounds.  
 6.  I feel invigorated after working with those I [help].  
 7.  I find it difficult to separate my personal life from my life as a [helper].  
 8.  I am not as productive at work because I am losing sleep over traumatic experiences of a person I 

[help].   
 9.  I think that I might have been affected by the traumatic stress of those I [help].  
 10.  I feel trapped by my job as a [helper].  
 11.   Because of my [helping], I have felt "on edge" about various things.  
 12.  I like my work as a [helper].  
 13.  I feel depressed because of the traumatic experiences of the people I [help].  
 14.  I feel as though I am experiencing the trauma of someone I have [helped]. 
 15.  I have beliefs that sustain me.  
 16.  I am pleased with how I am able to keep up with [helping] techniques and protocols.  
 17.  I am the person I always wanted to be.  
 18.  My work makes me feel satisfied.  
 19.  I feel worn out because of my work as a [helper].  
 20.  I have happy thoughts and feelings about those I [help] and how I could help them.  
 21.  I feel overwhelmed because my case [work] load seems endless.  
 22.  I believe I can make a difference through my work.  
 23.  I avoid certain activities or situations because they remind me of frightening experiences of the 

people I [help].  
 24.  I am proud of what I can do to [help].  
 25.  As a result of my [helping], I have intrusive, frightening thoughts.  
 26.  I feel "bogged down" by the system.  
 27.  I have thoughts that I am a "success" as a [helper].  
 28.  I can't recall important parts of my work with trauma victims.  
 29.  I am a very caring person.  
 30.  I am happy that I chose to do this work. 
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YOUR SCORES ON THE PROQOL: PROFESSIONAL QUALITY OF LIFE SCREENING 

Based on your responses, place your personal scores below. If you have any concerns, you should discuss them with a 
physical or mental health care professional. 

 

Compassion Satisfaction _____________ 

Compassion satisfaction is about the pleasure you derive from being able to do your work well. For example, you may feel 
like it is a pleasure to help others through your work. You may feel positively about your colleagues or your ability to 
contribute to the work setting or even the greater good of society. Higher scores on this scale represent a greater 
satisfaction related to your ability to be an effective caregiver in your job. 

The average score is 50 (SD 10; alpha scale reliability .88). About 25% of people score higher than 57 and about 25% of 
people score below 43. If you are in the higher range, you probably derive a good deal of professional satisfaction from 
your position. If your scores are below 40, you may either find problems with your job, or there may be some other 
reason—for example, you might derive your satisfaction from activities other than your job. 

 

Burnout_____________ 

Most people have an intuitive idea of what burnout is. From the research perspective, burnout is one of the elements of 
Compassion Fatigue (CF). It is associated with feelings of hopelessness and difficulties in dealing with work or in doing your 
job effectively. These negative feelings usually have a gradual onset. They can reflect the feeling that your efforts make no 
difference, or they can be associated with a very high workload or a non-supportive work environment. Higher scores on 
this scale mean that you are at higher risk for burnout. 

The average score on the burnout scale is 50 (SD 10; alpha scale reliability .75). About 25% of people score above 57 and 
about 25% of people score below 43. If your score is below 43, this probably reflects positive feelings about your ability to 
be effective in your work. If you score above 57 you may wish to think about what at work makes you feel like you are not 
effective in your position. Your score may reflect your mood; perhaps you were having a “bad day” or are in need of some 
time off. If the high score persists or if it is reflective of other worries, it may be a cause for concern. 

 

Secondary Traumatic Stress_____________ 

The second component of Compassion Fatigue (CF) is secondary traumatic stress (STS). It is about your work related, 
secondary exposure to extremely or traumatically stressful events. Developing problems due to exposure to other’s 
trauma is somewhat rare but does happen to many people who care for those who have experienced extremely or 
traumatically stressful events. For example, you may repeatedly hear stories about the traumatic things that happen to 
other people, commonly called Vicarious Traumatization. If your work puts you directly in the path of danger, for example, 
field work in a war or area of civil violence, this is not secondary exposure; your exposure is primary. However, if you are 
exposed to others’ traumatic events as a result of your work, for example, as a therapist or an emergency worker, this is 
secondary exposure. The symptoms of STS are usually rapid in onset and associated with a particular event. They may 
include being afraid, having difficulty sleeping, having images of the upsetting event pop into your mind, or avoiding things 
that remind you of the event. 

The average score on this scale is 50 (SD 10; alpha scale reliability .81). About 25% of people score below 43 and about 
25% of people score above 57. If your score is above 57, you may want to take some time to think about what at work may 
be frightening to you or if there is some other reason for the elevated score. While higher scores do not mean that you do 
have a problem, they are an indication that you may want to examine how you feel about your work and your work 
environment. You may wish to discuss this with your supervisor, a colleague, or a health care professional. 
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WHAT IS MY SCORE AND WHAT DOES IT MEAN? 

In this section, you will score your test so you understand the interpretation for you. To find your score on each section, 
total the questions listed on the left and then find your score in the table on the right of the section. 
 

Compassion Satisfaction Scale 

Copy your rating on each of these 
questions on to this table and add 
them up. When you have added then 
up you can find your score on the 
table to the right. 

  3.  ____ 
  6.  ____ 
12.  ____ 
16.  ____ 
18.  ____ 
20.  ____ 
22.  ____ 
24.  ____ 
27.  ____ 
30.  ____ 

Tota l :  _____ 

    
 The sum  

of my 
Compassion 
Satisfaction 
questions is 

So My 
Score 
Equals 

And my 
Compassion 
Satisfaction 

level is 

 
22 or less 43 or less Low 

 Between 
23 and 41 

Around 50 Average 

 
42 or more 57 or more High 

 
 

Burnout Scale    

On the burnout scale you will need to 

take an extra step. Starred items are 

“reverse scored.” If you scored the 

item 1, write a 5 beside it. The reason 

we ask you to reverse the scores is 

because scientifically the measure 

works better when these questions 

are asked in a positive way though 

they can tell us more about their 

negative form. For example, question 

1. “I am happy” tells us more about 

the effects 

of helping 

when you 

are not 

happy so 

you reverse 

the score 

You 
Wrote 

Change 
to 

 5 
2 4 
3 3 
4 2 
5 1 

  *1.  ____ =  ____ 
  *4.  ____ =  ____ 
    8.  ____ 
  10.  ____ 
 *15.  ____ =  ____ 
 *17.  ____ =  ____ 
  19.  ____ 
  21.  ____ 
  26.  ____ 
 *29.  ____ =  ____ 

Tota l :  _____ 

   
The sum of 
my Burnout 
Questions is 

So my 
score 
equals 

And my 
Burnout 
level is 

22 or less 43 or less Low 

Between 23  
and 41 

Around 50 Average 

42 or more 57 or more High 

   

 

Secondary Traumatic Stress Scale 

Just like you did on Compassion 
Satisfaction, copy your rating on each of 
these questions on to this table and add 
them up. When you have added then up 
you can find your score on the table to 
the right. 

  2.  ____ 
  5.  ____ 
  7.  ____ 
  9.  ____ 
11.  ____ 
13.  ____ 
14.  ____ 
23.  ____ 
25.  ____ 
28.  ____ 

Tota l :  _____ 

    
 The sum of 

my 
Secondary 
Trauma 
questions is 

So My 
Score 
Equals  

And my 
Secondary 
Traumatic 
Stress level 
is 

 
22 or less  43 or less  Low 

 Between 23 
and 41  

Around 50  Average 

 
42 or more  57 or more  High 

 



Wellness Education Services

Student
SELF-CARE
Manual
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What does this stuff look like?

There are all sorts of different definitions for how people think and feel about their experiences. Everyone tends to 

define stress and trauma responses differently. Here are some of the common distinctions and definitions. Information 

on each will be provided in greater detail later in this section.

Mindfulness: A type of awareness in which an individual is fully conscious and in-the-moment. At the time, emotions, 

thoughts, and physical sensations are experienced without judgment. It holds the belief cultivating awareness of the self 

and the world, being more in-tune with one’s mind and body (Christopher & Maris 2010).

Stress: The feeling of anxiety, fear, and/or nervousness over something happening in our everyday life (UB Counseling 

Services 2011). Stress can be both good and bad, depending on how a person interprets it.

Trauma: The reaction to a particularly shocking, frightening, or disturbing event. It can manifest in physical behaviors, 

such as detachment, withdrawal, mood swings, lack of concentration, and a disruption of normal daily functioning (i.e. 

diet and sleeping). It can also result in strong and potentially painful feelings like fear, paranoia, helplessness and loss, 

grief, and anger (National Institute of Mental Health 2009).

Compassion Fatigue*: The possible result of caring for survivors of various traumatic or strenuous experiences 

over long periods of time (Florida Center for Public Health Preparedness 2004). It is experienced by professionals and 

other trained workers who absorb the emotional pain experienced by their clients (Showalter 2010).

*Compassion Fatigue may also be referred to as:

•	 Secondary Traumatic Stress (STS): The sensation of being overwhelmed after constant exposure to 

traumatic events through work with another individual’s experiences (Figley & Kleber 1995).

• Vicarious Trauma (VT): The experience of induced trauma by caregivers that may alter thoughts, feelings, 

and beliefs, from exposure to stories and accounts provided by clients (McCann & Pearlman 1990). It is different 

from secondary traumatic stress because it is more of a long-term effect of consistent work with trauma 

survivors (Zurbriggen 2011).

Burnout: The sensation of being run-down, due to constant exposure to various stressors, which results in 

exhaustion, inefficiency of work ethic, and cynicism (Maslach, Schaufeli, & Leiter 2001).

Post-Traumatic Stress Disorder: A type of anxiety disorder that someone can have after witnessing or 

exposure to disturbing, dangerous, or painful event anger (National Institute of Mental Health 2009). Severity varies 

and may or may not manifest in a person exposed to trauma. 
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Mindfulness

“Mindfulness is simply being aware of what is happening right now without wishing it were different; enjoying the pleasant 

without holding on when it changes (which it will); being with the unpleasant without fearing it will always be this way

(which it won’t).”

- James Baraz

What is mindfulness?

In simple terms, mindfulness is when you allow yourself to connect with your body, and live in the present moment. It’s 

when you let yourself become aware of how your body feels and reacts to the world around you.

Why	is	it	beneficial?

If you can listen to your body better, it’s much easier for you to point out what might feel “off.” According to a study 

done by Schure, Christopher, and Christopher (2008), college students who participated in mindfulness activities felt 

more capable of understanding their emotions (especially strong or negative ones), were more conscious of their 

surroundings, gained a better understanding of themselves, and could reflect on themselves better, culminating in 

higher self-confidence overall. It’s also been found that students’ mental health is positively affected, creating relaxing 

effects and improving both professionalism and productivity (Shapiro, Brown, & Biegel 2007).

What does it look like?

Mindfulness really is just about being “in the moment”; focusing on one thing at a time and seeing how it affects you. 

How can I be mindful?

Here is a simple exercise (Sanderson 2012) you can practice pretty much anywhere that’s comfortable, to help you get 

into the groove of being mindful:

Get into a comfortable position that won’t cause you discomfort, with your feet on the floor and your back straight 

but not tense. Sit very still, breathing normally, in a quiet room or area. Now, pay attention to your thoughts for a few 

minutes. Don’t try to force thoughts or focus on specific thoughts. Also, don’t push thoughts away. Just watch what 

your mind generates and the process that it takes between each thought. 

If your mind wanders (i.e. you begin to plan the rest of your day), just take notice and guide yourself back to the task. 

The same goes for if you begin to judge yourself (“I’m bad at this”, “this is a waste of time”). Just take notice and go 

back to the task. Practice this for five minutes and record in a journal how you felt about the entire process.
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Stress

“In times of stress, the best thing we can do for each other is to listen with our ears and our hearts and to be assured that our 

questions are just as important as our answers.”

- Mr. (Fred) Rogers

Stress comes in all shapes and forms. You probably experience different types of stress throughout your entire day.

The important thing to remember is that stress can be good or bad, depending on how you perceive and respond to it.

What’s Considered Stressful?

Stressor: An event that causes feelings of anxiety, fear, nervousness, or worry (UB Counseling Services 2011). It 

can be small, like a red light that lasts too long, to something large, like an accident or fight with a friend. Examples of 

stressors include:

Major Life Changes Environmental Changes

New job/loss of job Moving to a new place

Death of a loved one Time pressures

Changing/entering schools Financial difficulties

Marriage/Divorce Noises or disruptions

Signs and Symptoms

Physical Cognitive (Thoughts) Emotional Behavioral

Fatigue Confusion Anxiety Withdrawal

Headaches Lost track of time Feeling overwhelmed Increased paranoia

Elevated blood pressure
Difficulty with memory/
concentration

Increased irritability/anger
Overeating or lack
of appetite

Sleeping difficulties Nightmares Increased apprehension Acting impulsively

Lower immune system Low self-esteem Fear of failure Teeth-grinding

Perspiration Constant worrying Uncertainty Being easily startled

Digestive problems Poor problem solving Increased guilt or grief Speech difficulties

What Can You Do? (Basics)

For Yourself For Someone You Know

Structure your time Listen to them

Monitor eating and sleeping habits Don’t take their negative feelings personally

Become aware of your surroundings Offer assistance even if they haven’t asked

Set realistic goals Give them space or privacy if needed

Become active Reassure them that feeling stressed is common

Adapted from UB Counseling Services



Trauma can come in multiple forms. The two most prominent are Secondary Traumatic Stress and Vicarious 

Trauma. These often are used synonymously along with compassion fatigue and/or burnout, although there are some 

differences between each.

Secondary Traumatic Stress (STS) Vicarious Trauma (VT)

Focus on physical/behavioral symptoms Focus on emotional/cognitive symptoms

More immediate Builds over time

Anxiety, avoidance, irritability may increase Inner thoughts, beliefs, values may shift

Can involve relatives/significant others of trauma survivor
Mainly involves direct caregiver or worker with trauma 
survivor

(Zurbriggen 2011; Newell & MacNeil 2010 )

Even though they are different, common risk factors exist for both.

Risk Factors (Zurbriggen 2011; Newell & MacNeil 2010 )

• Personal history of trauma

• Younger Age

• Lack of educational experience to trauma

• High caseloads

• Maladaptive coping skills

• Lack of supervision

• Blurring boundaries with clients

One of the most extreme consequences of experiencing traumatic events is developing Post-Traumatic Stress Disorder 

(PTSD). Clients can develop it, as well as individuals who work with clients. Keep in mind that not all individuals 

who experience trauma develop PTSD. There are certain criteria that need to be met for this disorder. For more 

information, go to page 69.

Be careful! Don’t confuse secondary traumatic stress or vicarious trauma with burning out!

8

Trauma

What You Can Do (Basics) (Smith, Segal, & Segal 2012)

Slow Down.
Take a break, cut 

back, reflect.
Get Support.

Turn to friends, family, 
and coworkers.

Reevaluate.

Assess your goals, 

hopes, and dreams.
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Burnout

Burnout is a potentially very serious result from working in a stressful environment for a long period of time. Burnout 

is different than Vicarious Trauma or Secondary Traumatic Stress due to the fact that it is more process-oriented than 

event-oriented, and forms over time. It is all-encompassing; with psychological and physical effects that can cripple an 

individual.

The Four Stages of Burnout (James 2013)

I. Enthusiasm. When beginning a job, a person may have high enthusiasm and expectations of him/herself, as well as 

the job itself. Having such a “rose-tinted” view of human services work can very well lead into the next stage.

II. Stagnation. This happens when various needs of the person (financial, personal, career) are not being met. If the 

individual views that the organization isn’t providing enough positive reinforcement, or if pressures begin to build at a 

rate that isn’t anticipated, this stage will evolve into the next stage.

III. Frustration. The individual will begin to question the values and effectiveness of the organization, as well as the 

impact of his/her own work within it. Pressures continue to build, making the person begin to feel helpless and/or 

hopeless, which leads into the final stage.

IV. Apathy. When this stage is reached, the person experiences chronic indifference to his/her situation, little interest 

in seeking help with the belief of “why bother” or “what’s the point”. This is complete burnout.

What Causes Burnout (Barnett & Cooper 2009; Newell & MacNeil 2010; Harr & Moore 2011)

Being overworked

Perfectionism from self or organization

Having little involvement/control in organization

Impatience

Lack of awareness of own reactions to trauma

Lack of support from supervisors/co-workers

Feeling underappreciated

What Burnout Looks Like (Barnett & Cooper 2009; Newell & MacNeil 2010; Harr & Moore 2011; James 2013)

Lack of engagement Cynicism

Poor coordination Insomnia or excessive sleeping

Pessimism Inability to cope

Increased irritability with clients/co-workers Increased dread of work

Self-criticism Rapid mood swings

Avoidance and isolation Increased bouts of depression or anxiety

Constant exhaustion Over or under eating

Integration of professional and personal roles Loss of enjoyment

Suicidal thoughts Use and/or abuse of substances

Burnout may not occur immediately, but it is important to recognize signs early.
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Compassion Fatigue

“If we can find ourselves in the midst of suffering and acknowledge the depth of our struggle, [our] heart begins to soften. Rather 

than amplify our pain with destructive thoughts and emotions, with self-compassion, we soothe and contain it, by reacting with 

loving-kindness toward our agonized selves.”
- Christopher K. Germer

Compassion fatigue is very common among caregivers of all kinds. Here are the basics on what causes it, what it looks 

like, and what you can do to protect yourself against it.

Causes (Radey & Figley 2007; Newell & MacNeil 2010; Kanter 2007; Craig & Sprang 2010)

Lack of self-care Lack of control over caseloads

Unsolved personal trauma history Minimal supervision

Lack of job satisfaction Poor education/training

Being overworked Lack of balance between work and personal life

Lack of effective coping mechanisms Unrealistic expectations

Consistent countertransference* Blurred boundaries with client

Feelings of Guilt Impatience with client change

Signs and Symptoms (Adapted from compassionfatigue.org)

Physical Emotional Spiritual Cognitive Behavioral

Exhaustion Irritability Loss of Purpose Trouble focusing Restlessness

Hypertension Hopelessness Feeling Aimless Spacing out Minimizing

Headaches Helplessness Questioning Self Pessimism Perfectionism

Indigestion Frustration Transference “If only” thinking Blaming

Sleep disruption Anxiety Change in faith Intrusive thoughts Boundary issues

Resentment Flashbacks

What You Can Do (Basics) (Showalter 2010; Radey & Figley 2007; Butler 2011; Gentry 2002)

Learn to say “no” when workload is too much Maintain positivity ratio (positive attitude)

Create to-do lists Assess current time management

Daily self-reflection through journaling Set realistic goals

Devote some time to silence Make time to be creative

Reward yourself Practice muscle-relaxing techniques

Have a meaningful conversation each day Monitor self-talk

Request routine supervision Get involved in group activities

*Counterransference is when a person projects their own experiences and feelings onto his/her client (i.e. if a client 

reminds the person of a relative).
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Introduction 

ollaboration can re-invigorate organizations by fully engaging employees, 

improving retention, and increasing innovation. It can help employees thrive in 

an ever-changing, diverse workplace. However, as organizations grow, employees 

scatter through telework and multiple locations, budgets shrink, and workloads 

expand, collaboration remains a challenge. Unfortunately, many senior leaders view 

collaboration as a skill that is best applied on selected projects, rather than as an 

organization-wide cultural value that should be embedded in the company’s fabric.  

This can be seen in the conclusions drawn from a Corporate Executive Board survey 

on the nature of collaboration in today’s workplaces. The survey confirmed that jobs 

require more collaboration today than they did three years ago, and that more 

employees need to regularly coordinate their work with people from different units 

and supervisory levels. The study concluded that collaboration should be encouraged 

among teams when projects have a high-potential impact; when diverse perspectives 

would help the project get completed; and when participants share similar goals (CEB 

staff, n.d.).  

CEB’s conclusion about when to encourage collaboration among teams recognizes the 

contribution that collaboration can bring to an organization, but it does not go far 

enough. Most organizations share a similarly narrow definition and relegate 

collaboration to an activity best used on complex, high-impact projects. A truly 

collaborative environment involves all organizational levels and is infused in an 

organization’s cultural identity and day-to-day operations.  

This white paper: 

 Redefines collaboration and establishes what a truly collaborative environment 

is; 

 

 Lists the benefits of sustained collaboration; 

 

 Examines why collaboration often fails in organizations; 

 

 Explores the building blocks required for effective collaboration, and; 

 

 Provides steps on how to encourage collaboration in the workplace. 
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What Is Collaboration and How Does It 

Benefit the Bottom Line? 
ollaboration is often seen as an activity that involves team members working on a 

project together. True collaboration is more than an activity, however. It is a 

process with associated behaviors that can be taught and developed. It is a process 

governed by a set of norms and behaviors that maximize individual contribution while 

leveraging the collective intelligence of everyone involved. It is the way in which a 

group of people collectively explore ideas to generate solutions that extend beyond 

the limited vision of a single person (Maynard, n.d.).  

Since collaboration should be viewed as a process, it is important to identify what a 

collaborative environment looks like. In a truly collaborative environment, everyone 

has a voice. When people have a voice, they are able to contribute. When they 

understand how their contributions fit into their organization’s strategy, it gives them 

purpose. With that purpose comes belief in their organization. Purpose and belief 

translate into high levels of engagement. At the most basic level, people want to feel a 

sense of belonging, and as such, collaboration takes center stage because it helps 

create an environment in which people want to belong.  

Collaboration should not be confused with cooperation. Cooperation is when each 

person on a team develops his or her own plans and shares those plans with the team. 

There may be joint discussion, but the focus remains on individual actions and 

achievement rather than on a collective strategy. Collaboration is when individual 

goals are subordinated for collective achievement. Joint discussions are focused on 

the give and take about strategies and ideas, and the outcome often leads to new ways 

of working (Ashkenas, 2012).  

Organizations have conventionally applied collaboration to teams or organizational 

levels (such as senior leadership) to break down silos, to foster cross-functional 

activities, and to encourage better innovation. Collaboration—even when applied in 

this limited manner in an organization—can yield positive results. In addition to 

increasing innovation, collaboration increases employee energy, creativity, and 

productivity, which generally leads to less stressed, happier, and more engaged 

workers (Goman, n.d.).  

As many organizations can attest, however, when collaboration is focused only on 

teams or a single level in an organization, it is extremely difficult to sustain, and this 

makes the benefits of collaboration fleeting. Organizations must redefine what 

C 
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collaboration means by making it part-and-parcel of the organizational culture and 

daily operations. True organization-wide collaboration can provide sustained benefits 

such as: 

 Fully engaged workers who are eager to take on new projects and challenges 

and who embrace change. 

 

 Improved organizational flexibility and agility. 

 

 Improved employee health, wellness, and performance. 

 

 More productive and energized meetings.  

 

 Extremely high retention rates.  

 

 A competitive advantage when attracting top talent.  

 

 The ability to develop and bring products faster to the market. 

 

 Increased top-line revenue and better profitability. 

Organization-wide collaboration can breathe new life into a company and reinvigorate 

employees. Sharing new ideas and knowledge lets others see things from different 

perspectives, spurs their own work in new directions, and moves the organization 

forward (Contactzilla, n.d.).  

Why Collaboration Fails in Organizations 
ollaboration often fails in organizations because when it is viewed as an activity, 

the behaviors necessary for organization-wide collaboration fail to occur. Senior 

leaders understand the benefits of collaboration and often mandate more of it. It is 

unrealistic, though, to mandate collaboration without teaching all employees how to 

collaborate. Collaboration training is frequently offered only to senior leaders and 

high-potential employees, but training only these groups can be detrimental to 

creating an organization-wide collaborative environment. Every employee must be 

able to speak the same collaborative language.  
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Yet even when collaboration is entrenched in a company’s culture and silos are 

disbanded, it can be stymied. Studies by Charlan Nemeth, a psychology professor at 

the University of California at Berkeley found that the “do not criticize” tenet of 

brainstorming can cause “groupthink” and can be counterproductive when it comes 

to collaboration. Nemeth notes that healthy debate and criticism actually stimulate 

ideas. To cultivate collaboration, then, organizations should encourage debate within 

groups, not stifle it (Contactzilla staff, n.d.).  

Collaboration can also stumble when employees confuse collaboration with 

teamwork. In teams, employees with different knowledge, skills, and abilities may 

work side by side on common goals, but not engage in debate. Collaboration involves 

interaction, debate, and working together towards a common goal. Individual goals 

may also be a part of collaboration, but those individual goals are achieved through 

the contributions of knowledge, skills, and abilities of others on the team (Contactzilla 

staff, n.d.) In other words, teams may be formed, but collaboration is not guaranteed. 

Collaboration takes an understanding and application of key behaviors that employees 

should learn and demonstrate. 

The Building Blocks Required for 

Effective Collaboration 
ollaboration does not come naturally for most employees, particularly those born 

before the Millennials. Previous generations were taught that competition was 

good, and that individual hard work—the “nose to the grindstone” mentality—would 

be rewarded with steady career progression. The nature of work has changed, 

however, and the management and knowledge silos that were created in the 20th 

century are no longer tenable today if organizations are to succeed. Collaboration 

helps break down those silos so that organizations can be creative, flexible, and ready 

to meet the changing, demanding needs of business today.  

There are a few building blocks that must live within leaders and individual 

contributors to ensure that collaboration is part of an organization’s culture. These 

building blocks are trust, communication, and a shared vision and purpose. 

Trust 

Trust is the foundation of effective collaboration. There are many facets to trust, but 

vulnerability is the aspect that most affects the collaborative process. Without 

vulnerability, people will not fully invest themselves or their ideas in collective efforts. 
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In the collaborative process, trust means creating an environment where everyone can 

openly express concerns, fears, and differences of opinion (i.e., be vulnerable) without 

fear of rejection, aggression, or retaliation. When vulnerability is threatened, behaviors 

that stifle creativity and innovation—like self-editing—take over. Furthermore, when 

people feel disrespected and see their contributions going unrecognized and 

unvalued, they disengage and look elsewhere for opportunities to contribute. Trust 

and respect are the bedrock of collaboration and are the key to building a commitment 

to collective goals. 

HR and talent management professionals can assess the level of trust in an 

organization through employee surveys and confidential one-on-one interviews. Some 

questions HR and talent management professionals can ask employees to assess trust 

levels include: 

 Do you feel that risk-taking is encouraged? 

 

 Do you feel safe communicating your ideas and opinions with colleagues? 

 

 Do you believe you are treated fairly and with respect? 

 

 Do you believe your ideas are taken into account during the decision-making 

process?  

Employee responses will help assess trust in the organization. An analysis of the 

results will identify the level of trust—which includes respect—the organization as a 

whole is accomplishing and which areas need improvement (Hatch, 2012). 

Communication 

There is no collaboration without effective communication. Leaders must 

communicate why collaboration is important to the organization’s success and must 

outline the strategy and roadmap for how the organization will work collaboratively. 

Both employees and leaders must share and build ideas, constructively criticize, and 

provide feedback.  

Effective communication requires a substantial level of self-awareness. Employees 

must understand their own preferences for how they approach a collaborative 

situation. They must also understand the communication and collaboration styles that 

other employees may prefer. It is this awareness that allows employees to recognize 

different communication and collaboration styles and to leverage them. This 
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heightened level of self-awareness allows individuals to modify their behavior and 

communication styles, which paves the way for increased engagement. All employees 

must be taught these communication skills for a collaborative environment to be 

realized. Everyone in the organization must be on the same page, and this can’t be 

accomplished if senior leaders are the only ones who have the opportunity to develop 

these communication skills. 

Shared Vision and Purpose 

The best way to get employees invested in the collaborative process is to give them an 

opportunity to contribute to a shared vision and purpose. This is about taking the time 

to articulate the “why” to everyone involved in the collaborative process on a 

particular project or initiative. Unfortunately, this can easily get overlooked when 

managing heavy workloads and deadlines. Instead, it should be prioritized as a 

necessary investment for increasing individual and team performance and long-term 

success. Leaders must ensure that all employees understand how their work 

contributes to the goals of the team and organization and how collaboration will help 

them meet their goals. When employees understand their broader purpose, they can 

make more meaningful contributions to their teams.  

HR and talent management professionals who take the time to teach and nurture these 

building blocks—trust, communication, and shared vision and purpose—will lay the 

groundwork to create an organizational culture based on collaboration. As a result, 

they will see improved employee retention, less conflict, lower stress, an improved 

competitive advantage, a higher level of performance, and a healthier bottom line.  

  Twelve Habits of Highly Collaborative Organizations 

1. Lead by example. In highly collaborative organizations, leaders use and demonstrate 

collaboration tools and strategies and encourage employees at all organizational 

levels to do the same.  

 

2. Focus on individual and organizational benefits. Highly collaborative organizations 

communicate to employees about how they will personally benefit from a 

collaborative environment—how it will improve their lives and make their jobs 

easier—as well as how it will take the organization to the next level.  (Continued…) 
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Twelve Habits of Highly Collaborative Organizations (…continued) 

3. Emphasize behavior and strategy before technology. Highly collaborative 

organizations formulate a strategy (the “why” and “how” of collaboration for their 

organization) before rushing to buy the latest collaboration platform. The 

technology should support the strategy. 

 

4. Learn how to get out of the way. Leaders and managers in highly collaborative 

organizations understand that micromanaging stifles collaboration. Best practices 

and guidelines are fine, but let employees do their work, their way. Empower 

employees.  

 

5. Give employees a voice. In order for someone to feel like they have a voice, they 

have to have a platform and be acknowledged. This is a simple idea but gets lost 

quickly at the speed of business.  

 

6. Integrate collaboration into organizational workflow. Collaboration should not be 

viewed as another competency that must be incorporated into an employee’s skill 

set. It should be integrated into all aspects of their work.  

 

7. Create a supportive environment. Collaboration and teamwork should be 

rewarded. For example, make a percentage of an employee’s bonus tied to how 

well he or she collaborates with others.  

 

8. Examine behaviors the organization is rewarding. Highly collaborative 

organizations focus on metrics that align different business units.  

 

9. Practice persistence. Collaboration should not be confined to teams, employee 

levels, or pilot programs. Highly collaborative organizations make collaboration a 

corporate-wide initiative. 

 

10. Adapt and evolve. Highly collaborative organizations recognize that collaboration 

is a perpetual state in their organizations and adapt and evolve as needed. 

(Continued…) 

 

11. Recognize that employee collaboration benefits customers. Happy employees are 

better performing employees, and this translates into more satisfied, happier 

customers.  

12. Acknowledge that collaboration generally makes the world a better place. Highly 

collaborative organizations recognize that collaboration lowers stress, increases 
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How to Encourage Collaboration in the 

Workplace 
f HR and talent management professionals focus solely on improving the building 

blocks that are critical to creating a truly collaborative work environment, they will 

see happier employees. To build and sustain a culture of collaboration, however, HR 

and talent management professionals may want to consider using the following steps.  

1. Define what a collaborative environment looks like for the organization. 

 

2. Offer training that teaches specific collaborative skills. 

 

3. Make sure the metrics for success are aligned among different business units. 

 

4. Ensure that leaders understand their role in facilitating collaboration and 

maintaining a collaborative environment.  

Define What a Collaborative Environment 

Looks Like for the Organization  
hey say the road to hell is paved with good intentions. It also probably lacked a 

strategy. The same is true when creating an organizational culture of 

I 

T 

Twelve Habits of Highly Collaborative Organizations (…continued) 

11. Recognize that employee collaboration benefits customers. Happy employees are 

better performing employees, and this translates into more satisfied, happier 

customers.  

 

12. Acknowledge that collaboration generally makes the world a better place. Highly 

collaborative organizations recognize that collaboration lowers stress, increases 

retention and loyalty, and improves the bottom line.  
 

(Source: Adapted from Morgan, 2013.) 
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collaboration. Without a strategy and a roadmap that articulates clear goals, 

employees will have plenty of good intentions, but will fail to act on them.  

The “why” for creating a culture of collaboration has already been discussed - 

collaboration improves employee morale, retention, competitive advantage, and an 

organization’s bottom line. The next step is to create the “how” that is unique to each 

organization—the strategy. The strategy and the roadmap must be designed with the 

input and buy-in of all employees, not just senior leaders.   

When creating a strategy, a good exercise to use is visualization. Carol Kinsey Goman, 

an executive coach, author, and keynote speaker, writes in an article for the Reliable 

Plant, that visualization is a team sport. It will help create a shared purpose and vision, 

and when the exercise includes all employees, it will increase the likelihood that they 

will enthusiastically buy-in (Goman, n.d.).  

The roadmap provides guidelines for how the strategy will be executed. It should 

include goals, timelines, and individual roles and responsibilities, but it should not be 

too detailed. It should provide enough to give employees direction, but not enough to 

create roadblocks.  

Offer Training that Teaches Specific 

Collaborative Skills  
R and talent management professionals can encourage a collaborative workplace 

by working with employees to improve collaborative skills. The building blocks 

discussed earlier—trust, communication, and a shared vision and purpose—can be 

improved with the help of employee development opportunities and activities. Other 

collaborative skills that can also be taught include, but are not necessarily limited to: 

 How to embrace change. 

 

 How to ask for input from others. 

 

 How to share information with others. 

 

 How to listen for understanding. 

 

 How to provide constructive feedback. 

H 
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 How to use negotiation skills. 

 

 How to recognize and reward others. 

 

 How to improve self-awareness. 

 

 How to reach consensus. 

These skills may be part of an organization’s professional development for employees 

on a management track, but for a collaborative culture to be realized, they must be 

part of all employees’ professional development plans. A collaborative culture gives 

every employee a voice, and so every employee must possess the skills necessary to 

be able to collaborate. HR and talent management professionals should conduct a 

needs analysis of where the organization stands in terms of collaboration skills for all 

employees, and a plan should then be developed that will improve any weaknesses 

uncovered in the needs analysis. 

Make Sure the Metrics for Success Are 

Aligned Among Business Units  
or an organization to truly be collaborative, metrics must align among various 

functions of the business. If metrics are not aligned, employees may engage in 

anti-collaborative behaviors, which may result in silos, intentional lack of inclusion and 

transparency, and territoriality. An example of this can be seen when examining the 

classic organizational friction between sales and operations.  

Sales professionals usually are rewarded by sales volume, margins, and profitability. 

For that reason, they are motivated to sell things to customers that may fall outside the 

normal product offering. This “yes we can” type of customization can be critical to 

closing a deal. Once the sales professional closes the deal, something collaboratively 

destructive can happen. The sales professional is rewarded in the way of 

compensation, accolades, increased influence, and in some cases, a promotion.  

The operations person on the other hand, is rewarded for things like process, 

execution, and speed of delivery. They invest their time in systems and processes that 

support how they are ultimately rewarded and compensated. This customized deal is 

great for the sales person to meet his goal but comes at the expense of the operations 

person who has to invest extra time and resources to deliver it. A very dangerous zero 
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sum game dynamic has been created. For one person to win, the other person has to 

lose. This causes a number of collaborative issues and leads to silos, territoriality, and 

even conflict. 

For these reasons, it is important for HR professionals and organizations to examine 

what behaviors are being driven by incentives and compensation plans.  

Ensure that Leaders Understand Their 

Role in Facilitating Collaboration and 

Maintaining a Collaborative Environment  
lthough this new definition of collaboration emphasizes giving every employee in 

an organization a voice, leaders still play a pivotal role in facilitating and 

maintaining a collaborative environment. In their white paper, Building a Collaborative 

Workplace, authors Shawn Callahan, Mark Schenk, and Nancy White offer six 

behaviors that leaders display that help build collaboration in the workplace. Leaders 

who support collaboration in their organizations:  

1. Pay attention to collaborative strategies and model collaborative skills and 

behaviors. 

 

2. Do not sacrifice long-term goals for short-term fixes when faced with a crisis. 

They recognize that short-term fixes sabotage collaboration. 

 

3. Invest resources that support and encourage collaboration.  

 

4. Act as role models, teachers, and coaches of collaboration. 

 

5. Reward collaborative behavior. 

 

6. Ensure that collaborative talents are recruited and nurtured (Callahan, Schenk 

and White, 2008). 

A seventh behavior that could be added to that list is accountability. To ensure that 

leaders at all levels actively encourage and maintain collaboration in the workplace, 

they must be held accountable to invest in, model, and reward collaborative behavior 

exhibited by their employees consistently. This accountability will ensure that the 

collaborative culture endures.  

A 



Creating a Collaborative Organizational Culture 

  All Content © UNC Executive Development 2014 13 | P a g e  

 

 

 

 

 

 

 

 

 

 

 
 

 

 

Conclusion 
 truly collaborative environment involves every employee at every level and 

department, and is infused in an organization’s culture and reflected in its daily 

operations. It can help recruit, retain, and motivate employees; increase productivity; 

bring new products and services to the market faster; increase customer satisfaction 

and loyalty; and improve an organization’s bottom line. And because it lowers stress, 

it makes for a better work environment overall.  

A 

How to Improve Workplace Collaboration 

 Lead by example. Be sure that those in leadership positions have the requisite 

communication and collaboration skills.  
 

 Build a sense of community. Employees need a personal connection to one another. Be 

sure to provide opportunities for co-workers to get to know each other in a casual, non-

working setting. 
 

 Train employees to collaborate. According to a study by ESI International, 81 percent of 

the organizations surveyed said their employees needed to improve communication skills 

and nearly half needed to improve leadership and critical thinking skills.  
 

 Clarify roles and responsibilities. Collaboration is greatly facilitated when everyone is on 

the same page. HR and talent managers should ensure that goals are outlined, 

responsibilities are articulated, and deadlines are set. 
 

 Tap into individual talent. To optimize collaboration, assign roles that fit each person’s 

strengths. Build teams based on what each person can bring to the table.  
 

 Hold productive meetings. Good meetings have clear objectives and an agenda. They 

should serve to motivate people. 
 

 Don’t micromanage. Respect employees and give them autonomy to do their jobs.  
 

 Consider using collaboration tools and software. It is rarely possible to have all employees 

involved at one place at one time. Consider investing in a collaborative software system to 

provide a centralized hub for communication and project management. 
 
 

(Source: ViewDo Labs Staff, 2014) 
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About UNC Executive Development 
 

Our approach to program design and delivery draws upon the power of real-world, applicable 

experiences from our faculty and staff, integrated with the knowledge our client partners share 

about the challenges they face. 
 

We call this approach The Power of Experience. We combine traditional with experiential and 

unique learning to ensure that all individuals gain relevant new skills that they can easily 

implement within their own organizations. Through action learning and business simulation 

activities, we challenge participants to think, reflect and make decisions differently. 

 

Our Approach: The Partnership 

 

Our team customizes each leadership program through a highly collaborative process that 

involves our clients, program directors, faculty and program managers. We are dedicated to 

following-up with our clients and individual participants to ensure that their learning 

experiences have been meaningful and impactful. This integrated approach consistently drives 

strong outcomes. 

 

Our Approach: The Results 

 

Our executive education programs are designed with results in mind, and we are focused on 

successfully meeting our clients' business and academic expectations. Below are a few 

examples of the results our client partners have achieved: 

 

 Leadership refocused with new 

strategy and cohesive vision 

 Strategic plans created for the 

global marketplace  

 Supply chains streamlined 

 Products redefined 

 New markets targeted 

 Cost-saving measures developed 

 Silos leveled 

 Teams aligned 

 

Participants leave empowered to bring in new ideas, present different ways to grow business 

and tackle challenges. The result is stronger individuals leading stronger teams and 

organizations.  

 

Banding People Together is a performance improvement consultancy with an expertise in 

collaboration as it impacts employee engagement, leadership development, team performance, 

and change. They are able to measure collaboration on an individual, team, and organizational 

level using their proprietary Collaborative Harmony Index suite of assessment tools, and also 

provide collaborative strategy to support transformational organizational change. All training 

programs are rooted in behavioral science and sound instructional design; delivered by rock 

star facilitators using band dynamics, music, and songwriting. 

 

Contact Us 

 

Website: www.execdev.unc.edu | Phone: 1.800.862.3932 | Email: unc_exec@unc.edu  

http://www.kenan-flagler.unc.edu/execdev/leverage-power-of-experience.aspx
http://www.bandingpeopletogether.com/
http://www.execdev.unc.edu/
mailto:unc_exec@unc.edu
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THE	DOMESTIC	VIOLENCE	AND	MENTAL	HEALTH	COLLABORATION	PROJECT	 
 

The King County Coalition Against Domestic Violence coordinates this project to improve 
services for survivors of domestic violence with mental health concerns. We are working 
collaboratively to enhance the knowledge and skills of domestic violence advocates and mental 
health service providers in order to make services more accessible, holistic, and effective. Our 
partners are: Consejo Counseling and Referral Service, New Beginnings, Seattle Counseling 
Service, and Sound Mental Health. 
 

The Project has had three phases: Planning, Implementation, and Continuation. 
    

 

 
 
   

 

 
 
 
     

 
    

    

Created a     
Collaboration Charter*

Conducted a                                     
Needs and Strengths Assessment*

Engaged in        
Strategic Planning*

Created More Welcoming Environments

Our Welcoming Environments Initiative 
Report* summarizes the changes the partner 
agencies made to create more welcoming 

environments for domestic violence    
survivors with mental health concerns. 

Enhanced Knowledge

We created an online Domestic Violence 
Basics course for Mental Health Service 

Providers and an online Mental Health Basics 
course for Domestic Violence Advocates at 
our partner agencies. Over 500 people      

have taken one of the courses. 

Improved Response

We created an online Domestic Violence 
Response course for Mental Health Service 
Providers and an online Mental Health 
Response course for Domestic Violence 

Advocates at our partner agencies. Over 500
people have taken one of the courses. 

Strengthened Collaboration           

We created a liaison system                 
between the partner agencies and a        
cross‐disciplinary case review process.         

Our Liaisons and Case Reviews Information 
Packet* describes both. 

Phase 1: Planning Phase (2007‐2009)

Phase 2: Implementation Phase (2009‐2010) 



 
   
  

 
 

 
 
 
 
 
*These publications and our online courses are available at www.kccadv.org/reports/mental‐
healthdv‐reports/.  
 
This project is supported by Grant No. 2010‐FW‐AX‐K007 awarded by the Office on Violence Against Women, U.S. 
Department of Justice. The opinions, findings, conclusions, and recommendations expressed in project publications 
are those of the authors and do not necessarily reflect the views of the Department of Justice, Office on Violence 
Against Women. 
 

 
1419 S Jackson St, Suite 103, Seattle, WA 98144   206.568.5454  www.kccadv.org   

Change is Possible

We began this phase with a retreat to reflect on our successes, the challenges we experienced, 
and the lessons we learned. This is summarized in our Change is Possible* report.                       

We are implementing 4 initiatives that build on the changes we made in the previous phases. 

Providing Training and Technical Assistance

We adapted our Online Training Courses*   
for DV advocates and MH service providers 
who are not part of our project. We are also 
sharing what we have learned with local   

and national audiences. To request training 
or technical assistance, please contact     
Alison Iser, Project Coordinator, at 
alison@kccadv.org or 206.568.5454.

Integrating Trauma‐Informed Practices

Our partner agencies have received     
training on trauma‐informed care,       
trauma‐informed supervision, and    

strategies for integrating a trauma focus    
into their agencies. They are putting        

these lessons into practice. 

Engaging in Reciprocal Consultation

We developed a Reciprocal Consultation 
Guide* to strengthen the ability of our 

partner agencies to provide each other with 
quality cross‐disciplinary consultation.

Offering Co‐Facilitated Support Groups

We have provided support groups for 
domestic violence survivors with mental 

health concerns that were co‐facilitated by   
a DV advocate and a MH service provider 
utilizing the Seeking Safety curriculum 

(www.seekingsafety.org). 

Phase 3: Continuation Phase (2011‐2012)











































 

Confidentiality and Privilege - Differences and Similarities  
for Community-Based Domestic Violence and Mental Health Providers 

Please note that this information is not intended to constitute legal advice. It is for informational purposes only. 

Area Community-Based DV Service Providers Community-Based MH Service Providers 

Background 

Both fields are concerned about the best interest of the service recipient. 
Both fields educate service recipients about how information is used and about their rights. 

Honoring service recipients' confidentiality is seen as 
critical to reinforcing autonomy and self-
determination. Survivors should ideally determine 
how their own info is shared. 
Confidentiality & safety are highly related. Abusers 
often seek out info about their partners in hopes of 
using it to further their control. 

The service recipient's role in making decisions about 
sharing info is emphasized.  
Funders require info (e.g., diagnosis and treatment plan) 
from providers. 
Liability concerns influence documentation practices. 

Documenta-
tion 

Practices 

There is a strong contrast in documentation practices. 

The emphasis is on documenting as little as possible 
in order to protect the service recipient. 

The emphasis is on documenting thoroughly in order to 
provide an accurate clinical picture, to meet the 
expectations of funders/gov't, and to protect the 
organization from liability. 

Consultation 

The use of external consultation and the specificity of info shared during consultation differ significantly. 

External consultation is not routinely sought, but if 
sought, would not include identifying information. 
Info might be altered or made quite general in order 
to safeguard the identity of the service recipient. 

Consultation is required for "special populations" and is 
routinely sought regarding best practices, risk to self and 
others, coordination of care and medication. Providing 
detailed information is considered the best way to obtain 
useful advice. In some cases, service recipient names may 
be shared. 
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Limits to 
Confidentiality 

Differences:   
It is permissible for MH providers to share info without ROI's with other professionals.  
It is not acceptable for DV advocates to do so.  
MH providers are required to report communicable diseases that pose a public health risk.  
DV providers are not. 
     
Similarities:  
Both fields inform service recipients about their confidentiality policies and the limits to confidentiality. 
Both fields report child abuse, vulnerable adult abuse, and danger to self or others. 
Both fields typically share only the information necessary when making mandatory reports. 
Sharing info inappropriately violates state and federal laws and could have financial consequences for both 
fields. 

Info would only be shared internally on a "need to 
know" basis, for mandated reporting, or in 
response to a court order (although court orders 
would typically be fought via legal means.)  
 
Service recipients are often encouraged to make 
child abuse reports themselves with the assistance 
of their advocate. 

Limited info is shared without a Release Of Information 
form for the following reasons:  
1. For payment  
2. To assess operational quality (audits) 
3. For mandated reporting 
4. Consulting with another MH professional (some orgs 
may require ROI for this) 
5. Health & welfare (e.g., if client is in ER) 
6. To a coroner or medical examiner for investigation of 
homicide or suicide 
7. If the service recipient is involuntarily detained for 
treatment, then urgent clinical info can be shared, next of 
kin may be notified. 
8. After death, permission to access records goes to next 
of kin or a legal representative. MH providers limit access 
as much as possible, but records can be obtained with a 
court order. 
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Info Shared 
with  

Authorization 

While both fields typically seek to limit the info that is shared with a ROI, the differences in documentation 
practice mean that MH providers have much more info that they may potentially share. 

Info shared is typically very narrowly defined and 
pertinent to a particular situation. Even with a 
broad ROI, info shared would be limited. 

Info shared is typically narrowly defined. Even with a 
broad ROI, info shared would typically be less than the 
whole file. Professional standard is "minimum 
necessary." 

Release of 
Information 
(ROI) Forms 

Both fields have the following minimum standards for ROI's:   
Who info is being released to, what info is being released, when it expires, and option to revoke at any time. 

The ROI must be voluntary and written (not verbal.) If no end date is given, it is valid for 90 days. 

Advocates explain the importance of being clear 
about what info can be shared and the potential 
risks of sharing info.  
 
Advocates sometimes give service recipients the 
option of signing a release to share info, if they are 
murdered. 

MH providers are medical providers and adhere to HIPAA 
regulations. However, Washington State laws regarding 
ROI's for Mental Health & Chemical Dependency service 
providers are stricter than the federal HIPAA standards. 
Many MH agencies have policies that are even stricter 
than state law requires. 

Accepting 
ROI's from 

Other 
Agencies 

There is a strong contrast in ROI acceptance practices. 

Typically, service recipients must sign DV program's 
ROI even if ROI is received from another provider. 
This is to ensure that service recipient received info 
about the risks and benefits of sharing info. 

Will accept ROI from another agency if it meets the 
requirements of WA State law & HIPAA and appears to 
be valid. 
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Records 
Access 

MH funders (including the government) have access to service recipient records while DV funders do not.  
Neither field encourages service recipient review of records. 

People with access to a service recipient's record:  
 Staff on a "need to know" basis  
 Service Recipient (in the presence of a staff 

person) 
 

DV funders may have access to random individual 
records, and generally have access to aggregate 
data. 

People with access to a service recipient's record (varies 
depending on funding source for their services): 
 Staff on a "need to know basis" 
 Service Recipient (parts of the record may be marked 

out, if the therapist deems that the info is harmful to 
the service recipient) 

 The County MH Division for people they fund 
 Insurance Companies 
 Crisis Team has access to service recipient's Crisis Plan 

Privilege  

Both fields have privilege. Privilege includes info that is confidential, but not all confidential info is privileged. 
Privilege protects DV Advocates and MH Professionals from having to testify about conversations with service 
recipients and helps protect their records. In order for communication to be privileged, it must occur between 

the provider and the service recipient only, with no one else present.  
There is an exception for interpreters who are present solely to facilitate communication. 

Because privilege is relatively new for both fields, the application of privilege is not yet well defined. 

Privilege for DV Advocates in WA State began in 
June 2006. 

Privilege for MH Professionals in WA State began in 
October 2009. 

Situations  
that 

Invalidate 
Privilege 

For both fields, the service recipient can choose to waive privilege.  

 Service recipient waives privilege 
 Others are present for the communication (e.g., 

happens during support group or while friends or 
family are present) 

 Mandatory reporting 
 The info is shared later with another party 

 Written ROI 
 Service recipient waives privilege by suing the provider 
 A subpoena from the Secretary of Health in response 

to a complaint about the provider 
 Mandatory reporting 
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We learned in our needs and strengths assessment that the environment in which services are 
provided makes a difference. Service recipients shared with us the importance of offering 
services in an environment that embraces their diversity and enables them to feel comfortable 
accessing services. We also learned that each of our partner organizations is particularly strong 
in certain aspects of accessibility and needs to improve in other areas. 
 
In response to these findings, the organizations participating in the DV/MH Collaboration Project 
included an initiative on creating welcoming environments as part of our strategic plan. The 
direct service partner organizations committed to work with an expert to learn how to assess 
our service locations for things that are particularly welcoming and areas that need 
improvement, and then to implement the changes that were feasible for them. There was also a 
commitment to sharing expertise between organizations. 
 
The King County Coalition Against Domestic Violence (KCCADV) does not provide direct services, 
but does offer a website that is used by many survivors. KCCADV therefore decided to assess the 
accessibility of their website. Upon learning that it was not fully accessible, KCCADV committed 
to a complete redesign of the site in order to increase accessibility and usability. The redesign of 
the site is currently underway.  
 
To implement the Welcoming Environments Initiative a work group was formed. The work group 
was facilitated by the Project Coordinator, Alison Iser of the King County Coalition Against 
Domestic Violence, and consisted of the following participants: 

Julie McDonald and Corinne Wegener of Consejo Counseling and Referral Service 

Kate Schumacher of New Beginnings 

Joseph Siddiq of Seattle Counseling Service 

Dana Vaccaro and Sarah Lapp of Sound Mental Health 
 
The Vera Institute of Justice (the technical assistance provider for this OVW-funded grant 
project) arranged for Valerie Fletcher, a national expert on accessibility and universal design, to 
evaluate a service location at two of our partner organizations. Ms. Fletcher taught us how to 
assess the ways in which organizations create spaces that are welcoming to domestic violence 
survivors with mental health concerns and areas where there needs to be improvement. She 
issued a recommendations report for each location she visited.  
 
The Welcoming Environments Work Group applied what we learned to evaluating a service 
location at the other two direct service partner organizations. The work group provided 
feedback and recommendations were issued for those organizations. 
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At an event for the DV/MH Collaboration Project which was attended by representatives of each 
partner organizations, work group members shared what they had learned about creating 
welcoming environments. They focused on the areas where their organizations are particularly 
strong and issued recommendations that the other partner agencies could implement to create 
more welcoming environments for survivors of domestic violence, people with serious mental 
health problems, Spanish-speaking immigrants and refugees, and Lesbians, Gay men, Bisexuals, 
and people who are Transgender. 
 
At the event each organization received three types of framed posters to display in their 
facilities. These posters are now hanging on the walls at all the partner organizations. 
 

Welcome in 80 languages 

 

All are Welcome Here (in English)  All are Welcome Here (in Spanish) 

                               

 
The Welcoming Environments Work Group provided the leadership to implement changes at 
each of the partner organizations. The pages that follow describe the changes that have been 
made at each organization and describe some of the initial impacts of the changes. Please note 
that only recommendations that have been addressed are included. 
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Consejo Counseling & Referral Service 

Recommendations Changes Implemented 

Entrances 

Since the location of the main entrance may 
not be clear to first time visitors (the mural 
somewhat masks the door and the awning 
draws one’s attention to the locked staff 
entrance), use paint, tile or a nonslip welcome 
mat to provide a visual cue for the entrance.  

Nonslip mats were added in front of main & 
side visitor entrances at the headquarters and 
at La Casita, the office of the community 
advocacy program. A welcome sign was also 
added to the main visitor entrance. 

Add signs on the staff entrances and in the 
parking area that direct visitors to the main 
entrance. 

Signs now direct visitors to the correct 
entrance. 

All of the entrances should have ADA 
compliant signs that are appropriately placed.  

ADA signs are being posted at the appropriate 
heights. 

Lobby 

Client rights information should be printed 
with at least a 14-point font. Alternate versions 
of the information should be available upon 
request (e.g., a large print version.) 

Client rights information has been framed and 
posted in larger font size. Information about 
how to request an alternate version has also 
been posted. 

Obtain a couple bariatric chairs. These chairs 
could have locking wheels, so they could be 
easily moved to other rooms as needed. 

There are now 4 bariatric chairs in the lobby. 

Sound machines or soft music could assist with 
helping people to block out external noises.  

Acoustic sound machines were placed in the 
lobby. 

Intake Rooms 

Sound machines or soft music could assist with 
helping people to block out external noises.  

White noise machines were placed in the 
intake rooms. 

Providing an alternative to the fluorescent 
ceiling lights would create a more pleasant 
atmosphere. This could be helpful throughout 
the building. 

Lamps were placed in intake rooms. 

Group Room on the Basement Level 

The chairs in this room may be too small for 
some. It would be helpful to have a couple of 

There are now 2 bariatric chairs in the group 
room. A bariatric chair has also been added to 
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Consejo Counseling & Referral Service 

Recommendations Changes Implemented 

wide chairs with arms that would work well for 
larger people.  

the 3rd floor conference room. 

Wide aisles between tables should be provided 
to allow for greater mobility for people in 
wheelchairs.  

The room is being arranged with wider aisles. 

Since people with circulatory problems tend to 
get cold easier, it could increase people’s 
comfort if there were portable heaters 
available.  

A large heating & cooling unit has been placed 
in the group room. Cooling units have also 
been placed throughout Consejo’s facilities. 

Florescent lights could be replaced with 
warmer lighting options to mitigate the 
underground feel of the space. 

Lamps have been added to the group room 
and to offices that do not have windows. 

Restrooms 

It would be helpful to add signs to assist 
people with finding the restrooms. 

Signs have been purchased to direct people to 
the restrooms. 

 

                                         

        Prior to the changes, visitors were confused             The new mat helps indicate 
           about which entrance to use.                                  which door to use. 
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New Beginnings 

Recommendations Changes Implemented 

Entrance / Foyer 

Match the pipe railing on the other side of the 
stairs. It makes a rather steep set of stairs safer 
for those who are either right or left‐handed. 

Railing has been added. 

The rugs in the foyer are a nice touch, but 
should be secured and stabilized with a thin 
rubbery pad underneath. 

The rugs have been secured with pads. 

Phone Room 

The fluorescent ceiling light communicates an 
institutional feel to the street and is harsh for 
women using the room especially at night. Any 
lighting alternative would be preferable. 

The fluorescent ceiling light was replaced by a 
light fixture that used to be hanging in that 
room. 

Bedrooms 

Many rooms have mini‐refrigerators for 
prescription medication which is very useful, 
but the refrigerators are without locks. They 
are a safety risk to children and to survivors 
with suicidal ideation. It is also important for 
survivors who may have had bad experiences 
with abusers withholding medication. 

Locks have been provided for the mini 
refrigerators. 

Interior Stairs 

The railings would be far more useful if they Continuous railing was installed from the first 

Some Impacts of the Changes at Consejo 
 

Service recipients really appreciate the bariatric chairs. Having wider chairs with arms has 

made some service recipients much more comfortable. The chairs have been used by people 

who are large, who are elderly, and by mothers with small children. 
 

The new lamps have made a nice difference for both staff and service recipients                             

in the offices without windows. 
 

The new sound machines have created a better sound barrier and enhanced privacy. 
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New Beginnings 

Recommendations Changes Implemented 

were continuous, not only on the stair area 
itself, but along the landing. For some 
survivors with mental health issues, a 
continuous railing can be a small but useful 
tool for managing the environment. 

floor to the second floor. 

Basement Laundry 

Shift the location of the machines to allow 
easier access. 

The washer and dryer have been moved to a 
different wall to allow for easier access. 

Increasing Accessibility for People who are Deaf or Hard of Hearing 

Visual and tactile devices to ensure safety 
especially in an emergency should be available 
in an overnight shelter. The most practical way 
to meet the need is through the purchase of a 
portable case that includes everything 
necessary. 

The following are now available: 
 A video phone and a phone amplifier 
 Travel clocks, alarm clocks and timers 
 Smoke detectors 
 Doorbell and sound signalers 
 Books on ASL and communication 

 

                                                                                                                                                             
 
 
The video phone that will increase communication accessibility 
for shelter residents who are Deaf. 
 
 
 
 
 
 

 

Some Impacts of the Changes at New Beginnings 
 

The new railings have made it easier for service recipients to get up and down the stairs. 
 

Deaf program participants will no longer have to wait for their accommodations requests to 

be processed and implemented because the adaptive equipment they need will already be 

available at the shelter and at the transitional housing program. 
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Seattle Counseling Service 

Recommendations Changes Implemented 

Entrance 

The door is currently weighted too heavily to 
be easy for many people to open. Adjust the 
weight to a comfortable pressure for someone 
with limited strength to open independently 
and without undue difficulty or discomfort. 

The door weight has been adjusted to within 
acceptable limits. 

Reception & Waiting Areas 

Lowered counter is great but compromised by 
the placement of a large floor plant in the floor 
space that would be needed by someone in a 
wheelchair. 

The plants have been moved to the waiting 
room. 

It is helpful to have the all‐important sliding 
fee scale chart posted but it is pretty easy to 
miss and hard to read. 

The sliding fee scale chart type has been 
enlarged and it has been moved to a more 
accessible area. 

Consider the purchase of at least a couple of 
extra‐wide stable chairs with arms that will 
work for very large clients and allow them to 
rise with some dignity. 

Bariatric chairs have been purchased. 

Purchase another digital clock to be mounted 
next to the “if it’s been more than 10 minutes” 
sign. 

Clock has been purchased and mounted. 

Consider making the opposite side of the entry 
area into usable waiting space. Turn off the 
speakers in that area and add a lamp to a small 
table between two chairs. 

Chairs have been placed in this area. 

 
With funds from a non-OVW grant, a colorful 
children’s play area was created in the waiting 
area. 

Restrooms 

Placement of signage for the rest rooms should 
be on the latch side of the door and 60” on 
center line Above Finished Floor. It would be 
an amenity to note which restrooms are 

Gender neutral signs are now in the correct 
place. 
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Seattle Counseling Service 

Recommendations Changes Implemented 

gender neutral. 

Mirror above sink: reflecting surface at 40 
inches AFF max. 

Tilted mirrors were installed in restrooms, so 
that the reflecting surface is visible to those 
who are standing or seated. 

Counseling & Group Rooms 

Chilly, grey Seattle winters result in some 
people feeling uncomfortably cold some of the 
time. Safe, energy efficient options for small 
spaces can alleviate discomfort without much 
cost. One or two could be moved to where 
they are needed. 

Portable heaters are now available 

 

With funds from a non-OVW grant, one of the 
group rooms was transformed into a very 
welcoming and comfortable space with new 
furnishings, lamps, and art.  

 

              

    SCS’s accessible reception desk           SCS’s lobby with the “All are Welcome Here Sign,” 
                                                                                the relocated plants and the new clock 

Some Impacts of the Changes at Seattle Counseling Service 
 

The tilted mirrors have been appreciated.  

The “All are Welcome Here” signs have been so popular  

that a couple of them have been stolen. 

The redecorated group room is attractive, comfortable and cozy, a very welcoming space. 
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Sound Mental Health 

Recommendations Changes Implemented 

Entrance / Building Lobby 

Add seating inside and/or outside for service 
recipients who are waiting to be picked up. 

The building owner provided a bench. 

Notify service recipients who are visiting the 
building for the first time about the following: 

o The location of the accessible parking 
spaces 

o The security mechanisms in the garage 
(i.e., the automatic locking of the stairwell 
doors, the need for a code to enter the 
garage from the stairwell, to go up the 
elevator, and to exit the garage in a car) 

o How to get to the building from the 
parking garage 

The receptionist is providing this information. 

Corridor 

Braille suite number sign should be located on 
the door handle side of the door rather than 
some distance away on the wall.  

A new Braille sign has been ordered and will be 
placed in the appropriate place. 

Waiting Room 

The addition of artwork could contribute to a 
welcoming feeling in the waiting room. 
Artwork that depicts a variety of cultures could 
also send the message that diverse service 
recipients are welcome 

Culturally diverse artwork has been added. 

To provide a spot in the waiting room for 
someone who feels more comfortable with 
greater personal space, an end table could be 
placed between two of the chairs rather than 
against the wall.  

The furniture has been rearranged as 
suggested. 

Client rights information should be printed 
with at least a 14-point font and there should 
be sufficient contrast between the print and 
the paper so that the words can be easily read. 

Client rights information has been posted in a 
larger font size. Information about how to 
request an alternate version has also been 
posted. This and other information relevant to 
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Sound Mental Health 

Recommendations Changes Implemented 

Alternate versions of the information should 
be available upon request (e.g., a large print 
version.) 

clients, has been posted on a new bulletin 
board. 

To signal that survivors of domestic violence 
are welcome and that assistance is available to 
them, it would be nice to have a poster or 
brochures posted about domestic violence. 

A poster and brochures have been obtained 
from New Beginnings. 

Treatment Rooms 

The addition of artwork could contribute to a 
welcoming feeling in the treatment rooms. 
Artwork that depicts a variety of cultures could 
also send the message that diverse service 
recipients are welcome. 

Culturally diverse artwork has been added. 

The seating in the prescriber’s room could be 
changed, so that chairs for providers and for 
service recipients are more similar.  

A bariatric chair has been placed in the room. 

The computer wires hanging from the 
prescriber’s desk should be wrapped to 
minimize the safety risk. 

The desk configuration has been changed to 
manage the wires. 

Worn chairs in treatment rooms could be 
replaced with bariatric chairs. These chairs 
could have locking wheels, so they could be 
easily moved to other rooms or to the waiting 
room area, if needed. 

Bariatric chairs on runners are now available. 

Group Room 

The absence of any decoration in the room 
leaves the room feeling a bit sterile. This space 
provides another opportunity to enhance 
warmth and a feeling of inclusiveness through 
the use of art.  

Culturally diverse artwork has been added. 2 
floor lamps with three way lights have also 
been added. 

The chairs in this room may be too small for 
some. It would be helpful to have a couple 
bariatric chairs. 

Bariatric chairs are now available. 
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SMH’s new artwork livens up the space and also sends a message of cultural inclusivity. 
 

 

The new bulletin board in the waiting area is attractive and functional, 
improving information accessibility.  

 

Some Impacts of the Changes at Sound Mental Health 
 

The new bariatric chairs make things much more comfortable for the service recipients who 

need them and for the staff who are serving them. They also have served as a comfortable 

place for a mother to sit with her small child while waiting for services. 
 

The bulletin board has made it possible for people to read information without having to lean 

over people seated in the waiting area chairs (that used to be the case.) The new 

arrangement also makes it much easier for staff to rotate the available information. 
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While the plans of the Welcoming Environments Work Group have been implemented, there is a 
desire to continue applying the knowledge we have learned. Now that the work group members 
have increased their awareness of what is needed and what is possible, there is potential to 
create even more welcoming spaces for survivors of domestic violence with mental health 
concerns. Other organizations have expressed interest in learning about what we have achieved. 
We hope to be able to share our new expertise with them and enable others to replicate our 
success.  
 
We would like to thank the U.S. Department of Justice’s Office on Violence Against Women, the 
City of Seattle Human Services Department’s Domestic Violence and Sexual Assault Prevention 
Division, and the Vera Institute of Justice for enabling us to do this important work.  

 
 
 
 
 
 
 
 
 
 
 
 
If you have questions about this report, please contact the Project Coordinator of the Domestic 
Violence and Mental Health Collaboration Project, Alison Iser at Alison@kccadv.org or at 
206.568.5454. 

 

This project is sponsored by 
The Seattle Human Services Department,  

Domestic Violence and Sexual Assault Prevention Division. 
 

This project is supported by Grant No. 2007-FW-AX-K001 awarded by  
The Office on Violence Against Women, U.S. Department of Justice.   

The opinions, findings, conclusions, and recommendations expressed in this publication 
are those of the authors and do not necessarily reflect the views of  

The Department of Justice, Office on Violence Against Women. 
 

mailto:Alison@kccadv.org


SCAAN

Efficiently and effectively leverages 

community resources to assist 

individuals and families transitioning out 

of emergency housing into transitional 

or permanent housing and to address 

barriers to self-sufficiency.



SCANN

The benefits of the Services Coordination and Assessment Network (SCAAN) 
include:

• Eliminating duplication, as multiple members of the committee are 
working simultaneously on a single case;

• Reducing the time required to identify all the resources needed for 
success; 

• Allowing providers to access diverse services in a centralized location;

• Effectively decreasing the cost associated with finding and distributing 
resources;   

• Promoting community coordination in the effort to prevent and end 
homelessness;

• Matching clients quickly with all needed services and benefits to help 
them achieve self-sufficiency.



   

 CONSENT TO EXCHANGE INFORMATION 
I understand that different agencies provide different services and benefits.  Each agency must have specific information in order to provide 

services and benefits.   By signing this form, I am allowing agencies to exchange certain information so it will be easier for them to work 

together effectively to provide or coordinate these services or benefits.  
 
I,                                                   ,  am signing this form on behalf of                                              . 
 
__________________________________________________________________________________ 

(CLIENT’S ADDRESS)   (CLIENT'S DATE OF BIRTH)       (CLIENT’S SSN) 
 
My relationship to the client is:   Self         Parent        Power of Attorney       Guardian   Other Legally Authorized Representative 
 
I want the following confidential information about the client (except drug or alcohol abuse diagnoses or treatment 

information) to be exchanged: 
 
Yes/No                                            Yes/No                                             Yes/No                                              . 
      Assessment Information     Medical Diagnosis             Educational Records 

      Financial Information                  Mental Health Diagnosis         Psychiatric Records 

      Benefits/Services Needed,          Medical Records                   Criminal Justice Records 

              Planned, and/or Received     Psychological Records     Employment Records 
 
Other Information (write in): 

I want:                                 ______________________         _______                             

_______________________________________________________________________ 
 (NAME AND ADDRESS OF REFERRING AGENCY AND STAFF CONTACT PERSON) 
 

And the following other agencies to be able to exchange this information: 
 

Hampton Depart.  of Human Services 
Hampton-Newport News 
  Community Services Board 
LINK of Hampton Roads, Inc.  
The Salvation Army, Peninsula 
PICH/Health Care for the Homeless 
VA Department of Corrections 
Family Redirection Institute 
Natasha House 
Insight Enterprises, Inc 

 HELP, Inc.  
Office of Human Affairs 
The Planning Council  
Peninsula Worklink 
US Department. of Veteran Affairs 
ACCESS Aids/Candi, Inc 
DUCO 
Oxford House 
York-Poquoson Social Services 

 Newport News Dept. of Human Services 
Transitions Family Violence Services 
Menchville House Ministries 
Institute for Family Centered Services 
VA Employment Commission 
Institute for Family Centered Services 
Youth Education & Family Services 
South-Eastern Family Project 
Family Youth Foundations 

 Are More Agencies Listed on Back    Yes   No 
 

I want this information to be exchanged ONLY for the following purpose(s): 

 Service Coordination and Treatment Planning     Verification of Information 

 Eligibility Determination     Other (write in): ____________________________________________ 

  

I want this information to be shared: (check all that apply) 

 Written Information  In Meetings or By Phone    Computerized Data 
 
I want to share additional information received after this consent is signed:  YES     NO 
 

This consent is good until:____________________________________________________________________. 
  

I can withdraw this consent at any time by telling the referring agency.  This will stop the listed agencies from sharing 

information after they know my consent has been withdrawn.   

I have the right to know what information about me has been shared, and why, when and with whom it was shared.  If I ask, 

each agency will show me this information.  

I want all the agencies to accept a copy of this form as a valid consent to share information.  

If I do not sign this form, information will not be shared and I will have to contact each agency individually to give them 

information about me that they need.  

 
Signature(s)                                                                                                      Date:                                            . 

(Consenting Person(s)) 
 

Person Explaining Form: _____________________________________________________________________ 
                                                  (Name)                      (Title)           (Phone Number)   

       

Witness (If Required):  _______________________________________________________________________ 
                                               (Signature)                                    (Address)                                (Phone Number)      
                                                 
SCAAN Rev.1.22.2013 



 

 

 

UNIFORM CONSENT TO EXCHANGE INFORMATION FORM 

 

FULL PRINTED NAME OF CLIENT:                                                                   .  
 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                          _____________________________________________ 

                                                                                                                                                             

        

 FOR AGENCY USE ONLY 

CONSENT HAS BEEN: 

  Revoked in entirety 

  Partially revoked as follows:___________________________________________ 

NOTIFICATION THAT CONSENT WAS REVOKED WAS BY: 

  Letter (Attached Copy)    Telephone   In Person 

DATE REQUEST RECEIVED:                                                

AGENCY REPRESENTATIVE RECEIVING REQUEST: 

 _____________________________________________________________________ 

                  (Agency Representative' s Full Name And Title) 

 _____________________________________________________________________ 

                   (Agency Address And Telephone Number 

 



  Lower Peninsula Services Coordinated And Assessment Network (SCAAN) 

 CONSENT TO EXCHANGE INFORMATION 
I understand that different agencies provide different services and benefits. Each agency must have specific information in order to provide 

services and benefits.  By signing this form, I am allowing agencies to exchange certain information so it will be easier for them to work 

together effectively to provide or coordinate these services or benefits. 
 
I,                                                   , am signing this form on behalf of                                              . 
 
__________________________________________________________________________________ 

(CLIENT’S ADDRESS)   (CLIENT'S DATE OF BIRTH)       (CLIENT’S SSN) 
 
My relationship to the client is:  Self          Parent         Power of Attorney        Guardian    Other Legally Authorized Representative 

Please see reverse side for additional parties included in this Consent to Exchange Information. 
 
I want the following confidential information to be exchanged: 
 
Yes/No                                                     Yes/No                                                     Yes/No                                              . 
      Assessment Information     Medical Diagnosis             Educational Records 

      Financial Information                  Mental Health Diagnosis         Psychiatric Records 

      Benefits/Services Needed,          Medical Records                   Criminal Justice Records 

              Planned, and/or Received     Psychological Records     Employment Records 
 
Other Information (write in): 

I want:                                 ______________________         _______                             

_______________________________________________________________________ 
 (NAME AND ADDRESS OF REFERRING AGENCY AND STAFF CONTACT PERSON) 
 

And the following other agencies to be able to exchange this information: 
 

ACCESS Aids/Candi, Inc. 
Family Redirection Institute 
Firm Foundation of VA 
Five Loaves Food Pantry 
Gordon Wellness, LLC 
Hampton City Schools 
Hampton Dept. of Human Services 
Hampton- Newport News 
     Community Services Board 
Hampton VA Medical Center 
H.E.L.P, Inc. 
 

 Healthcare Trading Solutions 
Insight Enterprises, Inc. 
LINK of Hampton Roads 
Menchville House Ministries 
Newport News Dept. of Human    
     Services 
Newport News Sheriff’s Office 
Office of Human Affairs 
The Planning Council 
The Salvation Army, Peninsula 
THRIVE Peninsula 
 

   Transitions Family Violence Services 
True Beginnings 
Unison Mental Health 
US. Dept. of Veterans Affairs 
VA Dept. of Corrections 
VA Employment Commission 
VA Veteran & Family Support 
York-Poquoson Social Services 
OTHER (Write In & Initial):  
 

 

I want this information to be exchanged ONLY for the following purpose(s): 

 Service Coordination and Treatment Planning     Continued Medical/Mental Health Treatment 

 Eligibility Determination     Other (write in): ____________________________________________   

 
I understand that this information may be shared as written information and/or fax, in meetings or by telephone, and as 

computerized data/HMIS entry. I understand this release will be effective for a period of three (3) years from the date of 

execution.  

I understand that my records are protected by state and federal confidentiality laws and cannot be disclosed without my 

written consent.  I authorize the release of personal health information regarding my treatment to the aforementioned 

agencies.  This authorization includes information related to alcohol and drug abuse, mental health treatment, except 

psychotherapy notes, and confidential HIV related information.  HIV, alcohol or drug information will not be res-disclosed 

without my written consent.  I understand that I may revoke this authorization at any time, except to the extent that those 

receiving this authorization have already acted in reliance upon it.  Signing this release is voluntary.  My treatment or access 

to services will not be conditioned on my authorization of disclosure.  I have the right to know what information about me 

has been shared, and why, when and with whom it was shared.  If I ask, each agency will show me this information. 

 

I want all the agencies to accept a copy of this form as a valid consent to share information. 

If I do not sign this form, information will not be shared and I will have to contact each agency individually to give them 

information about me that they need. 

 

 
Signature(s):                                                                                                       Date:                                             . 

(Client/Consenting Person Signature) 
 

Person Explaining Form: _____________________________________________________________________   
                                                (Name)                      (Title)           (Phone Number)   

                                                       



Additional Parties Named in the Release of Information 

 

Name: _____________________________ Relationship:  ______________________ 

DOB: _____________________________ Last 4 SS #: ____________________ 

 

Name: ______________________________Relationship:  _______________________ 

DOB: ______________________________ Last 4 SS #: ____________________ 

 

Name: _____________________________ Relationship:  ______________________ 

DOB: _____________________________ Last 4 SS #: ____________________ 

 

Name: ______________________________Relationship:  _______________________ 

DOB: ______________________________ Last 4 SS #: ____________________ 

 

Name: _____________________________ Relationship:  ______________________ 

DOB: _____________________________ Last 4 SS #: ____________________ 

 

Name: ______________________________Relationship:  _______________________ 

DOB: ______________________________ Last 4 SS #: ____________________ 

 

Name: _____________________________ Relationship:  ______________________ 

DOB: _____________________________ Last 4 SS #: ____________________ 

 

Name: ______________________________Relationship:  _______________________ 

DOB: ______________________________ Last 4 SS #: ____________________ 

 

Client Signature: ______________________________________________________Date: ________ 

 

Spouse Signature (If Applicable): ___________________________________________Date: ________ 

 

Agency Witness: ______________________________________________________Date: _________                  

                             

                                                                         

 FOR AGENCY USE ONLY 

CONSENT HAS BEEN: 

  Revoked in entirety 

  Partially revoked as follows:___________________________________________ 

NOTIFICATION THAT CONSENT WAS REVOKED WAS BY: 

  Letter (Attached Copy)    Telephone   In Person 

DATE REQUEST RECEIVED:                                                

AGENCY REPRESENTATIVE RECEIVING REQUEST: 

 _____________________________________________________________________ 

                  
(Agency Representative's Full Name and Title)

 

 _____________________________________________________________________ 

                   
(Agency Address and Telephone Number) 

Revised July 30, 2015
 



Sample Release—Format 1 
 

Sample Provided by Virginia Sexual and Domestic Violence Action Alliance  
August 2006 

Release and /or Exchange of Information Authorization 
 
Important elements for a release form include the following:  Summary of agency 
confidentiality policy, Circumstances when information is released without permission, Process 
for responding to court orders to release information, Purpose of the release, Name of 
client/victim/survivor, Information to be released, Person and/or Agency to whom information 
is to be released, Reasonably time-limited length for the consent to be valid, Signature of 
client/victim/survivor, Signature of staff person, Date of signature, Process for canceling 
and/or changing the release.  
 
For Example: 
 
Confidentiality Statement: 
 
The SDVA provides confidential crisis intervention, advocacy, and support services to adults, 
youth, and children who have experienced sexual and/or domestic violence.   SDVA will not 
disclose any personally identifying information or individual information (name, date of birth, 
social security number, address, phone number, email, etc.) collected in connection with services 
requested, used, or denied without the client’s permission.  Exceptions may include:  
 

1) When a person is a danger to self or others;  
2) When a person discusses the abuse or suspected abuse of a child, elderly 

person, or person with a disability; 
3) When the agency is court ordered to release information. 

 
If court ordered to release information and/or records, SDVA will use the following 
guidelines to protect the safety and privacy of individuals receiving services: 
 

• Notify the client(s) affected by the disclosure 
• Discuss possible consequences of the release 
• Discuss client’s wishes regarding authorizing release 
• Seek legal council regarding legal options, such as quashing the subpoena, 

limited review of records, etc.) 
 

If/when a persons wants to give permission to have information communicated (verbally, 
in writing, or through other means) with another individual or agency the following 
information must be completed and signed by the person receiving services and/or the 
appropriate guardian (if the information is about a child or other person under a legal 
guardian’s care receiving services). 
 
 
 

 

 



Sample Release—Format 1 
 

Sample Provided by Virginia Sexual and Domestic Violence Action Alliance  
August 2006 

I, ________________________________________ (client/victim/survivor), give my 

consent to give my confidential information to ______________________________ 

(Name of Individual) at _______________________________________(Name of 

Agency/Organization) for the following purpose(s): 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________. 

 

This consent is valid for _____________________ (actual date or time frame that is not 

to exceed 6 months).  I understand that I may cancel and/or make changes to this release 

at any time.   If I want to cancel and/or make changes, I must tell 

____________________________ (SDVA) as soon as possible in writing and/or sign the 

cancellation section below.   

I have been advised about and understand the following: 
 

1) The specific information that is going to be released; 
2) The risks and benefits of releasing the confidential information; 
3) That the SDVA and I may not be able to control what happens to the information once 

it has been released to __________________________________, and that the agency 
to whom the information is released may be required by law or practice to share it 
with others; 

4) That a limited release of information can potentially open up access to others to all of 
my confidential information held by SDVA; and 

5) The method by which the information will be released (e.g., phone, copied 
documents sent by mail, e-mail, etc.) and the risks of such a method of 
communication. 

 
Signature: __________________________ Date: _________________________ 
(Person Authorizing the Release) 
 
Advocate Signature: _______________________ Date: ________________________ 
 
------------------------------------------------------------------------------------------------------------ 
 
Revoke/Cancel Consent  
 
I revoke any release of information consent given prior to this date. 
 
Signature: __________________________ Date: _________________________ 
(Person Authorizing the Release) 
 
Advocate Signature: _______________________ Date: ________________________ 



Sample Release—Format 2 

Sample Provided by Virginia Sexual and Domestic Violence Action Alliance  
August 2006 
   

Release and /or Exchange of Information Authorization 
 
Important elements for a release form include the following:  Summary of agency confidentiality 
policy, Circumstances when information is released without permission, Process for responding to 
court orders to release information, Purpose of the release, Name of client/victim/survivor, 
Information to be released, Person and/or Agency to whom information is to be released, Reasonably 
time-limited length for the consent to be valid, Signature of client/victim/survivor, Signature of staff 
person, Date of signature, Process for canceling and/or changing the release.  
 
For Example: 
 
Confidentiality Statement: 
 
The SDVA provides confidential crisis intervention, advocacy, and support services to adults, youth, and 
children who have experienced sexual and/or domestic violence.   SDVA will not disclose any personally 
identifying information or individual information (name, date of birth, social security number, address, 
phone number, email, etc.)  collected in connection with services requested, used, or denied without the 
client’s permission.  Exceptions may include:  
 

1) When a person is a danger to self or others;  
2) When a person discusses the abuse or suspected abuse of a child, elderly person, or 

person with a disability; 
3) When the agency is court ordered to release information. 

 
If court ordered to release information and/or records, SDVA will use the following guidelines to 
protect the safety and privacy of individuals receiving services: 
 

• Notify the client(s) affected by the disclosure 
• Discuss possible consequences of the release 
• Discuss client’s wishes regarding authorizing release 
• Seek legal council regarding legal options, such as quashing the subpoena, limited 

review of records, etc.) 
 

If/when a persons wants to give permission to have information communicated (verbally, in 
writing, or through other means) with another individual or agency the following information 
must be completed and signed by the person receiving services and/or the appropriate guardian 
(if the information is about a child or other person under a legal guardian’s care receiving 
services). 
 
 
 
 
 
 
 
 
 
 
 
 
 



Sample Release—Format 2 

Sample Provided by Virginia Sexual and Domestic Violence Action Alliance  
August 2006 
   

Person Authorizing the Release of Information:_______________________________ 
 
Information to Be Released: 
Please be specific—for example:  acknowledgement that you’re a client at the program, dates of 
service, number of children, etc): 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Purpose for Release of Information: 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Person/Agency To Whom the Information Is to Be Released: 
___________________________________________________ 
___________________________________________________ 
 
Method of Exchanging Information: 
____Verbal  ____Written  ____Other form of communication 
 
Date this Consent Expires:  __________________ 
 
I understand I have a right to cancel or change this consent at anytime, but must notify 
_______________________________(SDVA) in writing to cancel or change the release.  
 
I have been advised about and understand the following: 

1) The specific information that is going to be released; 
2) The risks and benefits of releasing the confidential information; 
3) That the SDVA and I may not be to control what happens to the information once it has been 

released to __________________________________, and that the agency to whom the 
information is released may be required by law or practice to share it with others; 

4) That a limited release of information can potentially open up access to others to all of my 
confidential information held by SDVA; and 

5) The method by which the information will be released (e.g., phone, copied documents sent by 
mail, e-mail, etc.) and the risks of such a method of communication. 

 
Signature: __________________________ Date: _________________________ 
(Person Authorizing the Release) 
 
Advocate Signature: _______________________ Date: ________________________ 
 
Revoke/Cancel Consent  
 
I revoke any release of information consent given prior to this date. 
 
Signature: __________________________ Date: _________________________ 
(Person Authorizing the Release) 
 
Advocate Signature: _______________________ Date: ________________________ 



Work Plan Template for Collaboration (Blank) 
Section VII Setting the Stage for Collaboration  

 

Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

         
Get buy‐in from 
leadership 
 
 
 
 

       

Identify barriers to 
collaboration 
 
 
 
 

       

Identify solutions to 
barriers 
 
 
 
 

       

Review and model best 
practices 
 
 
 
 
 

       



Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

Identify all community 
assets including contacts 
 
 
 
 
 
 

       

Find common ground: 
develop a shared 
vision/mission 
 
 
 
 
 

       

Make time and space for 
ongoing communication 
 
 
 
 
 

       

Formalize relationships   
 
 
 
 
 
 
 

       



Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

Cross training – recurring 
 
 
 
 
 
 

       

Community education 
 
 
 
 
 
 

       

Strategic Planning to 
include collaboration  
 
 
 
 

       

 



Work Plan Template for Collaboration 
Section VII Setting the Stage for Collaboration  

 

Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

         
Get buy‐in from 
leadership 
 
 
 
 

       

Identify barriers to 
collaboration 
 
 
 
 

       

Identify solutions to 
barriers 
 
 
 
 

Use concept fan tool       

Review and model best 
practices 
 
 
 
 
 

Look at SCAAN and King 
County’s materials 

     



Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

Identify all community 
assets including contacts 
 
 
 
 
 
 

Map out community 
assets  

     

Find common ground: 
develop a shared 
vision/mission 
 
 
 
 
 

       

Make time and space for 
ongoing communication 
 
 
 
 
 

       

Formalize relationships   
 
 
 
 
 
 
 

Develop MOUs, Linkage 
Agreements, 
Collaborative Service 
Models 

     



Objectives: 
What do you want to 
accomplish?  

Activities: 
How are you going to 
accomplish the objective?  

Who? 
Who is responsible for the 
activity? 

When? 
When will the activity 
begin and end? 

Outcomes: 
What are the desired 
results?  

Cross training – recurring 
 
 
 
 
 
 

       

Community education 
 
 
 
 
 
 

       

Strategic Planning to 
include collaboration  
 
 
 
 

       

 



 

 

 





 



 

 

These Certified Community Behavioral Health Clinics (CCBHCs), which are conceived as 

Federally Qualified Health Center (FQHC) lookalikes for behavioral health, must meet federally‐

established criteria, deliver a complete set of pre‐defined services and be certified by the state.  

CCBHCs must also meet requirements for consumer and family involvement, cultural and 

linguistic competency and strategies for addressing behavioral health disparities.   

 

Some of the required services for CCBHCs are crisis mental health services, primary care 

screening and monitoring, peer support and intensive community‐based services to veterans 

and members of the Armed Forces.  CCBHCs may also formally contract with Designated 

Collaborating Organizations (DCOs) to provide services.  For example, a CCBHC could partner 

with a health clinic to help meet the requirement to provide integrated care or with a peer run 

organization to meet the requirement for peer support and counselor services.  Both CCBHCs 

and DCOs are eligible for enhanced federal match through two options for Prospective Payment 

System (PPS). 



Sample Linkage Agreement1 
 

XYZ Treatment Center 

The purpose of this document is to formalize the relationship between XYZ Treatment Center and the ABC Shelter. 
This cooperative and reciprocal arrangement will expedite referral, admission, and discharge of clients, allowing both 
agencies to serve clients better. 

XYZ Center will provide the following: 

 Referrals of clients in need of safety planning, shelter and support 

 Assessment services for substance abuse and chemical dependence 

 Level I services for  
Conventional outpatient services 

 Level II services  
Intensive outpatient or partial hospitalization services 

 Level Ill services  
Residential Treatment services 

 Non‐medical detoxification  

 Case management services related to substance abuse treatment 

ABC Center will provide the following: 

 Referrals of clients in need of substance use treatment 

 Assistance with safety planning for XYZ Center clients 

 Shelter on a space‐available basis for clients leaving substance use treatment who have been identified as victims of 
domestic violence 

 Weekly support group for XYZ clients who have been identified as victims 

Both parties to this agreement consent to abide by federal and Virginia standards regarding the confidentiality of 
client information, and to defend against efforts to obtain that information without the client's consent. Services will 
be provided under each party's usual arrangements for payment and/or funding and this agreement is not a 
guarantee that treatment slots or shelter beds will be available. 

This agreement will become effective on the date both parties sign this agreement and may run uninterrupted for a 
period of one year from this effective date. Either party may terminate this agreement upon thirty days' written 
notice to the other party. 

SIGNATURE LINE: (Name of Director, XYZ Center), Director (or other title) 
XYZ Center 

Date: 

SIGNATURE LINE:  (Name of Director, ABC Shelter), Director (or other title) 
ABC Shelter 

Date: 

(Note: Any such agreement should be reviewed by an attorney ‐ it may be necessary to add further limiting language 
to make the limitations of the agreement clear.) 

                                                            
1 Adapted from the Illinois Department of Human Services 
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APPENDIX	  B:	  	  GUIDE	  TO	  DEVELOPING	  A	  MEMORANDUM	  OF	  UNDERSTANDING	  
	  

MEMORANDUM	  OF	  UNDERSTANDING	  GUIDE	  
	   	   For	  Hospitals/Health	  Care	  Settings	  and	  	  

Domestic	  and/or	  Sexual	  Violence	  Service	  Organizations	  
	  

The	  following	  guide	  describes	  key	  elements	  of	  a	  Memorandum	  of	  Understanding	  that	  is	  
intended	  as	  a	  first	  step	  in	  strengthening	  collaboration	  between	  health	  care	  settings	  and	  
community-‐based	  domestic	  and	  sexual	  violence	  organizations.	  	  In	  addition,	  some	  template	  
language	  is	  provided.	  	  
	  
A	  Memorandum	  of	  Understanding	  (MOU)	  should	  include	  the	  following	  title	  and	  a	  similar	  
introduction:	  
	  
Memorandum	  of	  Understanding	  
Current	  date/range	  of	  dates	  for	  this	  MOU	  (a	  one-‐year	  time	  frame	  is	  suggested)	  
Name	  of	  Hospital/Health	  Care	  Setting	  
Name	  of	  Domestic	  and/or	  Sexual	  Violence	  Organizations	  
	  
Introduction:	  
Domestic	  and	  sexual	  violence	  impacts	  the	  health,	  well-‐being	  and	  safety	  of	  individual	  victims	  and	  
their	  families.	  	  The	  impact	  of	  violence	  is	  severe	  and	  complex.	  	  Effective	  responses	  to	  
victimization	  require	  a	  coordinated	  approach	  to	  care	  for	  victims	  that	  addresses	  the:	  

(1) acute	  and	  chronic	  health	  consequences	  of	  violence;	  
(2) ways	  in	  which	  violence	  exacerbates	  existing	  medical	  and	  mental	  health	  conditions	  and	  

often	  limits	  access	  to	  appropriate	  medical	  care	  and	  treatment,	  and;	  
(3) immediate	  and	  ongoing	  risks	  to	  safety	  for	  victims	  and	  their	  families	  as	  a	  result	  of	  

violence.	  
	  
Hospitals	  and	  health	  care	  providers	  are	  required	  to	  identify	  and	  respond	  to	  domestic	  and	  sexual	  
violence.	  	  In	  order	  to	  provide	  quality	  care	  a	  range	  of	  effective	  responses	  to	  victims	  of	  violence,	  
hospitals	  and	  health	  care	  providers	  are	  better	  positioned	  if	  they	  develop	  collaborative	  
partnerships	  with	  their	  local	  domestic	  and/or	  sexual	  violence	  organizations.	  
	  
The	  MOU	  will	  outline	  the	  process	  of	  establishing	  a	  collaborative	  relationship	  between	  the	  
health	  care	  and	  domestic/sexual	  violence	  organization(s).	  At	  the	  beginning	  of	  a	  successful	  
collaboration	  they	  will	  each	  learn	  about	  each	  other’s	  organization’s	  roles	  and	  capacities:	  
	   	  
Establishing	  a	  Collaborative	  Relationship:	  
[Insert	  name	  of	  the	  hospital/health	  care	  setting]	  and	  [Insert	  name	  of	  the	  domestic	  and/or	  
sexual	  violence	  organization]	  enter	  into	  a	  collaborative	  agreement	  as	  partners	  to	  ensure	  that	  all	  	  
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victims	  of	  stalking,	  dating	  violence,	  and/or	  sexual/domestic	  violence	  are	  provided	  with	  a	  health	  
care	  response	  guided	  by	  a	  trauma-‐informed	  approach1	  and	  best	  practice	  in	  the	  field.	  	   	  
	  
To	  this	  end,	  the	  partners	  will	  establish	  a	  series	  of	  [three	  to	  six]	  monthly	  planning	  meetings	  to	  
discuss	  current	  practices	  in	  responding	  to	  victims	  of	  violence.	  	  Planning	  meeting	  participants	  
will	  be	  decision-‐makers,	  representing	  key	  leadership	  roles	  within	  each	  organization.	  	  	  	  
	  
During	  the	  planning	  meetings,	  the	  partners	  will	  make	  a	  commitment	  to	  candidly	  share:	  

• Current	  capacity,	  responses	  and	  services	  to	  victims;	  	  
• Training	  needs	  among	  staff;	  
• Information	  about	  strengths,	  resources	  and	  internal	  champions	  to	  respond	  to	  violence	  

within	  the	  health	  care	  setting;	  
• Barriers	  to	  working	  together,	  including	  financial	  constraints	  and	  time/staff	  limitations;	  
• The	  impact	  on	  practice	  of	  health	  care	  reform’s	  mandates	  to	  screen	  for	  and	  respond	  to	  

violence;	  
• Potential	  opportunities	  for	  partnerships	  in	  direct	  service	  responses,	  system/policy	  

development,	  program	  development	  and	  staff	  education	  and	  training.	  
	  
The	  MOU	  will	  outline	  a	  plan	  for	  strengthening	  collaboration	  to	  improve	  the	  responses	  across	  
systems	  to	  victims	  of	  violence:	  
	  
Based	  on	  discussions	  during	  planning	  meetings,	  the	  partners	  will	  commit	  to	  the	  following	  next	  
steps	  to	  be	  completed	  by	  the	  end	  of	  the	  year	  [specify	  date]:	  
	  

1. Work	  together	  to	  identify	  funding	  to	  increase	  the	  community-‐based	  program’s	  service	  
and	  training	  capacity	  to	  respond	  to	  referrals	  from	  the	  health	  care	  organization;	  

2. Provide	  cross-‐training	  opportunities	  for	  staff	  in	  both	  partner	  organizations	  (community	  
and	  health	  care)	  based	  on	  the	  following	  schedule	  [include	  details];	  	  

3. Develop	  a	  mechanism	  for	  regular	  meetings	  and	  communication	  to	  continue	  to	  build	  this	  
partnership;	  

4. Develop	  a	  protocol	  for	  supported	  direct	  care/service	  referrals	  across	  partners’	  programs	  
and	  organizations;	  

5. Identify	  quality	  measures	  to	  assess	  health	  care	  responses	  to	  victims	  of	  violence,	  and	  to	  
evaluate	  the	  effectiveness	  of	  this	  partnership;	  

6. Develop	  a	  training	  plan	  for	  increasing	  the	  knowledge,	  skills	  and	  attitudes	  of	  hospital	  
staff	  and	  health	  care	  providers	  in	  their	  responses	  to	  violence;	  

7. Collaborate	  with	  the	  hospital’s	  Employee	  Assistance	  Program,	  Occupational	  Health	  or	  
other	  appropriate	  entity	  to	  attend	  to	  the	  needs	  of	  employees	  of	  the	  hospital	  who	  may	  

                                                                    
1	  A	  trauma-‐informed	  approach	  normalizes	  human	  responses	  to	  violence,	  avoids	  pathology	  of	  victims,	  understands	  
the	  context	  of	  violence,	  holds	  offenders	  accountable,	  and	  emphasizes	  a	  social	  justice	  framework	  (Warshaw,	  2013.	  	  
For	  more	  information,	  see	  Appendix	  of	  Resources.)	  
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be	  survivors	  and	  perpetrators	  of	  interpersonal	  violence	  or	  closely	  impacted	  by	  the	  issues	  
personally	  within	  their	  families,	  workgroups	  or	  communities.	  

	  
We,	  the	  undersigned,	  approve	  and	  agree	  to	  the	  terms	  and	  agreements	  as	  outlined	  in	  this	  
Memorandum	  of	  Understanding.	  
	  
__________________________________	  
Executive	   Director,	   local	   Sexual/Domestic	  
Violence	  Service	  Provider	  
	  
	  
Date	  

	  
________________________________	  
President,	  Local	  Hospital	  	  
	  
	  
	  
Date	  
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Introduction & Overview 
 

 

In October of 2007 the Office on Violence Against Women, U.S. Department of Justice 
awarded a three year grant to the Domestic Violence and Mental Health Collaboration 
Project.  The purpose of the grant is to create sustainable systems change for survivors 
of domestic violence who have disabilities and/or who are Deaf.   
 
The Domestic Violence & Mental Health Collaboration Project is working to create that 
change for survivors with mental health concerns.  To accomplish this the project is 
working collaboratively with representatives from local government, a county-wide 
domestic violence coalition, a community-based domestic violence organization, a 
community-based mental health organization, and two organizations that provide 
mental health, chemical dependency, and domestic violence services.  The latter two 
organizations specialize in services for the Spanish-speaking immigrant community and 
the LGBT community respectively.  The six project partners are: 
 

  The City of Seattle Human Services Department, Domestic Violence and 
Sexual Assault Prevention Division which works to keep all adults and children safe 
from domestic violence and sexual assault. The City of Seattle helps victims and 
survivors create safe and violence-free lives, and heal from the trauma of abuse or 
sexual assault.  The City of Seattle is represented by a Planning and Development 
Specialist. 
 

Consejo Counseling and Referral Service which provides behavioral 
health, chemical dependency and domestic violence services to immigrants from Latin 
America who speak Spanish as their primary language.  Consejo provides services across 
the state of Washington.  Consejo is represented by staff from their domestic violence 
and mental health programs. 

 

 The King County Coalition Against Domestic Violence 
(KCCADV) which works to end domestic violence by facilitating collective action for 
social change. In county-wide public policy and education efforts, the Coalition provides 
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leadership on behalf of community-based victim service agencies and their allies. The 
Coalition strives to represent the diverse interests of victims and survivors of domestic 
violence.  KCCADV is represented by their Executive Director and by the Project 
Coordinator. 
 

  New Beginnings (NB) which provides an array of services for 
battered women and their children including a 24-hour help line, advocacy-based 
counseling services, community-based support groups, emergency shelter, transitional 
housing and a social change program.  New Beginnings also offers specialized services 
including a chemical dependency / domestic violence support group.  New Beginnings is 
represented by their Executive Director. 

 

  Seattle Counseling Service (SCS), the first and oldest 
community mental health agency for lesbians, gay men, bisexuals, and transgender 
persons in the United States, which provides mental health care, chemical dependency 
treatment, domestic and sexual violence advocacy, and HIV/AIDS services.  SCS also 
works with other King County providers to advocate on behalf of LGBT clients.  SCS is 
represented by their Deputy Director. 
 

  Sound Mental Health (SMH) which provides a full continuum of 
recovery-oriented, community-based mental health and drug/alcohol treatment 
services including crisis intervention, rehabilitation, support, education, outpatient 
therapy, and residential programs.  Approximately 15,000 clients throughout King 
County receive services each year.  Sound Mental Health is represented by their Director 
of Child and Family Services and a Manager from their Quality Assurance Department. 
 
Four of the partner organizations provide direct services.  This includes Consejo, New 
Beginnings, Seattle Counseling Service, and Sound Mental Health.  Two of the partner 
organizations, the City of Seattle and the King County Coalition Against Domestic 
Violence, do not provide direct services.  The changes outlined in this strategic plan 
primarily address creating changes at the partner organizations that do offer direct 
services.  However, the City of Seattle and the Coalition will play integral roles in 
facilitating and sustaining these changes.  
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Planning 
 

 

This strategic plan is the final step and cumulative result of a comprehensive planning 
process supported by this grant.  The planning process is the first of two phases of the 
grant.  Implementation is the second phase. The planning process is outlined in the 
graphic below.  It began with relationship building with the project partners and the 
creation of a collaborative charter.  The partners then worked together to narrow the 
focus of our project.  Once our focus was clear, we developed a plan for an in depth 
needs and strengths assessment of our partner organizations.  We conducted the 
assessment and were successful in learning a great deal about what is working well in 
our partner organizations and where there is room for improvement.  We shared these 
lessons in a report that summarized our key findings and recommendations.  That 
report informed our strategic planning. 
 

 
 

Our strategic planning process began in March of 2009 when our project partners came 
together for a strategic planning retreat.  The retreat was facilitated by staff from the 
Accessing Safety Initiative of the Vera Institute of Justice.  At the retreat we utilized the 
key findings and recommendations from the needs and strengths assessment report to 
select initiatives for the implementation phase of the grant and for our work together 
after the grant period has ended.  At subsequent project meetings we refined these 
initiatives and our plans for implementing them.    
 
This report provides an overview of our strategic plan.  The plan consists of three 
initiatives.  Each initiative has associated activities that are outlined step by step.  Our 
short term initiatives will be completed during the duration of this grant period.  They 
will begin May 1, 2009 and will continue through December 31, 2010.  These short term 
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initiatives will provide a strong foundation for our long term work together and have 
been designed to create sustainable change.  Our long term work together will begin 
January 1, 2011 and will continue indefinitely. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Strategic Plan – DV/MH Collaboration Project – Page 7 

 

Vision, Mission and Focus 
 

 

As part of our planning process we identified our project’s vision, mission, and focus.   
All of our work together is guided by these.   
 

Vision 
We envision that domestic violence, mental health, chemical dependency and related 
organizations will be able to provide quality services to survivors of domestic violence 
who have disabilities in a manner that embraces their diversity. 
 

Mission 
The mission of the Domestic Violence and Mental Health Collaboration Project is to 
facilitate sustainable systems change within and among the participating organizations 
to better meet the mental health, safety and self-determination needs of survivors of 
domestic violence who have been traumatized or whose existing mental health 
problems have been exacerbated by domestic violence.  The participating organizations 
will strive to make services more accessible, holistic, and integrated, to work more 
collaboratively together, and to effectively utilize reciprocal consultation. 
 

Focus 
Since our partner organizations all provide either domestic violence or mental health 
services, or both, and since we have identified a significant need for service 
improvements and internal changes related to survivors with mental health care needs, 
we decided to focus our efforts on creating change for survivors of domestic violence 
who: 

have a disabling mental health problem as a result of trauma or whose existing 
mental health problems1 have been exacerbated by domestic violence.   

AND 
are accessing services at Consejo Counseling and Referral Service, New 
Beginnings, Seattle Counseling Service or Sound Mental Health. 2  

 
We recognize that these survivors will include individuals with a wide range of 
additional disabilities.   

 
 

                                                 
1
 When we refer to “mental health problems” we are including struggles with chemical dependency. 

2
 Please note:  The City of Seattle and KCCADV do not offer direct service. 
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Needs and Strengths Assessment Overview 
 

 

The Domestic Violence and Mental Health Collaboration Project had five primary goals 
for our needs and strengths assessment.  The first two goals focused on what we hoped 
to learn from domestic violence survivors.  The last three goals focused on what we 
hoped to learn from service providers.  Working on these goals enabled us to obtain the 
information necessary to develop a strategic plan to guide us in improving services for 
survivors of domestic violence with mental health concerns and in strengthening 
collaborative relationships. 
 

Assessment Goals 
 

1.  Learn from domestic violence survivors with mental health concerns: 
 

A. What is working well for them regarding services at partner agencies including: 
 the accessibility of services  
 the quality and responsiveness of services, and  
 the cultural competency of services 
 

B. What gaps and barriers exist for them concerning services at partner agencies 
including:  

 the accessibility of services  
 the quality and responsiveness of services, and  
 the cultural competency of services 

 

2.  Learn from partner organizations: 
 

A. What contributes to agencies’ ability to provide quality services to domestic 
violence survivors with mental health concerns? 

 
B. Where are there barriers to the ability of agencies to provide quality services to 

domestic violence survivors with mental health concerns? 
 

C. What opportunities exist for change in our organizations? 
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Methodology and Participation 

  
We utilized a combination of data collection methods including focus groups, an 
Appreciative Inquiry Summit, and online surveys.  Participants included board members 
and management, as well as people providing and receiving domestic violence, mental 
health, and chemical dependency services.   
 

Focus Groups 
Separate focus groups were held for service providers and service recipients.  Service 
recipients who participated were asked to participate based on the location and type of 
services they were receiving (e.g. mental health services at Sound Mental Health) and 
not on the basis of identifying as both a survivor of domestic violence and someone with 
mental health or chemical dependency concerns.  While participants fit into at least one 
of these categories, they did not necessarily fit into both.  Not surprisingly though, many 
participants did share that they were struggling with both issues. Service providers 
participated in groups based on where they worked (e.g. the staff of Consejo’s Mental 
Health Program participated in a group together.)  
 
Participants in the service recipient focus groups came from diverse backgrounds.  They 
varied in age with most participants being 22 to 59 years old.  Most were female, but we 
also had input from people who are male and trans / transgender.  The majority 
identified as heterosexual, but a significant percentage identified as Lesbian, Queer, 
Bisexual, or Gay.  Over one-third of respondents speak Spanish, 62% speak English, and 
4% speak another language as their primary language.  Participants primarily identified 
as White and Latino/Hispanic, but other ethnic/racial groups were represented as well.  
Nearly three-fourths of respondents are parents.   
 
Since Seattle Counseling Service is focused on meeting the needs of people who are 
Lesbian, Gay, Bisexual, Transgender and Queer, and since Consejo Counseling and 
Referral Service is focused on meeting the needs of immigrants who are Spanish 
speaking, these groups were a particular focus of our assessment.  As marginalized 
communities, their needs often are not adequately addressed when evaluating services 
for survivors of domestic violence with mental health concerns or with other types of 
disabilities.  We hope to improve services for all survivors with mental health concerns 
by focusing particular attention on these culturally specific groups.  If organizations can 
meet their needs, then we believe they will be better equipped to meet the needs of 
other marginalized communities, as well as the needs of more mainstream 
communities.   
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Appreciative Inquiry Summit 
We utilized the organizational change philosophy of Appreciative Inquiry (AI) to collect 
data from service providers at a day long summit meeting.  The service providers who 
attended represented multiple levels within our partner organizations as well as key 
community stakeholders.  AI is the cooperative search for the best in people and their 
organizations.  AI involves asking unconditionally positive questions that strengthen a 
system’s capacity to apprehend, anticipate, and heighten positive potential.  At the AI 
Summit participants interviewed each other about accessibility, facilitating change, and 
working across organizations.   
 

Online Surveys 
We asked service providers and board members from Consejo, New Beginnings, Seattle 
Counseling Service and Sound Mental Health to complete online surveys.  We surveyed 
board members to learn more about their organization’s readiness for change and their 
processes for creating change.  We surveyed service providers about their experiences 
with providing services to survivors with mental health concerns, the challenges they 
have faced, and their ideas for improving services.  36% of people who received the 
survey responded.  They represent a variety of types of professionals within their fields 
from top management to support staff, from people just starting in the field all the way 
up to those who have been in the field for over two decades.   
 
We had excellent participation from all levels of all of our partner organizations.  The 
graphic below illustrates the participation in each of our data collection methods.   
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We had a total of 414 units of input.   Each survey response, summit participant, and 
focus group participant is considered one unit of input.  However, this is not an 
unduplicated count.  Some service providers participated in two or even all three data 
collection methods.   We were impressed with the generosity of the participants both in 
terms of the time they spent providing us with information and with their openness in 
giving us clear and honest feedback.  As a result of their efforts, we were able to 
compile an extensive record of very useful findings. 
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Summary of Key Findings 

 
 

The Project Coordinator reviewed all of the data that the collaborative agreed to 
disclose within the framework of the goals for the needs and strengths assessment (see 
page 8) and drafted a summary of the key findings that met the following criteria: 
 

 They fit within the scope of the project 
  

 They addressed the goals of the project 
 

 They were common themes across the partner organizations 
 

 They were identified as important issues by the participants in the needs and 
strengths assessment 

 
The Project Coordinator reviewed the key findings with the partners and refined them 
with the assistance of the partners and staff from the Vera Institute of Justice.  They are 
summarized on the pages that follow. 
 
We found that the data primarily addressed three key questions about services for 
survivors of domestic violence with mental health concerns at our partner 
organizations: 
 

1. Who can get in? 
 

2. Do needs get met? 
 

3. How can we do better? 
 

Question # 1 – Who can get in? 
This area of our findings addresses which survivors with mental health concerns are able 
to utilize services at our partner organizations.  As the pyramid below illustrates, to 
address the question, “Who can get in?” we must first assess the foundational issue of 
capacity.  We can then look at accessibility, and finally, screening and assessment*.  
Each of these issues builds upon the ones beneath it to determine who gets in. 
 



Strategic Plan – DV/MH Collaboration Project – Page 13 

 

 
 
 

Finding # 1A - Capacity 
Demands on the partner organizations are so high that it is extremely challenging for 
them to address the complex needs of survivors of domestic violence with mental 
health concerns.   Funders enable providers to offer services, but some of their 
requirements and policies can inadvertently act as barriers to survivors getting their 
needs met.   
 

Finding # 1B – Accessibility 
Each partner organization is strong in particular areas of accessibility, but they each 
have room for improvement in other areas of accessibility.  The lack of accessible and 
welcoming services in the community at large makes it much harder for service 
recipients to get their needs met, and puts more strain on the service providers who will 
help them.  The environment in which services are provided makes a difference. 
 

Finding # 1C - Screening & Assessment  
A one size fits all approach to screening and assessment does not meet the needs of 
many service recipients. 
 
*We used the term “screening and assessment” while conducting our needs and 
strengths assessment and in our findings report.  We have since decided that these 
terms may be misleading because they are defined differently by domestic violence and 
mental health professionals and have different meanings depending on the context in 
which they are used.  We have decided to now use the term “issue identification” to 
describe the process by which service recipients are asked about their experiences with 
domestic violence or their concerns about mental health.  
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Question # 2 – Do needs get met? 
If the conditions are right for survivors with mental health concerns to be able to get 
services (there is sufficient capacity, services are accessible, and they have been 
screened in to the appropriate services), then will they be able to get their domestic 
violence and mental health related needs met? 
 
As the Venn diagram below illustrates, we found that needs get met when quality 
services and collaboration overlap. 
 
 

 
 
 
 

 

                                                         Needs 
                                                           Met 
 
 
 
 
 
 
 

Finding # 2A- Service Quality 
Service recipients want integrated, quality services that support them as a whole 
person.  In order for services to be well integrated, referral processes need to be 
improved.   

 
Services need to be strengthened in order to better meet the community’s needs. 
 

Finding # 2B – Collaboration 
Philosophical differences, trust and bias concerns, confusion about roles, and 
confidentiality and capacity issues can be barriers to collaboration between domestic 
violence and mental health service providers. 

 

Question # 3– How can we do better? 
This area acknowledges that we have room for improvement and addresses how we can 
create change.   
 
As the puzzle pieces below illustrate, we can do better by piecing together our 
strengths, knowledge, good communication, and readiness for change. 
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Finding # 3A – Sharing Strengths 
Partner organizations each have valuable expertise and strengths that could benefit the 
other partner organizations. 
 

Finding # 3B – Knowledge 
Service providers need more training, more consultation, and better policies in order to 
improve services for survivors of domestic violence with mental health concerns. 
 

Finding # 3C – Communication 
Communication limitations within organizations and between organizations negatively 
impact both service providers and service recipients, but there are times when 
communication works very well. 
 

Finding # 3D - Readiness for Change 
Organizational leadership is ready for change and ways to facilitate successful change 
have been identified. 
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Short Term Initiatives 
 

 

The findings outlined in the previous pages all are significant, important and worthy of 
addressing.  However, our collaborative will not be able to implement initiatives 
corresponding to each key finding due to limitations on our resources (time, staffing, 
and funding.)  Rather than attempt to address everything superficially, our collaborative 
partners narrowed the scope of our change initiatives so that we would be able to make 
significant changes that could be sustained over time. 
 
We developed a set of guiding principles to assist us in selecting our change initiatives.  
We decided that each initiative needs to: 

 Fall within the grant parameters 

 Fulfill our mission and be grounded in our vision and values 

 Promote sustainable systems change 

 Enhance the ways our partner organizations work together 

 Be focused equally on changes at domestic violence and at mental health 
programs 

 Respond to what we learned in our needs and strengths assessment 

 Be feasible given our resources 
 
With those guidelines in mind, we selected four initiatives to focus on in the short term, 
the period remaining in our grant (May 1, 2009 – September 30, 2010.)  All of the 
initiatives are focused on improving services for survivors of domestic violence with 
mental health concerns.  The initiatives are: 
 

1. Welcoming Environments 
Integrate understanding of best practices in creating welcoming environments 

 

2. Knowledge 
Enhance knowledge of domestic violence, mental health and related issues 
among staff of partner agencies on an ongoing basis 
 

3. Issue Identification & Response 
Strengthen issue identification and response among partner agencies 
 

4. Collaboration 
Increase collaboration and communication among partner agencies 
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As the graphic below illustrates, each of these initiatives is interconnected and centers 
on our goal of improving services for survivors of domestic violence with mental health 
concerns.  Environments need to be welcoming so that service recipients feel they can 
access services.  Knowledge is a necessary component of all the initiatives.  
Strengthening issue identification and response is essential to be able to identify 
people’s needs and direct them to the most helpful services.  Partner agencies need to 
increase collaboration and communicate more effectively with each other in order to be 
able to meet the complex needs of service recipients. 

 

On the following pages we will describe each of these initiatives in greater detail. 
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Implementation Roles 
 

 

Most of the initiatives in this plan are focused on making and institutionalizing changes 
and improvements in the delivery of services to survivors of domestic violence who have 
mental health concerns.  The City of Seattle Human Service Department, Domestic 
Violence and Sexual Assault Prevention Division and the King County Coalition Against 
Domestic Violence do not provide direct services.  Therefore, most of the changes 
outlined in these initiatives are not applicable to them and they will not be 
implementing them.  However, they will use their influence to take what is learned 
through the implementation of these initiatives to promote improvements in service 
delivery in other agencies in our community.  
 
KCCADV will be providing leadership to facilitate the implementation of all of the 
initiatives.  The Project Coordinator employed by KCCADV will convene all of the work 
groups needed for implementation and will work with the partner agencies to keep the 
plan on track with the timeline.  The Project Coordinator will also continue to facilitate 
collaborative meetings and will set up the online sharing tool discussed in Activity # 4B.  
 
A Planning and Development Specialist for the City’s Domestic Violence and Sexual 
Assault Prevention Division will participate in and assist with staffing the work groups, as 
needed. 
 
If any of the recommendations that arise from Initiative # 1 (Welcoming Environments) 
are applicable to The City of Seattle Human Service Department, Domestic Violence and 
Sexual Assault Prevention Division and/or the King County Coalition Against Domestic 
Violence, then they will work to integrate those recommendations.  In addition, key staff 
will be encouraged to participate in training and relationship building activities as is 
appropriate to their roles. 
 
In the description of the initiatives in the following pages, references to “each partner 
agency” refer to each partner agency that provides direct services. These agencies are: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 
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Initiative # 1 – Welcoming Environments 

 
 

Integrate understanding of best practices in creating welcoming environments 
 
We learned in our needs and strengths assessment that the environment in which 
services are provided makes a difference.  As a result, we will be working collaboratively 
to create more welcoming environments for service recipients.  We want all of our 
partners to offer services in an environment that embraces the diversity of the service 
recipients and enables them to feel comfortable accessing services there.  We will 
provide training to our partners on strategies for making their agencies more welcoming 
to survivors of domestic violence with mental health concerns and we will implement 
changes based on the recommendations shared.  We have one activity planned for this 
initiative.   
 

Activity # 1A - Hold consultative visit with expert, share expertise between 
agencies, and implement changes 
A work group will be convened with representatives from each partner agency.  The 
group will determine the goals, purpose and format for a consultative visit with an 
expert on universal design for people with psychiatric disabilities.  The expert will be a 
consultant provided by the Vera Institute of Justice.  We will ask the expert to train us 
on best practices for creating welcoming environments for survivors with mental health 
concerns.  We will ask the expert to walk us through a location at one of the domestic 
violence agencies and at one of the mental health agencies to demonstrate for us how 
to look for areas to improve.  The work group will then walk through the other two 
partner agencies utilizing the information learned from the expert to look for potential 
areas of improvement.  Service recipients will be invited to participate in the walk 
through at the agency where they are receiving services to provide their input.  
 
Following the training with the expert, each agency will develop a list of 
recommendations based on their own expertise on creating welcoming environments. 
They will share these recommendations at a relationship building event.  Each partner 
agency will select from the ideas offered by the expert and by the other partner 
agencies and will implement the ideas that are the best fit and most feasible for their 
agency and the people they serve.   
 

Leadership for Activity # 1A 
The work group for this activity will include representatives from: 

The City of Seattle Human Services Department, DV & SA Prevention Division 
Consejo Counseling and Referral Service 
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The King County Coalition Against Domestic Violence 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Anticipated Results / Sustainable Systems Change 
We anticipate that learning about universal design for people with psychiatric 
disabilities and working to create more welcoming environments for survivors with 
mental health concerns will result in service recipients from a wide range of 
backgrounds feeling comfortable accessing services.  Since partner agencies will have 
learned from an expert in this area how to look for the need for improvements and how 
to implement changes, they will be able to continue this work on an ongoing basis.   



Strategic Plan – DV/MH Collaboration Project – Page 21 

 

Initiative # 2 – Knowledge 

 
 

Enhance knowledge of domestic violence, mental health, and related issues 
among staff of partner agencies on an ongoing basis 
 
We learned in our needs and strengths assessment that service providers need more 
training in order to improve services for survivors of domestic violence with mental 
health concerns.  As a result, we will be working collaboratively to enhance the 
knowledge of service providers at our partner agencies.  We will provide basic training 
to domestic violence advocates on mental health and to mental health service providers 
on domestic violence.  We will also provide training to both professions on strategies for 
making their agencies more welcoming to survivors of domestic violence with mental 
health concerns.  We have two activities planned for this initiative. 
 

Activity # 2A - Develop basic training on domestic violence, mental health, and 
related issues 
We will convene a work group with representatives from the fields of domestic violence 
and mental health.  This group will utilize the findings from our needs and strengths 
assessment and their own experience to determine what type of basic training is 
needed for each field to improve services for survivors of domestic violence with mental 
health concerns.  They will research existing training curricula on domestic violence and 
on mental health and select courses or components of courses that will work best for 
our partner organizations.  The group will combine the best elements of the available 
curricula with new content that the group will create.   
 
The work group will also research e-learning tools and services to determine the best 
format for delivering the training.  As much as possible, the basic training will be put in 
an accessible, e-learning format, so that it can be utilized at the convenience of service 
providers and without the need of trainers.  Service providers will be able to access the 
training via their work computers or they can participate in the training as a group by 
projecting the training onto a large screen.   
 
The training will be submitted to the Office on Violence Against Women, U.S. 
Department of Justice for approval and will be revised, if needed. 
 

Leadership for Activity # 2A 
The City of Seattle Human Services Department, Domestic Violence and Sexual Assault 
Division, the King County Coalition Against Domestic Violence, and Seattle Counseling 
Service will participate in the work group for this activity. 
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Activity # 2B - Integrate basic training into staff orientations at partner agencies 
The work group that created the basic training will be expanded to include 
representatives from each of the partner agencies.  This group will seek buy in from the 
collaborative and from each agency for the basic training.  Each agency will then agree 
to adopt the training as part of their staff orientation and will take the steps necessary 
to integrate the training into the orientation.  The work group will work with each 
agency to plan the launch of the training for current staff.  The training will be provided 
to current staff at the partner organizations.   It will then be integrated into staff 
orientation at each organization, so that all new staff will receive the same information.  
The work group will evaluate how the training is working. 
 

Leadership for Activity # 2B 
The work group for Activity # 2A will be expanded to include representatives from: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Anticipated Results / Sustainable Systems Change 
We anticipate that having a basic understanding of domestic violence and mental health 
will enable service providers to be more responsive to the needs of survivors with 
mental health concerns and will prepare them to work more effectively with providers 
in the other partner organizations.  We believe that this initiative will result in improved 
services. 
 
By integrating basic training into the staff orientations of each partner organization, we 
believe that increased understanding and responsiveness to the needs of survivors with 
mental health concerns will be sustained over time.  Since this training will be provided 
to new staff in an e-learning format, it will always be available and will continually be 
offered.  We believe that the increased knowledge resulting from this training will 
naturally lead to a desire to make additional improvements and will result in ongoing 
systems change.    
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Initiative # 3 – Issue Identification & Response 
 

 

Strengthen issue identification and response among partner agencies 
 
We learned in our needs and strengths assessment that the process for identifying and 
responding to the need for domestic violence or mental health services at each of our 
partner agencies was not working well for many survivors with mental health concerns.  
As a result, we will be working collaboratively to strengthen each agency’s ability to 
identify and respond to those needs.  This will include developing a tool each agency can 
use and a process for using the tool.  We will also develop response and referral 
protocols, so that each agency can strengthen their ability to meet the identified needs 
and so that we can work more effectively together to meet the needs.  Service providers 
will be trained on how to do all of this and the collaborative will assist each agency in 
implementing the changes.  We have five activities planned for this initiative. 
 

Activity # 3A - Develop issue identification tools 
We will convene a work group with representatives from the fields of domestic violence 
and mental health.  The work group will review current practices at the partner agencies 
regarding identifying the need for domestic violence and/or mental health services.  The 
work group will also review best practices, as well as relevant federal and state laws 
regarding rights for people with disabilities.  The group will then develop a tool domestic 
violence programs can use to identify the need for mental health services and a tool 
mental health programs can use to identify the need for domestic violence services.  
The group will also provide guidance on when and how to use these tools.  The tools will 
be piloted with service recipients to ensure that it is effective.     
 
The tools will be submitted to the Office on Violence Against Women, U.S. Department 
of Justice for approval and will be revised, if needed. 
 

Leadership for Activity # 3A 
The King County Coalition Against Domestic Violence and Sound Mental Health will 
participate in the work group for this activity. 
 

Activity # 3B - Integrate issue identification tool into partner agencies’ existing 
materials 
The work group that created the issue identification tools will be expanded to include 
representatives from each of the partner agencies.  This group will seek buy in from the 
collaborative and from each agency for the tools.  Each agency will then determine how 
to best utilize the tools.  Once the response and referral protocols have been approved 
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and staff have received training on how to utilize the tools and the protocols, the tools 
will be integrated into each agency’s materials and staff will begin using it.     
 

Leadership for Activity # 3B 
The work group for this activity will include representatives from: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Activity # 3C - Develop response and referral protocols 
The work group for Activity # 3B will also work on Activity # 3C.  This group will assist 
each agency in developing response and referral protocols to ensure a quality response 
when needs are identified.   They will begin their work by sharing the release of 
information processes that each agency uses.  They will then work on developing the 
new protocols including procedures to address safety issues for survivors when their 
current or former abusive partner is utilizing services at the same agency where they are 
a service recipient.  Agencies will share their protocols with each other and assist each 
other in creating the best protocols possible.  Each agency will then approve the 
response and referral protocols created for their agency.   
 

Leadership for Activity # 3C 
The work group for this activity will include representatives from: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Activity # 3D - Train agency staff on issue identification and response protocols 
The work group for Activity # 3B and # 3C will also work on # 3D.  The group will develop 
training and related materials to strengthen service providers’ skills in identifying 
domestic violence and mental health needs and to teach them how to effectively 
implement the new issue identification tools and the response and referral protocols.  
The training will be provided to current staff at the partner agencies.   It will then be 
integrated into staff orientation at each agency, so that all new staff will receive the 
same information.   
 

Leadership for Activity # 3D 
The work group for this activity will include representatives from: 

Consejo Counseling and Referral Service 
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New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Activity # 3E - Implement issue identification and response protocols 
The work group for Activity # 3B, # 3C and # 3D will also work on # 3E.  They will arrange 
for the necessary materials to be printed and distributed to the partner agencies and 
each agency will begin using the new tools and protocols.  The work group will evaluate 
how the training is working and changes will be made as needed. 
 

Leadership for Activity # 3E 
The work group for this activity will include representatives from: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Anticipated Results / Sustainable Systems Change 
We anticipate that survivors of domestic violence with mental health concerns will be 
able to have their need for domestic violence services recognized if they go to a mental 
health service provider and their need for mental health services recognized if they go 
do a domestic violence advocate for assistance.  We anticipate that once their needs are 
identified they will be able to access the assistance they need at whichever of the 
partner agencies they have utilized or that they will be able to get the assistance they 
need through an effective referral.  We believe that this initiative will result in improved 
services. 
 
By integrating training on issue identification and response into the staff orientations of 
each partner agency, we believe that increased understanding and responsiveness to 
the needs of survivors with mental health concerns will be sustained over time.  We 
believe that the improvements made to referral processes will naturally lead to stronger 
collaborative relationships between providers and between the partner agencies.  This 
will result in ongoing systems change.    
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Initiative # 4 – Collaboration 
 

 

Increase collaboration and communication among partner agencies 
 
We learned in our needs and strengths assessment that our partner agencies are ready 
to create change and that they could benefit from better communication and more 
collaboration with the other partners.  Each agency and each discipline has valuable 
expertise and strengths that could benefit the others.  As a result of this, we will work 
collaboratively to support each other in making changes.  We will share information 
among partner agencies so that we can more easily communicate with each other and 
better understand what each other has to offer.  We will hold events where we can get 
to know each other better and where we can discuss the issues that impact all of us.  
We will create a liaison system that will facilitate better access and knowledge sharing 
between the partner agencies.  Finally, we will develop a process for holding case 
reviews and we will put that process into action.  We have five activities planned for this 
initiative. 
 

Activity # 4A - Foster a change orientation 
Directors at each of the partner agencies will meet semiannually to discuss 
implementation strategies and to share challenges and successes.  The purpose of the 
meetings will be to foster a culture of change at each of the agencies and to learn from 
each other.  The directors will also create memoranda of understanding (MOU’s) 
between the agencies to specify how they will work collaboratively together during the 
implementation phase and beyond.  The MOU’s will also include agreements regarding 
information sharing, reciprocal consultation, case reviews, and the use of liaisons.  Each 
agency will sign off on the MOU’s.   
 

Leadership for Activity # 4A 
The following people will participate in this activity: 

The Executive Director of Consejo Counseling and Referral Service 
The Executive Director of New Beginnings 
The Executive Director of Seattle Counseling Service 
The Chief Clinical Officer of Sound Mental Health 

 
Staff from the City of Seattle Human Services Department, Domestic Violence and 
Sexual Assault Prevention Division and the King County Coalition Against Domestic 
Violence will participate as needed. 
 
 



Strategic Plan – DV/MH Collaboration Project – Page 27 

 

Activity # 4B - Share information  
The Project Coordinator will research options and select a tool for online information 
sharing. The Project Coordinator will then set up the online site to facilitate information 
sharing.  The partners will post the following information on the site: 
 Contact information for key staff  
 Organizational charts 
 Eligibility criteria for services 
 Roles and responsibilities for each type of service provider 

The partners will be responsible for updating this information semiannually, so that it 
remains current and useful.  After the implementation phase they will update the 
information based on the terms of the MOU each agency has signed. 
 

Leadership for Activity # 4B 
The Project Coordinator will provide leadership for this activity.  A representative from 
each of the partner agencies will be responsible for posting and updating the 
information on the site. 
 

Activity # 4C – Build relationships 
To increase communication and understanding and to foster positive working 
relationships, each partner agency that provides direct services will host one 
relationship building event during the course of the implementation phase.  The 
collaborative will determine the format for the events and will plan them.  These could 
include lunch and learn sessions, tours, or other activities.   
 
The events will have the following topics: 

1. Strategic plan kickoff (implementing systems change) 
2. Creating welcoming environments (see Activity # 1A) 
3. Utilizing liaisons (see Activity # 4D) 
4. Collaborative successes and next steps (celebrating and sustaining systems 

change) 
 

Leadership for Activity # 4C 
The collaborative will provide the overall leadership for this activity, but each of the 
following agencies will host one of the relationship building events: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 
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Activity # 4D - Designate liaisons at each agency 
A work group will be convened with representatives from each partner agency.  The 
group will determine a process for utilizing liaisons at each of the partner agencies that 
provide direct services.  The purpose of the liaisons will be to increase access and 
understanding between partner organizations and to work together more effectively.   
Liaisons will be able to provide information about their agency’s services to other 
partner agencies and will be able to find out information about the partner agencies for 
the co-workers at their own agency.  The liaisons will not be expected to provide 
consultation, but will help connect providers to the people who can best assist them.  
Each agency will select their own liaison or liaisons.  An agreement about how the 
liaisons will be utilized will be part of the memoranda of understanding created as part 
of Activity # 4A.  Service providers will learn about how to best utilize the liaisons at a 
relationship building event (see Activity # 4C.)  After this event is held and after the basic 
training described in Activity # 2A is implemented the liaisons will begin their work.  
Since providers will have basic knowledge of domestic violence and mental health after 
the training, and an understanding of how to utilize the liaisons after the relationship 
building event, they will be better positioned to make effective use of the new system. 
 

Leadership for Activity # 4D 
The work group for this activity will include representatives from: 

Consejo Counseling and Referral Service 
New Beginnings 
Seattle Counseling Service 
Sound Mental Health 

 

Activity # 4E – Develop and deliver a case review process 
The work group from Activity # 4D will also work on this activity.  The group will 
determine the need for and purpose of holding cross-disciplinary case reviews.  The 
group will research existing models for case reviews and will create a process for 
conducting case reviews among the partner agencies.  The group will get buy in for the 
process from the collaborative and from each agency.  They will then plan for the first 
case review and begin holding them on a monthly basis.  An agreement about holding 
case reviews will be part of the memoranda of understanding created as part of Activity 
# 4A. 
 

Leadership for Activity # 4E 
The work group for this activity will be the same as the work group for Activity # 4D. 
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Anticipated Results / Sustainable Systems Change 
We anticipate that this initiative will result in increased communication and better 
understanding between providers, as well as increased understanding of and better 
services for survivors with mental health concerns.  We anticipate that the changes 
resulting from this initiative will help both service providers and recipients feel better 
about the services offered at the partner agencies.   
 
The avenues for increased communication this initiative will create (information sharing, 
liaisons, and case reviews) will be sustained through the memoranda of understanding 
signed by each of the partner agencies.  The relationship building events will have 
served as a good foundation for effective use of the liaisons.  Providers will also be able 
to communicate more effectively as a result of the online information sharing that will 
be in place.  The information sharing site will be easy to maintain on an ongoing basis 
because each organization will be responsible for updating their own information.  We 
also expect that the opportunities for collaboration created by this initiative will 
naturally result in relationships that continue over time.   
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Long Term Plans 

 
 

Our short term initiatives will provide a solid foundation for our ongoing work together.  
We have identified some important areas to address in the future to build on our 
increased knowledge, improved issue identification and response, and our stronger 
collaboration.  The following are the areas we would like to address (in no particular 
order): 
 

1. Advanced training  
After basic training on domestic violence and mental health has been 
implemented for service providers at our partner agencies, we would like to 
provide advanced training on the issues for a subset of service providers.  We 
recognize that it may not be feasible for all service providers to have advanced 
training, but our needs and strengths assessment taught us that it is important 
for key staff to have deeper understanding.  They can then service as resources 
for their colleagues.  Advanced training should include a social justice analysis 
and information about trauma informed care. 
 

2. Cross-discipline services 
During our needs and strengths assessment mental health service providers 
expressed an interest in providing culturally specific counseling at domestic 
violence organizations and in co-facilitating support groups with domestic 
violence advocates.  Providers and residents at domestic violence housing 
facilities expressed a need for culturally specific counseling on site.  Service 
recipients expressed a desire for support groups that address both domestic 
violence and mental health concerns.  Since providing direct services is outside 
the scope of this grant, we would like to explore opportunities in the future for 
this type of cross-discipline service provision.   
 

3. Services for children 
During our needs and strengths assessment we learned that survivors of 
domestic violence with mental health concerns benefited greatly when services 
were provided not just for them, but for their children.  Service recipients 
described the peace of mind it gave them when their children’s needs were met, 
how it enabled them to access services for themselves, and how the well being of 
their family increased.  Service providers described how survivors were able to 
more easily access mental health services because their children were receiving 
mental health services.  They also shared that mothers who were not interested 
in receiving counseling for themselves did utilize counseling if their children were 
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involved.  A lack of childcare or children’s services at some organizations was also 
identified as a significant barrier for survivors being able to access services.  Since 
this need for integrated children’s services was outside the scope of our grant, 
we did not attempt to address it during our implementation phase.  However, we 
would like to address this need in the future.  

 

4. Public Policy 
While public policy work is also outside the scope of our grant, we will keep track 
of public policy issues as they arise, so we can address those needs in the future.  
A public policy need that was identified during our assessment was the impact of 
funding requirements on survivors’ use of mental health services.  Service 
recipients and providers both shared that survivors may choose to forgo greatly 
needed mental health services due to the requirement that County-funded 
mental health providers need to diagnose service recipients.  Many survivors do 
not want to be diagnosed due to the risk of losing custody of their children 
because of a mental health issue.  We believe that we may be able to address this 
concern in the future by working in partnership with funders. 
 

5. Family Law Issues 
Another strategy for addressing the custody implications of mental health 
diagnoses would be to work for change within the family law system.  While this 
is outside the scope of our grant, this is an area we would like to address in the 
future. 
 

6. Implementing Our Short Term Initiatives Throughout  King County 
We believe the lessons we have learned throughout our planning phase and the 
skills we develop during our implementation phase would be of great value to 
other domestic violence and mental health agencies in our county.  We would 
like to share our initiatives with them and assist them with implementation. 

 

Sustaining the Collaboration 
We will sustain the work we are doing together in the implementation phase by 
integrating our new trainings into staff orientations and through memoranda of 
understanding between the partner agencies.  Some of our partners have been working 
together for years to improve services for survivors of domestic violence with mental 
health concerns.  As a result of all that we have learned and accomplished together, we 
expect to continue working together to create change for many years to come.   
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Conclusion  
 

 

Our change initiatives all have something in common.  They are all about building trust: 

 Service recipients being able to trust that providers will have the necessary 
knowledge and understanding to be able to help them 

 Service recipients being able to trust providers enough to ask for what they need 

 Service recipients being able to trust providers will respond appropriately to their 
needs or refer them to someone who can 

 Providers being able to trust each other to provide quality services and helpful 
consultation 

 Providers being able to trust each other to work collaboratively to meet the 
needs of service recipients 

 
One of the service recipients who participated in our focus groups asked this of 
providers, “Trust me like I trust you.”  We hope that the implementation of the change 
initiatives described in this report will result in service providers and recipients having 
greater trust in each other and reaping the rewards of improved services and stronger 
collaborative relationships.  Working together we can earn that trust.   



 1

What is Advocacy? 
 
Defining Advocacy 
The term advocacy can simply be defined as 
speaking and acting for change or justice on 
behalf on oneself or another person or cause. 
 
Advocacy can take many forms.  Generally, 
advocacy can be categorized into three groups: 
 
Self-Advocacy: 

Representing one’s own rights and interests 
and seeking solutions to a problem by 
oneself.  This form of advocacy is the goal of 
all other forms of advocacy. 

For survivors of violence, practicing the skills of 
self-advocacy may involve many strategies.  
Some of these strategies can take the forms of 
attempting to protect oneself from a violent 
situation; whereas others may be in the form of 
educating and sensitizing others to make the 
system more responsive to the individual’s 
situation, such as: 
 Talking someone out of perpetrating 

violence 
 Changing one’s identity or hiding oneself 

from a perpetrator 
 Calling a hotline to get information about 

options/resources 
 Seeking a protective order 
 Speaking publicly about one’s experiences 
 
Individual Advocacy 

Speaking or acting on behalf of an 
individual to achieve changes in the practice 
of another individual or an institution 
necessary to protect legal or social rights or 
to effect justice on behalf of the individual 
who seeks help in effecting change or 
justice. 

The purpose of individual advocacy is to 
identify what the individual perceives as 
necessary to protect her/his rights and to assist 
her/him in asserting those rights.  The survivor 
makes this determination.  It is imperative that 
advocates safeguard the survivor’s rights to 
make these decisions. 

Some examples of individual advocacy: 
 Helping a survivor explore options for 

increasing her/his safety 
 Brainstorming with a tenant ideas to 

approach an unreasonable landlord 
 Listening to a survivor prioritize her/his 

needs and assisting her/him to identify 
routes to meet those needs 

 Discussing with a survivor the benefits and 
limitations of a protective order, helping 
her/him decide whether or not a protect 
order will increase safety and possibly 
helping the survivor think through what 
provisions to request and how to request 
them 

 
Systems Advocacy 

Influencing social and political systems to 
bring about change for groups of people.  
Usually a coalition of people, but sometimes 
an individual, will seek changes, such as 
changing laws, establishing shelters where 
there have been none, or arranging for the 
removal of barriers to needed services and 
legal protections. 

Systems advocacy is critical to ending domestic 
violence.  It means changing the policies and 
practices of institutions and influencing beliefs 
of the individuals who comprise those 
institutions.  These changes can be accomplished 
through many different strategies; most require 
skills similar to individual advocacy.  Planning 
and critical thinking are essential components of 
systems advocacy.  The focus of systems 
advocacy is on the practices and policies of 
societal institutions rather than on the individual 
who is seeking assistance from the system. 
 
Systems change is accomplished through a 
combination of advocacy efforts.  These efforts 
may include suggesting a policy change, training 
on the dynamics and impact of violence, 
coalition building, community organizing, media 
and public awareness, and strategic education 
efforts.   
 



 2

Examples of the impact of systems advocacy 
include: 
 Changes that have been made in police 

response and arrest policies related to 
domestic violence 

 Development of sexual harassment policies 
in the workplace 

 Creation of legislation which criminalized 
stalking 

 Development of community task forces to 
address domestic violence 

 
The individuals affected or impacted by a 
systemic change must lead the way and provide 
the guidance for systems advocacy.  Effective 
systems advocacy for responding to domestic 
violence requires working toward a common set 
of goals. 
 
Safety for survivors and their children must 
be the primary consideration when 
attempting to effect systems change. 

Advocacy is . . . 
 Helping survivors help themselves 
 Allowing survivors to prioritize their goals 
 Building confidence so survivors can help 

themselves 
 Supporting efforts toward independence 
 Informing survivors of their rights 
 Helping survivors to have their rights 

respected 
 Stating options available to resolve a 

problem 
 Providing assistance to locate services 
 Referring to appropriate agencies 
 Lobbying for necessary legislation 
 Organizing for change 
 Evaluating how services impact survivors 
 Initiating new services 
 Bringing survivors together for mutual 

support and action 
 Interceding on behalf of survivors only 

when they are unable to effect change 
themselves 

 Partnering with survivors, sharing 
information, asks and action 

 
Advocacy is not . . . 
 Taking over survivors’ lives and making 

decisions for them 
 Setting goals for survivors 
 Squelching self-help efforts 
 Reinforcing feelings of helplessness and 

dependence 
 Keeping survivors uninformed, increasing 

their dependence on advocates 
 Discouraging survivors fro becoming 

activists 
 Controlling survivors 
 Saying “there is nothing I can do to help” 
 Working only with individuals when others 

share a mutual problem 
 Accepting the status quo when services are 

inadequate 
 Denying the existence of problems reported 
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Addressing DV and Trauma: Overview  

Domestic Violence and Mental Health  

Current and/or past abuse can play a significant role in the development and exacerbation of mental health problems, 
increases the risk for revictimization, and influences the course of recovery from psychiatric illness.  Although many 
domestic violence survivors are not in need of mental health treatment and symptoms, if present, resolve once they 
are safe, many others experience mental health problems that would benefit from sensitive and appropriate 
intervention. 
 
On average, over half of women seen in a range of mental health settings either currently are or have been abused by 
an intimate partner.  Many have also experienced multiple forms of abuse throughout their lives, putting them at even 
greater risk for posttraumatic mental health conditions and affecting their ability to mobilize the resources necessary 
to achieve safety and economic stability.  In addition, women diagnosed with severe mental illness are even more 
vulnerable to abuse throughout the course of their lives.  
 
Because presentations of domestic violence vary widely, inquiring only when abuse is suspected will miss significant 
numbers of clients who are at risk. In mental health settings, all clients should be asked about current and past abuse.  

Routine inquiry is essential to avoid misdiagnosis and misinterpretation of symptoms, provide appropriate 
intervention, and reduce the isolation that abusers use to establish control over their victims. Clients should also be 
asked about perpetration and be referred to appropriate batterer intervention programs if they acknowledge abusive 
behavior toward a partner. 
 
This document is intended as a guide for mental health providers on screening and assessment for domestic violence 
among clients seen in their practice settings. Questions can be easily incorporated into existing intake forms and 
assessment procedures. These guidelines are designed to be used in conjunction with provider training on assessment 
and intervention for domestic violence and the companion document, Recommendations for Addressing Domestic Violence in 
Mental Health Settings (Warshaw et al. in press).  
 

Definition of Domestic Violence 

Domestic violence involves an ongoing pattern of domination and control perpetrated against a current or former 
intimate partner through a combination of actual or threatened physical violence, sexual assault and psychological 
abuse. It can occur in adult and adolescent dating, married, cohabiting, or separating relationships of gay, lesbian or 
heterosexual couples.  Physical violence is only one of many tactics batterers use to harm their victims, to undermine 
their autonomy and sense of self, and to keep them isolated and entrapped. Sexual violation is particularly degrading 
and often the most difficult to discuss.  Whenever there is physical or sexual abuse, psychological abuse is invariably 
present and may be quite severe. This often takes the form of verbal intimidation and threats, ridicule and humiliation, 
stalking and monitoring victims’ activities, isolating them from friends and family, undermining their credibility and 
controlling their access to money, education, healthcare and jobs. Emotional withdrawal, threats to “out” a lesbian, 
gay, bisexual, or transgendered partner, threats of abandonment and threats to harm or take away children are also 
powerful tactics of coercion and control.  It is what abuse survivors often describe as the most devastating aspect of 
their experience. 
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Issues to Keep in Mind 

 
 
Maintaining Privacy and Confidentiality 
Because disclosure of abuse carries the risk of retaliatory violence, asking about domestic violence requires that every 
measure be taken to maintain privacy and confidentiality. Do not ask about abuse in the presence of a possible 
perpetrator, or in the presence of another person whom a client has not privately identified as someone she or he can 
trust with that information.  Such questions should not be asked during a couple's therapy session, through an 
untrained translator, with a personal assistant or guardian in the room, or in the presence of a person providing 
collateral information--even if the client is acutely psychotic or unable to provide it her or himself.1  Clients should be 
told that the information they give is confidential and, within the confines of the law, will not be revealed to their 
partner or anyone else without their permission.  Discuss what situations would necessitate the breaching of 
confidentiality (e.g., child abuse, suicidality, homicidality) prior to asking about them.  
 

Key Issues for Working with Domestic Violence Survivors 

� Regard the safety of victims and their children as a priority  
� Respect the right of domestic violence survivors to determine their own priorities and make their own 

life choices  
� Remember, perpetrators are responsible for their abusive behavior--and for stopping it.  
� View symptoms within the context of ongoing trauma, entrapment and danger 
� Advocate on behalf of survivors and their children  
� Ensure that services are culturally sensitive and relevant  
� Recognize the need to address prevention as well as intervention and to promote social as well as 

individual change 

 
 

Preparing the Environment 
Inherent in implementing practices to screen for and address trauma and domestic violence is the need to 
create a safe office environment that facilitates disclosure and provides effective safety mechanisms for 
both clients and staff. This can be done with a few simple measures. 

 
Multi-lingual posters and materials 
One element of a safe environment is communicating the message that domestic violence is not something that the 
provider will ignore or excuse. This should be accomplished through the use of printed material such as brochures and 
posters in offices, waiting rooms and women’s bathrooms.  
 

Staff training 
Training on trauma and domestic violence should be incorporated into staff orientation, and updated on a regular basis. It 
should include basic domestic violence dynamics, exploration of societal values regarding violence against women, 
procedures for responding to disclosures, and policies regarding confidentiality and workplace safety.  
 
Workplace Safety 
All mental health agencies and providers should develop plans in the event of danger on site.  Abusers may follow the 
victim to appointments, make threatening phone calls, or threaten the victim and/or staff in person. Options for 
improving safety in the setting include developing de-escalation strategies, using intra-office codes to signal for assistance 
or to summon police, hiring extra security, installing panic buttons.  At the very least, there should be a setting-wide safety 
plan that outlines what to do when danger is present. 

                                                 
1 Always ask clients whom they would prefer you obtain information from and whom they trust you to talk with about their situation.  
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Policies for staff who are victims or perpetrators   
Each center will develop policy for responding to staff members who are victims or perpetrators of abuse.  Policies will 
address 1) safety of the person who is being abused; 2) safety of co-workers and the office environment; 3) how to 
identify and respond to a staff member who is abused by a partner; 3) measures to address a staff person suspected of 
being a perpetrator without endangering the victim; 4) procedures for the rest of the staff, such as confidentiality, support, 
etc.  

Trauma-Informed Services 

Each center will perform an internal assessment to ensure that all services are trauma-informed. The commitment of a 
“trauma-informed” system is to provide all services in a manner that is welcoming and appropriate to the special 
needs of trauma survivors.  A “trauma-informed” system is one in which all components of a given service system 
have been reconsidered and evaluated in the light of a basic understanding of the role that violence plays in the lives 
of people seeking mental health and addictions services. A key tenet of service relationships in trauma-informed 
systems is to maintain “open and genuine collaboration between provider and consumer at all phases of service 
delivery.”   Issues specific to women diagnosed with more severe mental illness include collaborating with service 
providers to ensure that sleeping accomodations in hospitals and residential settings address issues of privacy, safety 
and control (e.g. private rooms, doors that can be locked within the limits of safety, staff not intruding without 
permission, clear rules about visitors, consumer choice over sleeping times). Crisis de-escalation strategies and 
advance directives are also developed in collaboration with consumers. The nature of provider-consumer relationships 
are also reexamined to ensure that the personal style of the provider does not reevoke trauma-related dynamics and 
that the expectations and responsiblities of those relationships are clearly delineated and responsive to consumer 
concerns. Overuse of medication in  place of therapies that allow survivors to process and gain control over abuse-
related feelings is another issue that must be reassessed. Individual providers, agencies, hospitals and residential 
facilities can begin to examine their current practices through the dual lenses of safety (assessing whether 
interventions enhance the safety of a person who is in jeopardy) and trauma (assessing whether interventions enhance 
healing and diminish the risk of retraumatizing survivors of abuse) and to determine the best ways to reconfigure 
services and provide the necessary training to meet trauma-informed standards of care (Harris & Fallot, 2001). 
 
Collaborative Partnerships with DV Programs 
Each center will establish ongoing relationships/linkage agreements with one domestic violence program in their 
geographic area. Procedures have been be developed for determining appropriate referrals, cross-consultation and 
staffing, cross-training and service co-location. Feedback and problem solving mechanisms have been put in place for 
DV executive directors and mental health center directors to conduct ongoing assessment of interagency 
collaboration. 
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Destigmatizing Mental Health Problems in the Context of  Abuse  
Information Sheet 
 
Discussion of mental health problems in the context of domestic violence can be stigmatizing to the client.  
When discussing mental health issues with survivors of domestic violence and other lifetime trauma, the 
following statements may frame the psychological responses to abuse in ways that are less stigmatizing.  
 
Anxiety 
We have found that the fear that many women experience can also cause them to develop symptoms of 
anxiety or to have panic attacks.  These can be very frightening in themselves but they don’t mean that you 
are going crazy.   
 
Depression  
Depression is a very common problem among women who have been in abusive relationships. Sometimes 
women who are being abused lose interest or pleasure in doing things they previously enjoyed or feel 
depressed or hopeless.  Sometimes the depression goes away once a woman is safe, but other times it takes 
longer and makes it more difficult for women to deal with all the difficult choices they have to make. 
Understanding how the abuse has affected you can be one pathway to making things better. 

Bipolar Disorder  

In addition to depression, some women/people experience mood swings.  For example, a person might 
have periods of time when she/he feels really down and other times when she/he has a lot of energy and 
feels on top of the world.  When this happens, it might feel like your thoughts are racing or that your mind 
keeps jumping from idea to idea and you can’t control it…. 
 
Posttraumatic Stress Disorder 
Often people who have traumatic experiences like domestic violence develop a condition called 
“Posttraumatic Stress Disorder,” or PTSD.  Have you ever heard of that?  It is not unusual for people who 
have been abused to develop PTSD because of the terrifying and often life-threatening things they 
experienced.  Sometimes people have symptoms that make them feel very frightened or feel like they are 
going crazy. For example, they might feel that they are re-experiencing the events that were so frightening or 
the memories of those events keep coming back into their minds, making it hard to concentrate. Often they 
have intense physical as well as emotional responses to anything that reminds them of the event(s).  As a 
result, they may find themselves avoiding things they used to do or becoming numb and shut down or 
feeling like they don’t have much to look forward to. PTSD also makes people hypervigilant and on edge in 
part to protect themselves from further assaults. Frequent nightmares are common, too. People often find it 
reassuring to learn that these are very common human responses to trauma and that they are not alone in 
what they are feeling.   
 
Self-cutting or Self-harm 
Sometimes, women who have been abused, particularly in childhood, learn to deal with painful feelings by 
physically hurting themselves (for example by cutting or burning themselves). Sometimes this is a way to 
turn overwhelming emotional pain into pain that is physical and under one’s own control. Sometimes it is a 
way to feel something real when you have become completely numb. 
 
Suicide  
Sometimes people who are being abused feel so hopeless, they think about ending their lives, and may feel 
that suicide is their only option. 
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Dissociation  
It is not uncommon for a woman/person who is being abused to “leave” emotionally when she/he isn’t 
able to physically escape. Later on, she/he may stop feeling connected to herself/himself, as if she/he isn’t 
in her/his body, or may feel that other people, things, and the world around her/him aren’t real.  She/he 
may listen to someone talk and suddenly realize that she/he did not hear all of what was said, or she/he 
might find herself/himself sitting, staring off into space, thinking of nothing, and not being aware of the 
passage of time. This may happen when a woman feels threatened or unsafe or may seem to happen on its 
own. 
 
Substance Abuse  
It is not uncommon for people who have experienced domestic violence to use alcohol or drugs as a way of 
coping when the situation becomes very stressful or when they have feelings that seem too painful to deal 
with directly.  Sometimes, people who are being abused are pressured or forced into using drugs or alcohol 
by their abusive partners, although sometimes people use drugs and alcohol for pleasure as well. 

Borderline Personality Disorder or Complex PTSD (see above sections as well) 

Sometimes, women who have experienced chronic abuse in their childhoods and been hurt by the people 
who were entrusted with their care have a hard time trusting other people, particularly those they become 
close to or need to depend on in any way. Because of these experiences, intense feelings of anger, 
abandonment and betrayal may be close to the surface, making it harder to maintain friendships and/or 
intimate relationships for long periods of time.  

Schizophrenia 

People who are diagnosed with severe mental illnesses like schizophrenia are at even higher risk for 
being abused by other people and mental health crises often turn out to be precipitated by abuse. 
Abusers also use a woman’s mental health condition as a way to demean and control her and to 
undermine her credibility, calling her “crazy” as a way to deny responsibility for their abuse. For a 
person who has learned to think of herself as being “crazy” it may be even harder to recognize when 
someone is being abusive. It is easy to think that it must be her fault or that she is just being paranoid. 
Learning to differentiate between symptoms of mental illness, symptoms that result from being 
traumatized and feelings of fear, anger, sadness and despair can be difficult but is something we can 
work on together



Copyright © 2004 National Center on Domestic Violence, Trauma & Mental Health 

Page 8 
                                    

 

 
 
Intake Questions for Initial Danger/Safety Screen  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Questions to add to telephone intake protocols: 
 
 
Obtain Safe Contact Information (New) 

� Safe address 

� Safe phone number 

� Safe contact person 

 
� Safety Risk Assessment: Danger to Self and Others; Danger from OthersDo you 

feel safe right now?  

�   

� Who is that person? Are they with you? 

� Are you in danger right now?  

 
OR 

� Are you safe? Are you currently in danger from someone you know or care about?  

� Has any one you know hurt or threatened to hurt you or someone you care about?  

� Are you in danger right now? 
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Intake: Assessment Tool and Protocol for Positive DV or MH Danger Screen   

Based on initial domestic violence and mental health screening, determine level of danger and 
prioritize interventions: 
 
IMMEDIATE RISK: 
 

I.  Assess for Immediate DV Risk and Immediate Safety Needs 
           Risk 

� Is your partner in the house/apartment with you? Is he/she likely to return? When? 
� Is it safe for you to talk right now? If not, is there somewhere you can go to make a call?  
� Do you feel you are in immediate danger? Or, Do you think he/she is dangerous? 
� Has he/she threatened to kill you or anyone you know? Does he/she have a weapon? 

           Safety 
� What do you feel would be the safest thing to do right now? What would you like to do? 
� Would you like me to call the police? Do you have an order of protection? Do you have 

someplace safe you can go? Do you have a way to get there? Can you take important documents 
with you? Do you need help finding a place? 

� Do you have the city Domestic Violence Hotline number (877-863-6338)? Would you like me to 
call the City Domestic Violence Help Line while you’re on the phone? 

� Is there another time or number where I can call you when it would be safe to talk or another 
number you’d prefer I call to leave a message? 

 

          Actions: Immediate DV Risk 
If the client is in immediate danger call 911 or have client call 911. Defer MHC appointment until 
caller is safe. 

 

II. Assess for Immediate Mental Health Risk and Crisis/Safety Needs  
     Risk 

� Do you feel you are you in danger of hurting yourself or someone else?  
� Has something happened that has made you feel this way?  
� Is there someone there with you? Can they help you stay safe or will they make things worse? 
� Has anyone you know hurt your or threatened to hurt you? Is there someone in your life who 

makes you afraid? 
Safety 
� Conduct usual mental health crisis assessment and intervention 

 

Actions: Immediate MH Risk  
If there is an immediate MH risk to the client or to another person, suggest the caller use 911 or call 
for the client and defer MHC appointment until discharge. IF DV is present, try to ensure that 
police and crisis providers in ER are aware of DV and take appropriate safety precautions. 

� Do not use the abuser to provide collateral information. 
� Find out if client wants the abuser to know where she/he is or to have access to her/him. 
� Ensure that that DV assessment, safety planning and linkage with DV services are  

     addressed prior to discharge from hospital or ER. 
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Intake: Assessment Protocol for Positive DV or MH Danger Screen (page 2)   

 
RISK IS HIGH BUT DANGER IS NOT IMMEDIATE 
III. Assess for Indicators of High DV Risk and Urgent Safety Needs 
Risk Assessment 

� Do you feel you are in danger from your partner? Do you think your partner is dangerous?  
� Are you in a safe place right now? Is it safe to talk, now?  
� Does your partner have a weapon or have access to weapons? 
� Is the abuse is escalating/becoming more frequent severe or frightening? 
� Has your partner forced you into having sex when you didn’t want to? How recently? 
� Has he recently tried grabbing you by the neck or tried to choke or strangle you? 
� Are you planning to leave your partner?  If so, does your partner know about your plans? 
� Is your partner likely to become desperate or enraged if you consider leaving?  
� Has your partner been violent outside the home? Has this happened recently? 
� Has your partner injured any animals or pets? Has this happened recently? 
� Has your partner been very depressed, lately? Is s/he bingeing on drugs or alcohol? 
� Has your partner’s mood or behavior changed or become more erratic or unstable?  
� Has your partner recently threatened homicide or suicide or described detailed fantasies of doing 

so ("I'm going to get you," “You'll pay for this,” “I'll kill myself if you leave.")? 
      
        Safety Needs 

� Are you able to leave safely? With your children? 
� Do you need me to call the police? Do you have a protective order? 
� Do you need emergency shelter? Is there another place where you can go? 
� Can you take important documents with you? 
� Do you have the City Domestic Violence Help Line number? (877-863-6338) 
� Is there another time or number where I can call you when it would be safe to talk or another  

       number you’d prefer I call to leave messages? 
      Actions: High DV Risk 

� Suggest that the client call 911 or call for client if danger is imminent (abuser about to return) 
� Offer to make a 3-way call to the City Domestic Violence Help Line (877-863-6338) for safety 

assessment, safety planning, legal options and access to emergency shelter and other resources 
� Make appointment for a Comprehensive Mental Health Assessment 
� Be sure to obtain safe contact information 
� If client does not want to talk to the DV Help Line, conduct initial safety assessment/planning 

over the phone 
     Actions: Moderate DV Risk 

� Give client the City Domestic Violence Help Line number (877-863-6338) 
� Offer client appointment for Comprehensive MH assessment, if appropriate. 
� Obtain safe contact information 

    Actions: High or Moderate MH Risk 
� Follow protocols for assessment and intervention for MH risk 
� Provide same day appointment to MHC if hospitalization is not indicated 
� Address safety and confidentiality if DV is also an issue 
 

 
 



Copyright © 2004 National Center on Domestic Violence, Trauma & Mental Health 

Page 11 
                                    

 

  
    

Phone Intake Guidelines 

Integrating domestic violence screening into emergency phone assessments necessitated the revision of standard 
intake procedures. In addition to determining whether a client is a danger to herself or others, a domestic violence-
sensitive assessment determines whether a client is in danger from others. If a person does state she or he is in imminent 
danger from another person, addressing immediate safety needs should take precedence (see sections on safety 
assessment and planning for more details). Try to ask questions that can be answered with a “yes” or “no.”  When 
possible, include caller ID on phone lines that take crisis calls. Screening callers during intake increases the likelihood 
of domestic violence being identified.  Early recognition of domestic violence can ensure that clients get appropriate 
treatment and referrals.  
 

Procedures 
All intake staff will incorporate screening for domestic violence and immediate safety into intake procedures. If D.V. 
is identified then an appointment is scheduled with the next available clinical therapist. If a domestic violence case is 
referred from a D.V. service provider agency the patient is scheduled within 48 hours to see the next available clinical 
Pilot therapist who will initiate a Comprehensive Mental Health Assessment. 
 
� Determine what has happened that prompted the  

individual to contact a mental health center. 
 
� Screen for: 

� Serious mental illness (SMI) 
� Suicide risk 
� Homicide risk 
� Psychosis 
� Other acute symptoms 
� Domestic violence (see text box to the right) 
� Other mental health screens routinely done during a phone intake 

 
If immediate danger from partner or others is indicated, 
� Suggest that caller contact police or offer to call  

police on her/his behalf (see next page) 
� Give contact information for National Domestic Violence  

Help Line (1-800-799-SAFE) and/or local domestic violence agency 
� Make arrangements to get back in contact to explore  

mental health service options once she/he is safe 
 

If immediate danger from self is indicated, 
� Conduct mental health intervention as dictated by 

agency protocol (e.g., hospitalization), being sure the  
intervention does not increase danger from partner  
(see next page) 

� Tell the client that you are concerned about the violence she/he  
is experiencing and connect her/him with domestic  
violence services when she/he is stable. 

 
If no immediate danger from self or partner is indicated, 
� Make an appointment for an assessment if the caller appears to be  
      an appropriate client for the Center 

Suggested framing statement and 
domestic violence screening 
questions:   
I don’t know if this has happened to 
you, but because so many people 
experience abuse and violence in their 
lives, it’s something we always ask 
about.  Could you tell me.. 

� Is there anyone in your life right now 
who makes you afraid? 

� Is there anyone in your life who hurts 
or threatens to hurt you? 

� Is there anyone in your life who tries 
to control or isolate you? 

If the caller indicates there is 
someone abusive in her life, try to 
determine...  
� Is the abusive person is there right 
now? 

� Do you feel you are in immediate 
danger? Would you like me to call the 
police? 

� Do you feel safe and comfortable 
discussing your situation right now?  
If not, is there is a place and time 
when it would feel safe enough to 
talk, either on the phone or in 
person? 

� Who is the person that you are afraid 
of? Is it your partner? If not, give 
appropriate information on resources 

� Do you think this person is 
dangerous?  Does he/she have a 
weapon? Is the abuse is escalating/ 
becoming more frequent, severe or 
frightening? Has this person ever 
threatened or attempted to kill you or 
someone you know? 



Copyright © 2004 National Center on Domestic Violence, Trauma & Mental Health 

Page 12 
                                    

 

1.2(c) page 2 
Note:  Follow these safety precautions when police or hospital-based mental health providers are 
involved: 
 

� Do not use the abuser to provide collateral information. 
� Find out if client wants the abuser to know where she is or to have access to her/him. 
� Ensure that DV assessment, safety planning and linkage with DV services are addressed prior to discharge. 
 

 
Assess Immediate Safety 

� Are you able to leave safely? With your children? 
� Do you need me to call the police?  
� Do you have a protective order? 
� Do you need emergency shelter? 
� Is there another place where you can go? 
� Can you take important documents with you? 
� Do you have a Domestic Violence Hotline number? (1-800-799-SAFE) 
� Is there another time or number where I can call you when it would be safe to talk or another  

       number you’d prefer I call to leave messages? 
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Intake: Brief Safety Plan 

 
When domestic violence has been identified during a telephone intake, put the client in touch with the 
National Domestic Violence Help Line (1-800-799-SAFE) to help make an immediate and concrete safety 
plan. Such a plan can help a client who is being abused keep her/his children and herself/himself safe 
until more detailed services can be put into place. 
 
If a client at moderate to high risk is unable or unwilling to contact the City Help Line, work with the 
client to create an initial safety plan over the telephone. 
 

1. Ask the client what she/he has done thus far to protect herself/himself and her/his children  
  Examples might include: 

• Calling a friend, so the partner knows someone is listening  
• Putting guns and knives out of sight  
• Sending the children to someone else’s home when there is increased danger  
• Keeping keys and money available outside of the house 
• Leaving the house overnight 

 
2. Encourage the client to take basic steps to increase her/his safety and her children’s safety: 

• Planning for a safe place to go if the client has to escape quickly 
• Determining if abuse can be anticipated and leaving before it occurs 
• Gathering the most important papers, benefits cards, medicines, emergency funds and 

keys and putting then where they can be quickly found if she/he needs to leave 
• Letting trusted neighbors know to call 911 if they hear the client being abused 
• Staying out of kitchens and bathrooms (which are often the most dangerous rooms in 

the house), rooms where abuse is more likely to occur or rooms from which it is 
difficult to get help or escape 

• Obtaining a cell phone through a DV program or the city Help Line (877-863-6338) 
• Teaching children to escape, get help, or call 911 
• Obtaining an Order of Protection and keeping it with her/him at all times 
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1.3 page 2 
Domestic Violence Follow-Up Questions for Positive DV Screen 

  
The process of taking an abuse history creates a way for both providers and clients to see ongoing 
patterns and escalating danger more clearly.  Learning about abuse can help a clinician to better 
understand a client’s mental health symptoms and structure an appropriate treatment plan.  Use probes to 
facilitate discussion, and follow-up with questions about when the abuse occurred, how frequent it 
was/is, etc.  In asking about domestic violence, incorporate danger assessment questions to assess for 
risk of serious injury or homicide.  Note: The provider should administer this assessment in person, 
during or shortly after initial assessment, to a client who indicated during intake that she/he is being 
abused 

 

DV Assessment Follow-up Probes 
� What kinds of things has your partner done to hurt you? 
� Has your partner ever… 
 

PHYSICAL ABUSE  
� Pushed you? 
� Hit, kicked, or burned you? 
� Deprived you of sleep, food, medication or basic necessities 
� Beaten you up? 
� Hurt you while you were pregnant? 
� Grabbed you by the neck or tried to choke you? 
� Injured you so badly that you needed medical care? 
� Threatened you with a gun or knife?  Used a gun or knife on you? 

 
PSYCHOLOGICAL ABUSE  
� Called you names or told you that you are ugly or worthless?  
� Humiliated you, controlled you, or tried to keep you from doing things you want to do? 
� Destroyed something meaningful to you? 
� Accused you of having an affair? 
� Monitored your whereabouts? Followed or stalked you? 
� Threatened homicide or suicide or described detailed fantasies of doing so  (“I’m going to get you,” 

“You’ll pay for this,” “ I’ll kill myself if you leave.”). 
� Threatened to “out” you or threatened your immigration status? 
� Tried to undermine your spiritual beliefs or keep you from practicing your religion? 
� Told you that you are “crazy” and that no one will believe you or take you seriously? 
� When you are with your partner, do you feel like you are walking on eggshells?  
 
SEXUAL ABUSE  
� Made you look at sexually explicit material that you didn’t want to see? 
� Called you sexually demeaning names?  
� Forced or pressured you into engaging in sexual activities that you didn’t want to do?  
� Do you feel you can say no if you don't want to have sex?  
  
OTHER ABUSE  
� Prevented you from seeing friends and family? 
� Harmed or threatened to harm your children?  
� Harmed or threatened to harm someone else you care about? 
� Attempted or threatened to remove your children from your care or to use your mental health 

condition against you? 
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� Injured animals or pets 
� Interferes with ability to go to school or do your job, attempts to get you fired 

 
 

� Does your partner control the household finances?  
� Does your partner take so much money that you can’t meet your needs? 
� Tried to control your medication or your treatment or had you hospitalized against your will 
� When, where, how, how often,” etc. did/has this occurred? 
� Is it getting worse? Are you more isolated or afraid? 
� If ex-partner, do you feel you are still at risk? Do you share custody of your children? Are you still 

in contact? 
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Suggestions for Documentation of Domestic Violence in Mental Health Records 
 
The following suggestions are made for the purpose of creating mental health records, which are useful to the 
client in legal proceedings, from the perspective of the lawyer.  
 

1. Document Abuse:  Record your observations and what the client tells you 
 

a. Record client’s statements about specific acts of abuse detailing as many facts as possible.  Quote 
the client directly, if possible. Describe: 

� Physical acts 
� Time of day 
� Where it happened 

b. Record client’s demeanor: upset, crying, trembling, numb, etc. 
c. Identify abuser by name and relationship to client 
d. Record any physical indications of abuse: cuts, scratches, bruises, scars 

� Describe  
� Note size and location 

e. Record any statements made by abuser  
� Often the abuser will admit to acts of physical abuse 

f. Record abuser’s demeanor and behavior 
g. Record statements made by client’s family. 
 

2. Establish a history of abuse, especially if client has obtained services from you or your agency 
in the past and the past abuse was documented 

 
  This information could be very harmful to clients involved with DCFS or who have a case in Juvenile 

Court.  The provider may consider keeping this information in personal notes, apart from the client’s 
file, to protect it from subpoena. 

 
3. Establish a causal relationship between domestic violence and mental health issues or diagnosis 
 

a. Depression 
b. Suicidality 
c. Anxiety 
d. Traumatic stress symptoms (PTSD, Acute Traumatic Stress Disorder, Complex PTSD, 

Dissociative Disorder Symptoms) 
e. Psychotic symptoms, etc. 
 

4. Describe how addressing DV can/will help alleviate mental health issues 
 

a. “ It appears that a significant component of Mrs. Lee’s depression is related to feeling trapped in 
an abusive relationship with her husband and feeling that she does not have the resources 
necessary to leave. It is likely that treatment for the depression along with access to community 
domestic violence resources will improve both the depression and increase Mrs. Lee’s range of 
options.” 
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Suggestions for Documentation of DV in Mental Health Records (page 2)  
 

 
5. Describe client’s strengths 
 

a. Resources and support network 
b. Relationships with and concern for her children 
c. Continued ability to care for children 
d. Believability 
e. Openness to seeking help 

 
6. Describe treatment/follow-up plan 
 

a. Make sure suggested services are actually available 
b. Explain rationale for plan 
c. Explain any reasons why client would not use suggested services 
d. Link provision of services to alleviation of mental health issues 
e. Describe benefit of services to client’s parenting capabilities 
 

7. What to avoid 
 

a. Do not use language that raises doubt, particularly “alleges”, “claims”, or “denies”. 
b. Do not use neutral language, particularly phrases such as “domestic dispute” or  “relationship 

problem”. 
c. Do not use legal terms like “assault” or “battery”. 
d. Do not describe the domestic violence incident or injury without the abuser: “Client hit head” vs. 

“Ms. Stone’s partner (name) hit her on the head with a baseball bat.” 
e. Do not include information that is irrelevant; or whose damaging nature outweighs possible 

relevance:  “Client has a history of prostitution” 
                   

8. Additional helpful information 
 

a. Referral source for client 
b. Use non-blaming terms:  “Client stated” or “Client reported” 
c. Establish the source of information: client told you, you observed it, other family member told 

you. 
d. If physical signs of abuse are still evident, take a photograph. 

� Ask permission, date and sign the photograph 
       

 

 

 

 

 

 

Denice Markham, JD. Executive Director of Lifespan, Chicago, IL 
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 Mental Health Assessment: Domestic Violence/Danger Assessment 

The process of taking an abuse history creates a way for both providers and clients to see ongoing patterns 
and escalating danger more clearly.  Learning about abuse can help a clinician to better understand a client’s 
mental health symptoms and structure an appropriate treatment plan.   
 
Note: The provider should administer this assessment in person, during or shortly after initial assessment, to a client who 
indicated during intake that she/he is being abused. 
 
Use probes to facilitate discussion, and follow-up with questions about when the abuse occurred, how 
frequent it was/is, etc.  In asking about domestic violence, incorporate danger assessment questions 
(underlined) to assess for risk of serious injury or homicide.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Physical abuse 
What kind of things has your partner done to hurt you physically? 

___________________________________________________________________________________________ 
 
There are some other things that you haven’t mentioned.  Did he/she ever: 
 

� Pushed, hit, kicked, or burn you 
� Beat you up 
� Injure you so badly you needed medical care 
� Hurt you while you were pregnant 
� Grab you by the neck or try to strangle you 
� Threaten you with a gun or knife 
� Use a gun or knife on you 

 
Psychological abuse 
 
What kinds of things has your partner done to hurt you psychologically or emotionally? 
___________________________________________________________________________________________ 

Suggested framing statements and questions: 
 
I understand from what you said during your intake interview that:  

� You are concerned about your safety at home. 
� You are concerned about the way your partner has been treating you. 
� Your partner has been abusive to you. 
� Your partner has been threatening you and has hit you several times. 
� Other… 

 
� Could you tell me more about your relationship?  
� Do you feel that it is safe for you to go home?  
� There are some other questions I’d like to ask you so we can try to assess your level of safety/ danger                                                                                                                                                                                
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Domestic Violence/Danger Assessment  (p2) 
__________________________________________________________________________________________ 
  
There are some other things that you haven’t mentioned.  Did s/he ever  

 
� Humiliate or control you, or tried to keep you from doing things you wanted to do  
� Called you names or told you were ugly or worthless 
� Destroyed something meaningful to you 
� Accused you of having an affair 
� Monitored your whereabouts 
� Followed or stalked you (or had someone follow or stalk you 
� Threatened homicide or suicide or described detailed fantasies of doing so ("I'm going to get you,"    

“You'll pay for this,” “I'll kill myself if you leave.")  
� Does your  partner feel like he/she owns you ("You belong to me and will never belong to anyone else") 

Sexual abuse 

What kinds of things has your partner done to hurt you sexually? 
___________________________________________________________________________________________
___________________________________________________________________________________________ 
There are some other things that you haven’t mentioned.  Did he/she ever  

 
� Make you look at sexually explicit material that you didn’t want to see 
� Call you sexually demeaning names 
� Force or pressured you into engaging in sexual activities that you didn’t want to do 
� Did/do you feel you could/can say no if you don’t want to have sex? 

Other abuse 

What other things has your partner done to hurt you? 

____________________________________________________________________________________
____________________________________________________________________________________ 
 
There are some other things your haven’t mentioned. Did he/she ever:  

� Prevent you from seeing friends and family 
� Harm or threaten to harm your children (Remind client that what she/he says is confidential unless 

she/he reports any child abuse to you; see Recommendations for Addressing Domestic Violence 
in Mental Health Settings) 

� Harm or threaten to harm someone else you care about 
� Attempt or threaten to remove your children from your care 
� Injured any animals or pets 
� Interfere with your ability to do your job or attempt to get you fired 
� Did/does your partner control the household finances? 
� Did/do you have enough money to meet your needs?           

 
If any underlined (Danger Assessment questions) are checked, follow up with questions 
in text box below. 
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SAFETY PLANNING: Expanded Safety Plan       

If A Client Wants To Leave Her Current Residence To Escape More Violence, Explore The Following 
Options 

 
� Can she stay with family or friends?   
� Does she want to go to a women’s shelter, homeless shelter, or utilize other housing assistance such as 

obtaining hotel vouchers from social services or advocacy programs? (This will depend upon resources 
available in the community).  

� Does she want an order of protection? If so, what remedies does she want (abuser to stay away, abuser 
removed from the home, batterer intervention, electronic monitoring?) 

� Does she want to move secretly to another community or state?  If so, are there means to help her get 
bus, taxi, or airplane tickets? If she has children with the abuser and does not have sole custody, going 
into hiding may not legally be an option. Does she have friends or family in another community, city or 
state that she might be able to stay with? 

 
 
If A Client Plans To Return Home, Discuss The Following 

� Review previous episodes for information that identify predictable patterns and locations that may be 
dangerous 

 
� Discuss whether the client can anticipate an escalation of violence.   
� Discuss what situations or conflicts tend to lead to abuse. When and where do most abusive incidents 

occur? What expressions, comments, or gestures come before abusive incidents?  
� Discuss whether she can identify and stay away from parts of the house that are less safe (kitchens and 

bathrooms). Can she try make sure she has access to a door? 
� Discuss what precautions she can take. Is there likely to be time to leave once she knows the violence is 

inevitable? 
� Discuss what has worked to keep her safe or minimize injury in the past and whether she thinks such 

strategies could work again.  
� Ask whether there are weapons in the home.  Can she have them removed or can she remove the 

ammunition? 
 

� Develop and rehearse an escape plan 
 

� Locate a safe place to go in an emergency 
� Discuss where she can go if she needs to flee (Friends, relatives, women’s shelter?).  Help her put 

together a list with phone numbers and addresses. 
 

� Make provisions for leaving quickly 
 
     Ask her to think about: 

� How she would quickly exit her house to avoid a violent incident. What doors, windows, elevators, 
stairwells or fire escapes would she use? Can she do this in the dark? Have her rehearse a quick escape, 
include the children if they are able to maintain secrecy. 

� Determine where could she leave her car keys, purse and/or other important items in case she needed to 
leave quickly. 

� Suggest that she have certain items accessible and hidden from the abuser should she need to flee: birth 
certificates, social security cards, driver’s licenses, passports, green cards, marriage licenses, insurance 
information, school and health records, immigration papers, protective orders, divorce or custody papers 
or other court documents; medications and prescriptions; phone numbers and addresses for family, 
friends, and community agencies; clothing and comfort items for herself and for the children; extra set of 
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SAFETY PLANNING: Expanded Safety Plan (page 2) 
 

keys; cash, checkbook, bank books, and credit cards.  
� Discuss the possibility of opening a separate checking, credit card and voice mail account. Have the bills 

sent to a P.O. Box or safe address. 
� If a client is receiving SSI/SSDI or other benefits that do not go directly to them, make sure the payee to 

someone she or he trusts (i.e. not the abuser). If a client needs assistance with personal care tasks, 
discuss plans to ensure that someone other than the abuser is able to assist them. 

� Assist women in developing skills that will allow them to be more independent such as learning to drive, 
learning to speak English, learning to read, and developing marketable skills 

� Police can escort a client back to the scene if she needs to gather belongings. If an abuser suspects his 
partner is leaving, however, he may destroy valuable items and papers 

 
� Make provisions for children 
 

� Determine what would be safe to discuss with the children, whether they can keep this information secret 
and what kind of burden this would place on them. 

� Rehearse escape strategies, places to stay, numbers to call, how to make credit card calls 

����   Develop a plan for getting help when escape is not possible:  
 
� Keep in touch with friends and get to know neighbors. Reduce isolation as much as possible.  
� What neighbors or friends can she tell to call the police if they hear suspicious noises coming from her 

home?  
� Are the children old enough to be taught to escape? Is there a neighbor they could go to for help?  Could 

they be taught to telephone the police if there is an incident?  
� What code word could she use to alert children and friends to call for help? What would she tell the police 

if they do come to her home? 
� Ask if she will call the police if he becomes violent.   
� If she couldn’t get to the phone, could she work out a signal with a neighbor for help (with a porch light, a 

drawn window shade, a coded phone call)?   
� Can she give the children a signal to call the police if necessary?  
� Help her identify the safer rooms in the house; kitchens, bathrooms and garages are the most dangerous. 
� Review basic legal options, such as orders of protection and arrest. 

 
� Determine Sources of Help and Support 
  

� Make sure clients know who and where to call for help and support and what procedures are involved. 
 

� Police: In an emergency the safest number to call is 911  
� Family/Friends 
� Chicago Domestic Violence Help Line: 1-877-TO-END-DV (1-877-863-6338), TTY: 1-877-863-

6339 
� National Domestic Violence Hotline: 1-800-799-7233  
� State Domestic Violence Coalitions (See the National Coalition Against Domestic Violence at 

www.ncadv.org for list. In general, state coalitions can be searched for on the internet through 
“name of state ” and “Coalition Against Domestic Violence”. In Illinois contact the Illinois Coalition 
Against Domestic Violence at www.ilcadv.org.  State Coalition websites list local programs in their 
states.  

� Local Hotlines: Call Information or call the National Domestic Violence Hotline: 1-800-799-7233 
for a referral in your area. 
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SAFETY PLANNING: Expanded Safety Plan (page 3) 
 
�  Discuss the Following Issues 
 

� What are the steps for securing an order of protection? 
� Where is the nearest hospital emergency room, and what is the quickest way to get there? 
� Inform about Call-to-Protect Programs 

 
� Abused women can get cell phones that are programmed to call 911 (and the City of Chicago 

Domestic Violence Help Line) or another 24-hour crisis line. Contact the National Hotline at 1-
800-799-7233 for information on the program in your area (or through Verizon at 1-800-426-2790 
who donates used phones to DV programs) 

� Discuss ways a client can protect the privacy of her communications, such as blocking caller ID 
and automatic recall functions, or add a password voicemail feature to existing phone service if 
this can be done safely. Remember that cellular and cordless calls can be picked up on a 
scanner 

 
� Discuss ways to protect the confidentiality of a new address, such as informing the post office not to 

release change of address, opening a post office box, varying routine, advising utilities and credit cards to 
put a code word on her file, registering vehicle and driver’s license at P.O. Box and placing property and 
assets in trust so they cannot be obtained through a title search2 

 
� If the abuser does not live with the victim, or is removed from the household by a court order or    
     some other legal means, the victim may or may not be safe from repeated abuse. She might  
     want to:  
 

� Change the locks on doors and windows; install an alarm system and outdoor motion-sensitive lighting. 
Get steel doors if possible. Change window locks, install peep-holes, keep fire extinguishers near the 
doors to use as a repellant. 

� Use caller ID and screen calls at home and at work. 
� Talk about safety going to and from work as well as on the job. Plan a route that will minimize contact with 

the abuser, vary activities if necessary, and plan an escape route if you encounter him after work. 
� Keep a copy of her protection order on or near her at all times and give copies to the police in areas 

where she works, lives and visits. Also give copies to the children’s schools, caregivers, and those picking 
up the children from school or daycare. 

� Inform important others identified as safe that she has a protection order (friend, employer, clergy) 
� Consider similar strategies as those discussed above, such as developing a signal for help with children, 

neighbors, family and friends. 
� Teach children how to use the phone to make collect or calling card calls if the abuser kidnaps them and 

explicitly inform others involved in caring for the children, who has permission to pick them up. 
 

 
 

If certain elements of safety planning are beyond the practitioner’s scope, refer patient to a domestic 
violence advocate, or help the patient to call a crisis line while in the safety of your office or clinic. All 
clients at risk should have safety plans in place before leaving crisis, residential or inpatient facilities.

                                                 
2 See www.police.nashville.org/bureaus/investigatiive/domestic/stalking.htm for more detailed information on risk assessment and safety 
planning. 
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Domestic Violence Assessment Safety Planning Tool  
Safety planning can help an abused client keep her/his children and herself/himself safe.  Discuss what 
strategies the client has used thus far to protect her/his children and herself/himself, and help her/him 
make steps toward creating a safety plan.  Review the client’s safety plan periodically and make necessary 
adjustments. 
 
Phone numbers of friends and 
relatives you can call in an 
emergency.  If your children are 
old enough, teach them 
important phone numbers, 
including when and how to dial 
911. 
 
Resist any temptation to cut 
yourself off from people, even 
if you feel like you just want to 
be left alone. 
 
Important documents can 
include your and your children’s 
birth certificates, your children’s 
school and medical records, 
bank books, welfare 
identification, passport or green 
card, immigration papers, social 
security card, lease agreements, 
or mortgage payments, divorce 
or custody papers, and orders of 
protection records. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

While living with the abusive partner: 
1. Have important phone numbers memorized. 

2. Keep information about domestic violence in a safe place where 
the abusive partner cannot find it, but where you can get it when 
you need to review it.  

3. Keep change for pay phones or phone cards with you at all times. 

4. If you can, open your own bank account. 

5. Stay in touch with friends.  Get to know your neighbors. 

6. Rehearse an escape plan until you know it by heart.   

7. Leave a set of keys, extra money, a change of clothes for yourself 
and your children, toys, comfort items, medications/prescriptions, 
and copies of important documents with a trusted friend, 
coworker, or relative. 

 
If you have left the relationship: 
1. Install as many security features as possible in your home. 

2. Inform neighbors that your partner is not welcome on the 
premises. 

3. Change the locks if you’re still in the home you shared and the 
abuser has left. 

4. Make sure people who care for you and your children are very clear 
about who does not have permission to pick up your children. 

5. Obtain an Order of Protection. 

6. Let coworkers know about the situation. 

7. Avoid the stores, banks, and businesses you used when you were 
living with the abuser. 

8. Get support counseling, attend workshops, and join support 
groups. 

 
 Adapted from booklet developed by the Los Angeles County 
Community and Senior Services Domestic Violence Unit, 1996.
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MH Assessment: Comprehensive DV Assessment Guidelines 
 
Discussing the impact of abuse on a client’s life, including her/his physical and mental health and 
her/his children, is a critical dimension of assessment. 
 
Suggested framing statements: 

� Domestic violence can have a profound emotional impact on women (people) – not only when they 
are feeling trapped in an abusive relationship but also when they have to completely disrupt their 
lives in order to be safe . . .  

� Many women (people) living with domestic violence have some emotional difficulties, as a result of 
the abuse . . .  

� Sometimes symptoms go away or women (people) feel a lot better once they are safe and able to 
make changes in their lives.  Other times, the symptoms make it hard to function or just seem to get 
in the way and it helps to talk to someone about them . . .  

� I’d like to ask you a series of questions about some of the common ways that women/people are 
affected by abuse.   

� Then, we can talk about what would be most helpful to you in dealing with the ways you have been 
affected by your partner' abuse. 

 
ASK THE CLIENT ABOUT THE… 
 

Impact of abuse on her/his life:   
� How has your partner’s behavior affected your ability to do the things you want or need to do? For 

example, has he/she disrupted your activities or ability to function, such as the ability to work, go to 
school, or maintain contact with friends and family?  

� How do you see your situation at this time (what’s your assessment of your situation)?  
� What would you like to see happen? 
� What issues or obstacles do you face in achieving those goals? (Including cultural, religious, stigma-

associated and socioeconomic barriers) 
� What resources and sources of support do you have that have or could be helpful to you? 
 
Impact of abuse on her/his physical health:  
� Determine whether the client has had any injuries, medical problems, pregnancy complications, or 

hospitalizations due to the abuse or medical conditions that make her/him more vulnerable to 
abuse. 

� How has your partner’s behavior affected your physical health? Has he/she caused any injuries? 
Have you ever had to be hospitalized? Have you developed any new medical problems or 
symptoms? Does he/she try to control your access to treatment? Your ability to take care of 
yourself? Your ability to take your medication properly? 
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Comprehensive DV Assessment  (page 2) 
 
Psychological impact of the abuse:  
� Find out how the client feels about her/himself and her/his situation.  
� How do you think the abuse has affected you emotionally? Have you noticed any changes in 

yourself over the course of the relationship?   
� Determine if she/he has trauma-related symptoms including self-cutting and high-risk sexual 

behavior. (see list of PTSD, Complex PTSD, Dissociative symptoms such as intrusive recollections, 
nightmares, avoidance, hypervigilance, dissociation, affect dysregulation, anxiety/panic, depression, 
substance abuse, eating disorders, self-cutting, suicide attempts, somatization, etc.) 

 
Impact of abuse on her/his children:  
� Remind the client that what she/he says is confidential unless she/he reports any child abuse, but if 

she/he has concerns about the children being abused, you can work with her/him to find ways to 
keep them safe.   

� Find out whether the children have witnessed the abuse and whether the client has noticed changes 
in the children or in her/his relationship with the children.  

� Also inquire about what fears the client may have about the children’s safety, behavior, or 
emotional states and whether they have developed any medical or behavior problems or 
psychiatric symptoms that might be related to the abuse (see text box).   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Also ask about: 

� Coping strategies the client uses and how they affect her/his daily life  
� What the client has tried in the past to protect her/himself and how that did or did not work for 

her/him 
� The client’s degree of isolation versus support 
� How client has cared for her children and what she’s done to keep her and the children safe 
� Strengths, capacities and resources (see list of strengths and capacities) 

Behaviors and symptoms exhibited by child witness to trauma can include:  
• Increased crying, sadness, helplessness, guilt; 

• Fearfulness, clinginess, separation anxiety, stranger anxiety; 

• Nightmares, night terrors, difficulty falling asleep or withdrawal into sleep; 

• Eating problems, physical complaints; 

• Feeling as if events are recurring, sensitivity to loud noises or other reminders of trauma; 

• Isolation, withdrawal, lack of interest in play; 

• Spacing out, phobic behavior, sense of not having any future; 

• Regression to an earlier developmental stage; 

• Aggression, tantrums, acting out behavior, oppositional behavior; 

• Truancy, school refusal, trouble with school schoolwork, inattentiveness to instructions; 

• Repetitive play (of traumatic events), trauma reenactment; 

• Hypervigilance, obsession with trauma details; 

• Exaggerated startle response.  
From Kerig, Fedorwoicz, Brown, Warren (2000). 
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 Comprehensive MH Assessment: Comprehensive DV Assessment Guidelines 
 
Can you tell me more about how these experiences are affecting you? As you know, domestic 
violence can have a profound emotional impact on women (people) – not only when they are feeling 
trapped in an abusive relationship but also when they have to completely disrupt their lives in order to be 
safe . . . Sometimes symptoms go away or women (people) feel a lot better once they are safe and able to 
make changes in their lives.  Other times, the symptoms make it hard to function or just seem to get in the 
way and it helps to talk to someone about them . . . I’d like to ask you a series of questions about some of 
the common ways that women/people are affected by abuse.  Then, we can talk about what would be most 
helpful to you in dealing with the ways you have been affected by your partner' abuse. 
 

Impact of abuse on client’s life:   
� How has your partner’s behavior affected your ability to do the things you want or need to do? For 

example, has he/she disrupted your activities or ability to function, such as the ability to work, go to 
school, or maintain contact with friends and family?  

� How do you see your situation at this time (what’s your assessment of your situation)?  
� What would you like to see happen? 
� What issues or obstacles do you face in achieving those goals? (Including cultural, religious, stigma-

associated and socioeconomic barriers) 
� What resources and sources of support do you have that have or could be helpful to you? 
 

Impact of abuse on physical health:  
� Since the abuse began, have you had any injuries, medical problems, pregnancy complications, or 

hospitalizations due to the abuse or medical conditions that make you more vulnerable to being 
abuse? 

� How has your partner’s behavior affected your physical health? Has he/she caused any injuries? 
Have you ever had to be hospitalized? Have you developed any new medical problems or 
symptoms? Does he/she try to control your access to treatment? Your ability to take care of 
yourself? Your ability to take your medication properly? 

 
Psychological impact of the abuse:  

� How are you feeling about yourself and your situation.? 
� How do you think the abuse has affected you emotionally? Have you noticed any changes in 

yourself over the course of the relationship?   
� Do you have any of the following trauma-related symptoms? (see trauma-related symptom list - 

include self-cutting and high-risk sexual behavior, PTSD, Complex PTSD, Dissociative symptoms 
such as intrusive recollections, nightmares, avoidance, hypervigilance, dissociation, affect 
dysregulation, anxiety/panic, depression, substance abuse, eating disorders, self-cutting, suicide 
attempts, somatization, etc.) 

 
Impact of abuse on her/his children:  

� Before we talk about this any more, I wanted to remind you that what you say is confidential unless 
you report any child abuse (or if you tell me anything that makes me think you are a danger to 
yourself or someone else), but if you have concerns about the children being abused, I can work 
with you to try to find ways to keep them safe.   

� Can you tell me about whether your children have witnessed the abuse and whether or not you have 
noticed changes in the children or in you relationship with the them? 

� Have the children have developed any medical or behavior problems or psychiatric symptoms that 
might be related to the abuse? What are some of the concerns you have about the children’s safety, 
behavior, or emotional states?(see text box).   
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Also ask about: 

� Can you tell me a little more about the things you do to cope with what’s going on and how they 
affect your daily life?  

� What kinds of things have you tried in the past to protect yourself (and your children)? How did that 
work for you? What didn’t work? 

� Can you tell me more about how isolated you are right now and what kinds of support you have in 
your life? 

� Can you tell me more about the ways you’ve been able to care for your children, despite what’s been 
happening in your relationship and what she’s done to keep her and the children safe 

� Let’s talk about all the strengths and capacities you’ve used to survive despite the abuse and what 
outside resources you’ve been able to draw on as well. 

Behaviors and symptoms exhibited by child witness to trauma can include:  
 

• Increased crying, sadness, helplessness, guilt; 

• Fearfulness, clinginess, separation anxiety, stranger anxiety; 

• Nightmares, night terrors, difficulty falling asleep or withdrawal into sleep; 

• Eating problems, physical complaints; 

• Feeling as if events are recurring, sensitivity to loud noises or other reminders of trauma; 

• Isolation, withdrawal, lack of interest in play; 

• Spacing out, phobic behavior, sense of not having any future; 

• Regression to an earlier developmental stage; 

• Aggression, tantrums, acting out behavior, oppositional behavior; 

• Truancy, school refusal, trouble with school schoolwork, inattentiveness to instructions; 

• Repetitive play (of traumatic events), trauma reenactment; 

• Hypervigilance, obsession with trauma details; 

• Exaggerated startle response.  
From Kerig, Fedorwoicz, Brown, Warren (2000). 
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Screening & Assessment of  Other Trauma 
 
Other traumatic experiences may play a significant role in clients’ current mental health symptoms, increase 
their risk for revictimization and affect how they experience current abuse. Over time, understanding and 
demystifying the long-term effects of prior abuse can both relieve and empower clients.  
 
 

In general, inquiry about childhood abuse and other life traumas 

should be part of a comprehensive mental health assessment, 
preferably in the context of an ongoing therapeutic relationship.  
During the initial assessment process, however, asking a general 
question about the relationship of previous trauma to current 
symptomatology can be helpful, particularly if the client is aware of 
that connection. Questions about other traumatic experiences should 
be folded into the developmental history, social history and risk 
assessment. Questions about when symptoms developed and what 
was going on in the client’s life at the time also present opportunities 
to learn about previous traumas, responses of others, and client 
coping strategies. 
 
If the client is unwilling or uncertain whether to proceed, gently 
explore the basis for her/his hesitation and attempt to address any 
concerns about the process, but do not pressure her/him to answer 
these questions.  Pressing for details or pushing a client to talk about 
these issues if she/he is not ready can be retraumatizing and is not 
the goal of a trauma history. 
 
Because conducting a trauma history can in itself be traumatizing, the 
following steps are critical: 
 

� Informing clients of what you are intending to ask; 
� Checking to see if they are comfortable; 
� Attending to signs that prior traumatic experiences are being 

triggered, such as increased anxiety or dissociation; 
� Ensuring that they have some ways to cope if they find 

themselves thinking more about these issues later. 
 
Suggested framing statements: 

• Some people who are abused by partners in adulthood have experienced 
other types of violence and abuse in their lives.   

• The experiences you’ve had in your past may be related to some of what 
you are feeling now.   

• It would be helpful to know more about the kinds of upsetting 
experiences you’ve had, as well as ones that have been positive, so that we 
can try to address them in the work we do together.   

• Are you comfortable 
answering a few questions 
to help me understand 
more about your personal 
experience with violence 
and abuse? 
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Screening & Assessment of Other Trauma continued 

Previous Domestic Violence 

Ask if the client experienced domestic violence with a previous  
partner. 
 
Family history/childhood 
Ask if the client ever witnessed abuse between family members. 
Ask if the client experienced any type of abuse or violence during  
childhood and adolescence, such as:   

° Physical abuse; 

° Sexual abuse, including touching; 

° Psychological abuse, including threats, withholding affection; 

° Neglect. 
 
Other Violence 
Ask if the client experienced any other type of violence or assault,    
such as:   

° Being robbed with a weapon; 

° Being sexually abused or assaulted; 

° Being physically attacked and/or injured. 
 
Ask if the client ever witnessed any type of violence or assault, such as:   

° Witnessing an armed robbery; 

° Seeing someone attacked or killed. 

Other traumas 

Ask if the client ever had any other experiences during childhood or  
adulthood in which she/he felt very frightened or thought that her/his  
life was in danger, such as:   

° Serious disasters like earthquakes, hurricanes, large fires; 

° Serious accidents or accident-related injuries, like a bad car  
wreck, a household fire, or an on-the-job accident; 

° Serious physical illnesses, (e.g., cancer, heart attack, major  
 surgery). 
 

Ask if the client had any other experiences during childhood or  
adulthood that were traumatic or very upsetting, such as:   

° Adverse childhood events (e.g., substance abuse, suicide or  
      incarceration of a family member); 

° Discrimination (on the basis of race, sexual orientation,  
      religion, etc); 

° Significant losses (e.g., family members, close friends); 

° Poverty-related traumas (e.g., becoming homeless); 

° Immigration (e.g., border crossing, political torture). 

Suggested framing 
questions:  
 
Previous Domestic Violence  

Did a previous romantic partner ever 
abuse you in any of the ways we 
talked about before? Could you tell 
me about it? 
 
Family history/childhood 

While you were growing up, did you 
ever see or hear of any abuse between 
family members?  Could you tell me 
about it? 
 
Did you experience any type of abuse 
or violence while you were growing up? 
Could you tell me about it? 
 
Other Violence 

Have you ever experienced any other 
type of violence or assault?  Could you 
tell me about it? 

Follow-up 

For any “yes” answers, ask 
about the perpetrator, the 
client’s age when it happened, 
how many times it 
happened/how long it went on, 
and the impact on the client. In 
addition: 

• Ask if the questions were  
upsetting to the client 

• Ask whether she/he  
would like to talk about it 

• Discuss what the client  
could do if she/he finds 
her/himself thinking  
more about these issues  
later 
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Comprehensive Mental Health Assessment: Chart Insert on Identifying Client 
Strengths & Abilities 

(1) Psychological Strengths and Abilities 
Place a check mark beside the strengths that this client demonstrates that might help in the recovery process: 
 

� Ability to take perspective & see alternative viewpoints (self-awareness) 
� Ability to set appropriate boundaries in relationships with others  
� Accurate labeling of self and others  
� Ability to have empathy for self and/or others 
� Willpower and initiative; sense of agency 
� Consistent problem solving and decision making 
� Awareness of own psychological needs 
� Sense of humor 
� Insight, ability to be self-reflective 
� Ability to foresee consequences of actions, judgment 
� Ability to establish mature relationships with others 
� Ability to make self-protective judgments  
� Ability to manage feelings; self-soothing; emotional modulation 
� Ability to follow through on commitments 
� Sense of purpose and meaning 
� Motivation for recovery 

 
Other Capacities and Sources of Strength 
 

� Intelligence, education 
� Skills, talents 
� Ability to survive despite adversity 
� Ability to protect self and children 
� Ability to care for children; reliable parenting 
� Ability to care for others 
� Ability to live independently 
� Ability to work  
� Ability to manage finances  
� Ability to engage in treatment, manage medication; openness to seeking help 
� Resources and support network 
� Supportive friendships 
� Supportive family members 
� Supportive of community 
� Spirituality  
� Other 
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GLOSSARY FOR JUDGMENT/STRENGTHS AND ABILITIES 
  

Perspective: ability to see different sides or aspects of a situation. 
 
Empathy: ability to identify with another person. 
 
Boundaries: limits on interpersonal closeness in a relationship. 
 
Initiative and Agency: ability to begin an enterprise; to see oneself as the primary source of 
action and initiative in one’s life 
 
Psychological needs: one’s sense of safety, trust, esteem, intimacy, and control.  
 
Responsibility: Ability to make and follow through on commitments  
 
Self- awareness: ability to read bodily, emotional, and motivational states accurately and to 
articulate that awareness to others in a clear manner. 
 
Self-protection: ability to recognize, avoid and/or manage potentially harmful situations and 
relationships and to establish safe and manageable boundaries. 
 
Self-Soothing: ability to manage and diminish stress and accompanying feelings of distress, 
pain and hurt especially when life events do not go as expected or well 
 
Emotional Modulation: ability to control the intensity & expression of affective states 
 
Relational Mutuality: ability to engage in a reciprocal meeting of interpersonal needs 
 
Accurate Labeling: ability to use accurate words to label behavior of self and others. 
 
Consistent Problem Solving: ability to combine cognitive, affective and social skills in 
resolving personal and interpersonal situations. 
 
Reliable Parenting: ability to respond to the needs of dependent children and grandchildren in 
a reliable and consistent way 
 
Sense of Purpose & Meaning: ability to actively seek and meet own needs in an appropriate 
manner and to view own actions in a larger context of meaning. 
 
Judgment & Decision-making: ability to form reliable judgments based on thoughts, feelings 
and perceptions and to use those judgments to make beneficial decisions. 
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Repeat Domestic Violence Screen        
 
Clients who indicate at intake that they are not being abused should still be asked about domestic violence, 
periodically.  Some victims of abuse do not feel comfortable discussing the abuse at intake and it will not 
be detected if the client is not asked again.  Also, periodical inquiry will detect abuse that begins after a 
client has begun mental health treatment. 

Inquire about domestic violence at periodic intervals, particularly when a client’s relationship changes or 
when a client: 

� Begins a new relationship 
� Becomes pregnant/gives birth 
� Moves 
� Presents with indications of abuse 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
A. Suggested framing statements and screening questions for ongoing therapy clients: 
I haven’t asked about this for a while, but I wanted to check to see if all of your relationships still feel safe to you or 
if you are being hurt or threatened in any way. 
� Have there been any other changes in your life that we haven’t talked about? 
� Have you had any experiences that have made you afraid? 
� We haven’t talked about your relationship with (partner) for a while. How are things going? Do you still feel 

safe with (partner)? How is he/she treating you? Does he ever try to control what you do? Does he ever 
threaten you or physically hurt you? What about your sexual relationship? 

 
B. Suggested framing statements and screening questions for other clients (e.g., those coming in for 
medication management): 
Since so many people experience abuse and violence in their lives, it’s something we always ask about.  I know that 
you were asked these questions when you first came here, but I’d like to go through them again in case anything has 
changed.  Could you tell me:  
� Is there anyone in your life right now who makes you afraid? 
� Is there anyone in your life who hurts or threatens to hurt you?   
� Is there anyone in your life who tries to control or isolate you?   
 
If the client indicates that there she or he has been abused, conduct a more in-depth assessment of the 
abuse and for both immediate danger and long-term safety.  Follow the protocol for positive intake DV 
screen.  (Form 1.2) 

Indications that a client may be experiencing abuse include: 
� Depression, anxiety, panic attacks, sleep disorders, dissociation, PTSD, complex PTSD, affect 

dysregulation, psychiatric decompensation 
� Somatization disorders, eating disorders, chronic pain 
� Suicidal ideation or attempts 
� Compulsive sexual behaviors, sexual dysfunction 
� New or more severe symptoms 

• Unplanned pregnancies;  
� Missed appointments 
� Difficulty taking medication as prescribed 
� Substance abuse (relapse if client is in recovery) 
� Difficulties at work/job loss 
� Self-neglect, malnutrition, dehydration, insomnia 
� Aggression toward self or others 

Altering behaviors to accommodate someone else 
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Repeat Danger Assessment    
 

 

A danger assessment should be completed periodically with clients who are being abused by their partners, as 
abusive behaviors often increase in severity and frequency over time.  Explain to the client that you will ask 
her/him some questions about safety on occasion, so as to determine if the risk of serious harm has increased.  
If it has, review the client’s safety plan with her/him, and make any necessary adjustments. 
  

Discuss whether: 
� The abuser is there in the building (if applicable) 

� The client has to be home at a certain time or is afraid to go home 

� The client thinks the abuser is dangerous 

� The abuser has a weapon or has access to weapons 

� The abuse is escalating/becoming more frequent severe or  

      frightening 

� The abuser has forced the client into having sex recently 

� The abuser has recently threatened homicide or suicide or 

      described detailed fantasies of doing so ("I'm going to get you," 

      “You'll pay for this,” “I'll kill myself if you leave.") 

� The abuser has recently tried grabbed the client by the neck or  

      tried  to strangle her/him; 

� The client is planning to leave the abuser.  If so, ask if the abuser  

      knows about the client’s plans 

� Violence and threats increase around impending separation  

      (despair or rage if the client considers leaving) 

� There is evidence of extreme depression, alcohol or drug binges  

      or increasing mental instability (erratic changes in mood or  

      behavior) 

� The abuser has been violent outside the home recently 

� The abuser has injured any animals or pets recently. 

 

Suggested framing statements: 

• We have discussed your level of 
safety in the past, and I’d like to 
go over it again in case anything 
new is going on 

• I’d like to check in with you at 
each visit about any changes in 
your level of safety and see if we 
need to think about other ways to 
help you be safe 

 
Suggested questions: 

• Are you afraid to go home? 

• Has anything changed in your 
relationship since we last met? 

• Do you feel your level of 
danger has increased? 

• Has your partner done 
anything to make you more 
afraid?  

• Has your partner physically 
hurt you or threatened you 
recently? 

• What about sexually? Has 
your partner pressured you or 
forced you to have sex when 
you didn’t want to?   

• What do you feel would be 
the safest thing to do? What 
would you like to do?   
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Responding to Domestic 
Violence: Sample Forms for 
Mental Health Providers* 
 
2004  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*This document was adopted from adapted from DVMHPI-CDPH-MODV Pilot 
Project, previously approved by OVW for 2004 Disabilities Grant. Also see, 
Responding to Domestic Violence: Tools for Mental Health Providers (National 
Center, 2004). 
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ASRI Pilot Project Forms 

CONTENTS 

 
1. Intake: Universal DV/Danger Screens and Protocols 

1.1.   Intake Assessment Tool and Protocol for Positive DV/Danger Screen  
1.2.   Record of Domestic Violence & Trauma Assessment and Intervention    

 
2. Comprehensive Mental Health Assessment Chart Inserts 

2.1.     Domestic Violence Screening and Assessment Form (Check list and narrative) 
2.2.     Safety/Danger Assessment Form (Check list and narrative) 
2.3.     Suggestions for Safety Form (Checklist)  
2.4.     Comprehensive DV Assessment (Narrative)  
2.5.     Repeat DV Assessment 
2.6.     Repeat Danger Assessment 
 

3. Trauma Assessment Forms for Trauma-Trained Therapists 
3.1    Trauma Assessment Tool  
3.2    Trauma Recovery and Empowerment Profile Rating Sheet  
3.3    CSDT Psychological Assessment Form  

 
4. Consent Forms for Pilot 

4.1     Client Consent for Referral to DV Program 
4.2     Client Consent for Consultation 

 
5. Advanced Directives Forms (templates - to be developed) 
 
6. Information Sheets include:  

� DV Intake Guidelines 
� Safety Planning Guidelines 
� Screening and Assessment for Other Trauma Guidelines 
� On psychiatric symptoms, mental status and trauma/DV 
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DV/Mental Health Safety Risk Assessment & Disposition      
Form 1.1, Page 1/2 

 

Client Identification _____________________________          Date________________ 
 
SAFETY RISK  
 

� Safety Risk Identified ____Yes _____No 
 

� DV Risk positive  ____Yes _____No 
 
o Level of DV Risk:  ____High ____Medium ____Low ____N/A 

 
� Mental Health Risk positive: ____Yes _____No 
 

o Level of Mental Health Risk: ____High  ____Medium ____Low ___N/A 
 

� Other Safety Risk: ____Yes _____No 
 
o Level of Other Safety Risk: ____High  ____Medium ____Low ___N/A 

 
INTERVENTIONS AND DISPOSITION 
 

� 911 called: _____by Client ____by MHC ____N/A 
 

� Initial Safety Plan Discussed: ____Yes _____No ____N/A 
 
� Referred to DV Help Line: ____Yes _____No ____N/A 

 
� Referred to DV Partner Agency: ____Yes _____No ____N/A 
 
� Referred to ER or Psychiatric Hospital: ____Yes _____No ____N/A 
 
� Referred for CMHA: ____Yes _____No  

 
� Assigned to Designated Pilot Therapist: ____Yes _____No 
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Intake Form: DV/Mental Health Safety Risk Assessment & Disposition      
Form 1.1, Page 2/2 

 

 
 
 
 
 
 
 
 

 
Signature                  Date

DV & MH RISK Immediate DV  High DV Moderate DV Low DV  
Immediate MH     
High MH     
Moderate MH     
Low MH     
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Record of Domestic Violence & Trauma Assessment and Intervention   

Form 1.2, Page 1/1 

 
 

Client Identification______________________________________________Date________________ 
 
Provider Name______________________________________________________________________ 
 
Domestic Violence Indicators: 
 

� Possible DV based on intake screening    Date____________ 
� DV identified during Comprehensive MH Assessment  Date____________ 
� DV identified during course of treatment    Date____________ 
� CMHA DV Screen (Form XXX) completed    Date____________ 
� CMHA Danger assessment (Form XXX) completed   Date____________ 
� CMHS Comprehensive DV Assessment (Form XXX) completed Date____________ 
� Follow-up questions about safety and DV     Date____________ 

 
Domestic Violence Interventions  

� Initial Safety Measures Discussed (intake?)     Date____________ 
� Referred to Pilot Project Clinician      Date____________ 
� Referred to Domestic Violence Partner Agency    Date____________ 
� Referred to DV Help Line       Date____________ 
� Information provided        Date____________ 
� Safety Plan Created        Date____________ 

 

Lifetime Trauma Indicators 
� During Comprehensive MH Assessment    Date____________ 
� Through Trauma Screening Tool      Date____________ 
� During course of treatment       Date____________ 

 

Lifetime Trauma Treatment/Interventions 
� Addressed immediate safety issues      Date____________ 
� Established therapeutic relationship      Date____________ 
� Identified client strengths       Date____________ 
� Addressed client’s ability to manage feelings/affect regulation  Date____________ 
� Addressed intrusive recollections of trauma    Date____________ 
� Addressed numbing, avoidance, dissociation     Date____________ 
� Addressed hyperarousal symptoms     Date____________ 
� Addressed other self-capacities, frame of reference, beliefs and needs Date____________ 
� Baseline TREP/CSDT Assessment      Date____________ 
� Follow-up TREP/CSDT Assessment     Date____________ 
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Initial DV Screening and Assessment                           
Form 2.1, Page 1/2 

 

Framing Questions 

� I don’t know if this has happened to you, but because so many people experience abuse and violence in their 
lives, it’s something I always ask about. Is there anyone in your life right now who makes you afraid? 

� I wonder if some of what you are experiencing may be related to how you are being treated at home 

� I understand from what you said during your intake interview that you are concerned about the way your 
partner is treating you; you are concerned about your safety at home…. 

 

Screening Questions 
Physical abuse 
� Has your partner ever physically hurt or threatened to hurt you or someone you care about?  

(e.g. hit, slapped or kicked you, thrown something at you, held you against your will?) Yes____ No___ 
o If yes, who did this to you?  
o When did this happen?                               Where___________ Is it still going on?  Yes___ No___ 
 

Psychological abuse 
� Has your partner tried to undermine or control you in other ways by what he/she  

says or does?                 Yes ___No___ 
o If yes, who did this to you? 
o When did this happen?                               Where___________  Is it still going on?      Yes___ No___ 
 

Sexual abuse 
� Has your partner ever used sexuality to harm or control you or forced you to engage in sexual activities 

when you didn’t want to? 
o If yes, who did this to you?  
o When did this happen?                                Where___________ Is it still going on?       Yes___ No___ 
 

Other abuse 
� Has your partner ever done other things to harm or control you?  
� Are you afraid of him/her?                Yes ___No___ 
� Has anyone else tried to make you afraid?              Yes___ No___    

o If yes, who did or is doing this? 
o When did this happen?                                Where___________ Is it still going on?       Yes___ No___ 
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Domestic Violence Danger Assessment Form 
Form 2.2, Page 1/2 

Comprehensive Mental Health Assessment Chart 

Immediate Danger 

� Are you in immediate danger? Yes___ No___ 
Is your partner here in the building (if applicable)?    Is he/she likely to return? Yes___ No      
Do you think he/she is dangerous? Does he/she have a weapon?    Yes___ No___ 

� What do you feel would be the safest thing to do right now? What would you like to do? 

� Would you like me to call the police?  Yes___ No___ 
� Do you have an order of protection?   Yes___ No___ 
� Do you want to go home with your partner?  Yes___ No___ 
� Do you have someplace safe to go?       Yes___ No___ 

Danger on Leaving the Mental Health Setting

� Are you afraid to go home? Yes___No___  
Afraid your life may be in danger? Yes___ No___ 

� Are the threats or physical violence becoming more frequent, severe or frightening?  Yes___ No___ 

� Has your partner become more controlling, making it harder for you to make phone 
calls or get away? Does he control most of your daily activities? Yes___ No___  
Has he/she been stalking you?    Yes___ No___ 
Has he threatened to kill you and/or do you think he is capable of killing you? Yes___ No___ 

� Does your partner have access to any weapons? Is there a gun in the house?  Yes___ No___  
Has he/she used them against you or threatened you with them?  Yes___ No___ 

� Are you planning to leave your partner?  Yes___ No ___ 
Does your partner know about your plans?  Yes___ No___ 
Do violence and threats increase around impending separation  Yes___ No___ 

� Has there been evidence of severe depression, alcohol or drug binges (uppers) or 
increasing mental instability (erratic changes in mood or behavior)?   Yes___ No ___ 
Has he/she threatened suicide or homicide?   Yes___ No___   

� Has he/she been violent outside the home?  Yes___ No___  
Has your partner injured any animals or pets?       Yes___ No___  

Is he violent toward the children? Has this been recent?  Yes___ No___ 

� What is your partner’s profession? Could he/she use it against you (i.e., police 
officer, lawyer, mental health professional, etc.)  Yes___ No___ 

� Does your partner have a criminal record? Currently engaged in any criminal activity? Yes___ No___ 

� Do you know if he/she was abusive with previous romantic partners? Yes___ No___ 

Does your partner feel like he/she owns you. (“If I can’t have you, no one will”) Yes___ No___ 
Is he/she violently jealous and always accusing you of infidelity? Yes___ No___ 

� Has your partner forced you to have sex with him/her recently?  Yes___ No__
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Domestic Violence Danger Assessment Form 
Form 2.2, Page 2/2 

Danger Assessment [in client’s own words, including: level of fear and perceived danger, escalation in 
frequency, severity, threat, level of control, stalking; partner’s access to or use of weapons, increasing mental 
instability, depression, suicidality (client and perpetrator), drug use; violence outside the home, cruelty to animals or 
pets, criminal record, violence toward children; coerced sex, pathological jealousy; attempted choking or 
strangulation; ability to use profession against partner (i.e. police, lawyer, MH professional); partner awareness of 
plans to leave]  

Observations of client’s demeanor or physical indications of abuse: 
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Comprehensive Mental Health Assessment: Client Safety Plan 
Chart Form 2.3, Page 1/1 

Suggestions for Safety 

� Abuser poses threat at Mental Health Center 
� Call 911 
� Keep client hidden until she/he can escape (police, shelter, abuser leaves, other) 
� Client decides to go with partner after making safety plan 

� Immediate shelter 
� Call Help Line or Partner DV agency 
� Arrange to pick up belongings at safe time or with police escort 

� Getting order of protection to have abuser removed from home 
� Call Help Line or Partner DV agency 
� Take safety precautions at home (locks, security, lighting) 
� Identify numbers to call, safe places to go, people to warn 
� Pack important documents and items 
� Determine ability to anticipate and leave 
� Plan for quick escape if abuser returns 
� Discuss safety with children, inform caretakers about potential for kidnapping 
� Carry certified copy of Order at all times, inform local police, document guns\ 
� Get cell phone through DV program or City Help Line 1-877-863-6338 
� Other 

� Returning home to partner and/or preparing to leave 
� Call Help Line or Partner DV agency 
� Identify numbers to call, safe places to go, people to warn 
� Pack important documents and items 
� Determine ability to anticipate, avoid dangerous locations or leave, protect self and kids 
� Plan for quick escape  
� Discuss safety with children, calling police, collect calls, leaving 
� Increase financial independence, open savings account, obtain credit card, reduce 

isolation, get cell phone, through DV Program or Help Line 1-877-863-6338 
� Other 
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Comprehensive DV Assessment  Form 2.4, 
Page 1/2 

Overall Impact of Abuse  (in client’s own words) 

Impact of abuse on client’s life:  [How partner’s behavior affected ability to do the things client wants or needs to 
do, (e.g. disrupted activities or ability to work, go to school, or maintain contact with friends and family); client 
assessment of situation, what client would like to see happen, issues or obstacles client faces in achieving those 
goals, (including cultural, religious, stigma-associated and socioeconomic barriers); resources and sources of support 
client has that have or could be helpful to her/him] 

Impact of abuse on physical health: [Including: injuries, medical problems, pregnancy complications, or 
hospitalizations due to the abuse or medical conditions that make the client more vulnerable to being abused, 
effects of abuse on physical health, injuries, hospitalizations, new medical problems or symptoms, partner attempts 
to control access to treatment, ability to take care of  her/himself, ability to take medication properly) 

Psychological impact of the abuse: [Including client’s feelings about her/himself and situation, emotional impact 
of the abuse, changes over course of relationship, trauma-related symptoms (e.g. PTSD, Complex PTSD, 
Dissociative symptoms, self-cutting, high risk sexual activities, substance abuse, somatization, anxiety, panic, 
depression, eating disorders, ask specifically about suicidality and homicidality (expressing anger/desperation or 
genuine intent), impact on ability to access mental health treatment, control of meds, threats to commit, coerced 
overdoses, labeling client as crazy, threatening to use MH issues to take away children] 

Impact of abuse on her/his children: [Remember to remind client that what she/he says is confidential unless 
she/he report any child abuse but if she/he has concerns about the children being abused, you can work with 
her/him to try to find ways to keep her/him and the children safe.  Ask about whether children have witnessed 
abuse, how the abuse has affected them, what changes she/he has noticed since the abuse began, whether the 
children have developed any medical, emotional, learning or behavioral problems or psychiatric symptoms that 
might be related to the abuse. Find out about what concerns the client has about the children’s safety, behavior or 
emotional states) 
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Comprehensive DV Assessment  Form 2.4, 
Page 2/2 

Coping Strategies [Include what client does to cope, how coping strategies affect client’s daily life, what client has 
tried in the past to protect herself and the children, how that did or did not work, degree of isolation, sources of 
current or potential support, ways client cares for children, how keeping self and children safe, strengths, capacities 
and resources. Ask about family, community, culture, religion/spirituality, education, work situation, income, etc. 
and how they affect current situation, options and choices] 

Goals and Strategies [What client’s goals are, barriers she/he faces and strategies for overcoming barriers and 
achieving goals]

Children’s Responses to Trauma 
� Increased crying, sadness, helplessness, guilt; Fearfulness, clinginess, separation anxiety, stranger 

anxiety; 
� Nightmares, night terrors, difficulty falling asleep or withdrawal into sleep; 
� Eating problems, physical complaints; 
� Feeling as if events are recurring, sensitivity to loud noises or other reminders of trauma; 
� Isolation, withdrawal, lack of interest in play; 
� Spacing out, phobic behavior, sense of not having any future; 
� Regression to an earlier developmental stage; 
� Aggression, tantrums, acting out behavior, oppositional behavior; 
� Truancy, school refusal, trouble with school schoolwork, inattentiveness to instructions; 
� Repetitive play (of traumatic events), trauma reenactment; 
� Hypervigilance, obsession with trauma details; 
� Exaggerated startle response.  

From Kerig, Fedorwoicz, Brown, Warren (2000). 
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TRAUMA ASSESSMENT FORM 
Form 3.1, Page 1/2 

This form serves as a guide to taking a trauma history. It is recommended for use as part of a comprehensive 
assessment, but should be carefully paced to client needs and level of distress. After clinical review, this information 
should be incorporated into the treatment plan, with client participation.  It can also be used conjunction with 
developing an Advanced Directive/Personal Trauma Safety Plan.  

1. Sometimes, people have been hurt or frightened by others in the past.  Some have lived through terrible
experiences such as abuse, rape, combat, or injuries.  If we know about these experiences, we may be better able
to help you.  Are you willing to answer a few questions to help us understand more about your personal
experience with such things?

(If the client is unwilling, or uncertain whether to proceed, please gently explore the basis for his or her refusal and attempt to address 
any concerns about the process). 

2. Have you ever been physically hurt or threatened by another? (e.g., hit, punched, slapped, kicked, strangled,
burned threatened with object or weapon, etc.)?   ���� Yes  ���� No

If yes, in the past?___ Is it still going on?___ Are you able to say by whom?___ 
Someone known to you or a stranger?______ 

Details____________________________________________________________________________ 

3. Do you have a history of unwanted sexual contact by another person? (e.g. unwanted  kissing, hugging,
touching, nudity, attempted intercourse?  � Yes  � No

If yes, in the past?___ Is it still going on?___ Are you able to say by whom?___ 

Someone known to you or a stranger?___ 

Details:____________________________________________________________________________ 

4. Have you ever been raped, or had sex against your will?   � Yes  � No

If yes, when?___ Are you able to say by whom?___ Someone known to you or a stranger?_________ 

Details:___________________________________________________________________________ 

5. Have you lived through a disaster (like a flood, tornado, or plane crash)?  � Yes  � No

If yes, please give age and circumstances:_________________________________________________ 

_________________________________________________________________________________ 

6. Are you a combat veteran, lived through war as a civilian in another country, or experienced an act of
terrorism? � Yes  � No

If yes, please describe________________________________________________________________ 
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TRAUMA ASSESSMENT FORM 
Form 3.1, Page 2/2 

7. Have you been in a severe accident, or been close to death from any cause? � Yes  � No

If yes, please describe________________________________________________________________ 

8. Have you witnessed death or violence or the threat of death or violence to someone else?
�Yes  � No

If yes, please describe________________________________________________________________ 

9. Have you been the victim of a crime? � Yes  � No

If yes, please describe________________________________________________________________ 

10. Have you ever experienced seclusion or physical or chemical restraint in a hospital, institution, or
 other setting?� Yes  � No 

11. If yes, please describe________________________________________________________________

12. When you were growing up, did anyone in your household use drugs or alcohol? Was any one in your
house incarcerated? Did anyone in your house attempt suicide? Complete it? Have mental illness?   Yes
� No

13. If yes to any of the above, have you experienced any emotional, psychological or physical problems (e.g.
flashbacks, nightmares, lost time, insomnia, numbness, confusion, memory loss, self injury, extreme fearfulness or
terror, etc.), which may be related to the events?  � Yes  � No

14. Is this happening currently?  ���� Yes  ���� No

Please describe_____________________________________________________________________ 

15. Were these questions upsetting to you?   ���� Yes  ���� No

16. Would you like to talk about this more, today?   ���� Yes  ���� No

17. If you find yourself thinking more about these issues later, how will you let someone know? What are
some things you could do if you find yourself thinking about these experiences or having upsetting
symptoms or feelings?

(Suggestions of possible ways)_________________________________________________________ 

Adapted From The State Of Maine, Dept. Of Behavioral And Developmental Disorders Trauma Assessment Tool
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Trauma Recovery Empowerment Profile (Pilot only) 
Form 3.2, Page 1/1 

TREP Rating Sheet  (Harris and Fallot) 
Client Name: ________________________________________________________________      
Clinician: _____________________________ Assessment Date: ______________________ Length of time clinician 
has worked with or known the client:  __________ months      

Assessment Period    (Circle the correct assessment period.) 
1 = Baseline  2 = Three months  3 = Six months  4 = Nine Months  5 = Twelve Months   6 = At Termination 

Circle the rating point which best describes the consumer's skill level in the last month for each of the 11 skills. 

1. Self-Awareness

1 2 3 4 5 

2. Self-Protection

1 2 3 4 5 

3. Self-Soothing

1 2 3 4 5 

4. Emotional Modulation

1 2 3 4 5 

5. Relational Mutuality

1 2 3 4 5 

6. Accurate Labeling of Self and Others

1 2 3 4 5 

7. Sense of Agency and Initiative Taking

1 2 3 4 5 

8. Consistent Problem Solving

1 2 3 4 5 

9. Reliable Parenting

1 2 3 4 5 

10. Possessing a Sense of Purpose and Meaning

1 2 3 4 5 

11. Decision Making and Judgment

1 2 3 4 5 

 Harris M. and Fallot R. 2004 
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Repeat DV Screening and Assessment 
Form 2.5, Page 1/1 

General Safety 
I haven’t asked about this for a while, but I wanted to check to see if all your relationships still feel safe to you or if you are being hurt 
or threatened in any way. 
� Since we talked last, has anything changed in your life that has made you feel unsafe?  Yes___ No___ 
� Have you had any experiences that made you afraid?   Yes___ No___ 
� Is there anyone in your life who is making you feel afraid?    Yes___  No___ 
� If yes, who did or is doing this?___________________________________________________ 
� When has this happened?_________________________ Where___________ Is it still going on? Yes___No___ 

Domestic Violence 
We haven’t talked about your relationship with (partner) for a while. 
� How are things going? Do you still feel safe with (partner)?    Yes___No___ 
� How is he/she treating you?  

Physical abuse 
� Since we talked about this last has he/she ever threatened you or physically hurt you?  Yes___ No___ 
� In what ways? 

� When has this happened?  Where___________ Is it still going on?  Yes___ No___ 

Psychological abuse 
� Does he/she ever try to control what you do or try to undermine you in other ways by what he/she says or does? 

 Yes___No___ 
� In what ways? 

� When has this happened?  Where___________ Is it still going on?  Yes___ No___ 

Sexual abuse 
� What about your sexual relationship? Does/he she ever try to use sexuality to harm or control you or force you to engage 

in sexual activities when you didn’t want to?         Yes____ No___ 
� In what ways? 
� When has this happened?                                      Where___________ Is it still going on?         Yes___ No___ 
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Repeat DV Danger Assessment Questions Form 2.6 
  

Framing Statements 
� We have discussed your level of safety in the past, and I’d like to go over it again in case your level danger has 

increased. 
� I’d like to check in with you at each visit about any changes in your level of safety and see if we need to think about 

other ways to help you be safe 
Short Screen 
� Are you afraid to go home?         Yes___ No___   
� Has anything changed in your relationship since we last met? 
� Do you feel your level of danger has increased?      Yes___ No___   
� Has your partner done anything to make you more afraid?      Yes___ No___   
� Has your partner physically hurt you or threatened you recently?    Yes___ No___   
� What about sexually? Has your partner pressured you or forced you to have sex when  

you didn’t want to?           Yes___ No___                                     

� What do you feel would be the safest thing to do? What would you like to do?   

Full Danger Assessment 

Since we last talked,  

� Are the threats or physical violence becoming more frequent, severe or frightening?   Yes___ No___  
� Do you think your life may be in danger?                                                  Yes___ No___ 

� Has your partner become more controlling, making it harder for you to make phone                                       
calls or get away? Does he control most of your daily activities?    Yes___ No___                                
Has he/she been stalking you?                                 Yes___ No___                             
Has he threatened to kill you and/or do you think he is capable of killing you?   Yes___ No___                                                       

� Does your partner have access to any weapons? Is there a gun in the house?               Yes___ No___                           
he/she used them against you or threatened you with them?       Yes___ No___ 

� Are you planning to leave your partner?                      Yes___ No___                                
Does your partner know about your plans?       Yes___ No___  

� Do violence and threats increase around impending separation       Yes___ No___ 
� Has there been evidence of severe depression, alcohol or drug binges (uppers) or   
� increasing mental instability (erratic changes in mood or behavior)?                          Yes___ No ___                       

Has he/she threatened suicide or homicide?                    Yes___ No___                         

� Has he/she been violent outside the home?                                                                 Yes___ No___                                          
Has your partner injured any animals or pets?                                                              Yes___ No___                                             
Has he been violent toward the children? Has this been recent?      Yes___ No___ 

� Has your partner used his professional connections against you?     Yes___ No___ 

� Has your partner engaged in any criminal activity?       Yes___ No___ 

� Has your partner acted like he/she owns you. (“If I can’t have you, no one will”)  Yes___ No___       
Is he/she violently jealous and always accusing you of infidelity?            Yes___ No___ 

 
� Has he physically abused you while you were pregnant?      Yes___ No___ 

 
� Has he/he tried to grab your neck or attempt to strangle you?                                                Yes___ No___                          

Injured you so badly you needed medical care?      Yes___ No___ 
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Advanced Directives for Mental Health Treatment      

Form 5.1, Page 1/2 
 
Personal Safety Form /Advanced Directive for De-Escalation in Time of Crisis 
 
This form is a guide to gathering information with clients for the development of strategies to de-escalate agitation and 
distress so that restraint and seclusion can be averted. It should be used with all clients in conjunction with the Trauma 
Assessment Form. It is recommended for use in inpatient facilities, psychiatric emergency rooms, crisis stabilization and 
other diversion units but is helpful to discuss with clients when they are not in crisis (i.e. during outpatient treatment or 
in residential settings). The information obtained should be incorporated into the treatment plan for this client. 
 
1.  It is helpful for us to be aware of the things that can help you feel better when you’re having a hard time. Have any 

of the following ever worked for you? These alternatives may not always be available but I’d like us to work 
together to figure out what would be most helpful to you if you are hospitalized at some point. 

 

Voluntary time out in your room 
  

Listening to music 

 Voluntary time out in quiet room  Reading a newspaper/ book 
 Sitting by the nurses station  Watching TV 
 Talking with another consumer  Pacing the halls 
  

Talking with staff 
 Talk with spiritual/faith leader 

 
Calling a friend 

Meditate or pray 
 A warm drink  Calling your therapist 
 Eating something  Pounding some clay 
 Punching a pillow  Exercise 
 Writing a diary/ journal  Using ice on your body 
 Deep breathing exercises  Putting hands under cold water 
 Going for a walk with staff  Lying down with cold face cloth 
 Taking a hot shower  PRN medication 
 Wrapping up in a blanket  Other 

 
2. Is there a person who has been helpful to you when you’re upset? (Y/N) Would you like them to come and visit 

you? (Y/N) Can we assist in this process? (Y/N) If you are in a position where you are not able to give us 
information to further your treatment, do we have your permission to call and speak to: 

 
_____________________________________________(Name)____________________(Phone) 
 
Are there any particular people that are unhelpful or abusive to you when you are upset that you would not want 
contacted if you require hospitalization? _______________________(Name, Relationship) 
 
If you agree that we can call to get information, sign below: 
 
Client signature_______________________Witness_______________________Date:_________ 
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Advanced Directives for Mental Health Treatment      
Form 5.1, Page 2/2 
 
 
3. What are some of the things that make it more difficult for you when you’re already upset? Are there particular 

“triggers” that you know will cause you to feel or act more upset? 

Being touched Being isolated 

 Bedroom door open  People in uniform 
 Particular time of day (when?)  Time of the year (when?) 
 Loud noise  Yelling 
 Not having control/ input (explain)  Other (please list) 

 
4. Have you ever been restrained in a hospital or other setting, for example, in a crisis stabilization unit or at home? 

 
Physically/ Mechanically Chemically 

When? 
 

  

Where? 
 

  

What happened? 
 

  

 
5. If you are escalating or in danger of hurting yourself or someone else, there may be a need to use a physical, or 

mechanical restraint (for example in an ER, hospital setting or ambulance). All of these alternatives may not be 
available, but if it becomes necessary, we’d like to know your preferences. 

Time out in your room 
  

Quiet room (unlocked)  Seclusion (locked door)** 
Physical hold Safety coat Other 
3-point restraint* Face up? Face down? 
4-point restraint with legs together* Face up? Face down? 
* These restraints are not allowed for people with mental retardation 
** Locked door seclusion is not allowed for people with mental retardation 

 
6. Do you have a preference regarding the gender of staff assigned to you during and immediately after a restraint? 

  Women Staff___ Male Staff___ No Preference___ 
 

7. Is there anything that would be helpful to you during a restraint? Please describe. 
_______________________________________________________________________ 

 
8. If you are hospitalized, staff may be required to administer medication along with physical restraints. In this case, 

what medications have been especially helpful or harmful to you? Please describe. 
Helpful:_______________________________________________________________________ 
Harmful:_______________________________________________________________________ 

 
9. Many facilities do room checks here to make sure you are okay at night. Is there anything that would make room 

checks more comfortable for you? 
______________________________________________________________________________ 

Please incorporate the information obtained in the Personal Safety Form into the treatment plan for this client 
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Advanced Directives for Mental Health Treatment      
Form 5.2 
 
 (Please refer to the Psychiatric Advance Directives Toolkit for instructions to complete this worksheet.) 

 

1. Symptom(s) I might experience during a period of crisis: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

2. Medication instructions. 

A. I agree to administration of the following medication(s):  

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

B. I do not agree to administration of the following medication(s): 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 
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C. Other information about medications (allergies, side effects) 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

3.  Facility Preferences.  

A. I agree to admission to the following hospital(s):  
_______________________________________________________________________________________
_______________________________________________________________________________________
__________________________________________________________________________________ 

________________________________________________________________ 

B. I do not agree to admission to the following hospital(s): 
_______________________________________________________________________________________
_______________________________________________________________________________________
__________________________________________________________________________________ 

________________________________________________________________ 

C. Other information about hospitalization: 
_______________________________________________________________________________________
_______________________________________________________________________________________
__________________________________________________________________________________ 

________________________________________________________________ 

 

4.  Emergency Contacts in case of mental health crisis:  

Name:__________________________________________________________ 

Address:________________________________________________________ 

Home Phone # ___________________________________________________ 

Work Phone #____________________________________________________ 

Relationship to Me: _______________________________________________ 

 

Name:__________________________________________________________ 

Address:________________________________________________________ 
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Home Phone # ___________________________________________________ 

Work Phone #____________________________________________________ 

Relationship to Me: _______________________________________________ 

 

Psychiatrist:_____________________________________________________ 

Work Phone #____________________________________________________ 

 

Case Manager/Therapist: __________________________________________ 

Work Phone #____________________________________________________ 

 

5.  Crisis Precipitants.  The following may cause me to experience a mental health crisis: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

6.  Protective Factors. The following may help me avoid a mental health crisis: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

7.  Response to Hospital.  I usually respond to the hospital as follows:   

_______________________________________________________________________________________

_______________________________________________________________________________________
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_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

8.  Preferences for Staff Interactions.   

A. Staff of the hospital or crisis unit can help me by doing the following: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

B. Staff can minimize use of restraint and seclusion by doing the following:  

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

9.  I give permission for the following people to visit me in the hospital:  

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

____________________________________________________________________________________ 

 

10.  The following are my preferences about ECT: 
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_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

11.  Other Instructions. 

A. If I am hospitalized, I want the following to be taken care of at my home: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_____________________________________________________________________________ 

 

B.  I understand that the information in this document may be shared by my mental health treatment 

provider and with any other mental health treatment provider who may serve me when necessary to 

provide treatment in accordance with this advance instruction. Other instructions about sharing of 

information are as follows: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 
12. Legal documentation for Advance Directives: 
 
A. Signature of Principal 
 
By signing here, I indicate that I am mentally alert and competent, fully informed as to the contents of this 
document, and understand the full impact of having made this advance instruction for mental health treatment. 

Signature of Principal __________________________ Date _______________ 
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Nature of Witnesses 
I hereby state that the principal is personally known to me, that the principal signed or acknowledged the 
principal’s signature on this advance instruction for mental health treatment in my presence, that the principal 
appears to be of sound mind and not under duress, fraud, or undue influence, and that I am not:  

� The attending physician or mental health service provider or an employee of the physician or mental 
health treatment provider; 

� An owner, operator, or employee of an owner or operator of a health care facility in which the principal 
is a patient or resident; or 

� Related within the third degree to the principal or to the principal’s spouse. 

B. Affirmation of Witnesses 

We affirm that the principal is personally known to us, that the principal signed or acknowledged the principal’s 
signature on this advance instruction for mental health treatment in our presence, that the principal appears to be 
of sound mind and not under duress, fraud, or undue influence, and that neither of us is: A person appointed as 
an attorney-in-fact by this document; The principal’s attending physician or mental health service provider or a 
relative of the physician or provider; The owner, operator, or relative of an owner or operator of a facility in 
which the principal is a patient or resident; or A person related to the principal by blood, marriage, or adoption. 

Witnessed by: 

Witness:____________________________________ Date: _______________ 

Witness:____________________________________ Date: _______________ 

State of Illinois, County of Cook 

C. Certification of Notary Public 

State of Illinois, County of Cook 

I, ______________________ , a Notary Public for the County cited above in the State of Illinois, hereby certify 
that ____________________________ appeared before me and swore or affirmed to me and to the witnesses 
in my presence that this instrument is an advance instruction for mental health treatment, and that he/she 
willingly and voluntarily made and executed it as his/her free act and deed for the purposes expressed in it. 

I further certify that __________________________ and ___________________________ witnesses, 
appeared before me and swore or affirmed that they witnessed _____________________________ sign the 
attached advance instruction for mental health treatment, believing him/her to be of sound mind; and also swore 
that at the time they witnessed the signing they were not (i) the attending physician or mental health treatment 
provider or an employee of the physician or mental health treatment provider and (ii) they were not an owner, 
operator, or employee of an owner or operator of a health care facility in which the principal is a patient or 
resident, and (iii) they were not related within the third degree to the principal or to the principal's spouse. I 
further certify that I am satisfied as to the genuineness and due execution of the instrument. 

This is the ____________ day of _________________, 20___. 

Notary Public 

My Commission expires: 

 



Copyright © 2004 National Center on Domestic Violence, Trauma & Mental Health 

Page 26 
D. Statutory Notices 

Notice to Person Making an Instruction For Mental Health Treatment.  This is an important legal 
document. It creates an instruction for mental health treatment. Before signing this document you should know 
these important facts: This document allows you to make decisions in advance about certain types of mental 
health treatment. The instructions you include in this declaration will be followed if a physician or eligible 
psychologist determines that you are incapable of making and communicating treatment decisions. Otherwise 
you will be considered capable to give or withhold consent for the treatments. Your instructions may be 
overridden if you are being held in accordance with civil commitment law. Under the Health Care Power of 
Attorney you may also appoint a person as your health care agent to make treatment decisions for you if you 
become incapable. You have the right to revoke this document at any time you have not been determined to be 
incapable. YOU MAY NOT REVOKE THIS ADVANCE INSTRUCTION WHEN YOU ARE FOUND 
INCAPABLE BY A PHYSICIAN OR OTHER AUTHORIZED MENTAL HEALTH TREATMENT 
PROVIDER. A revocation is effective when it is communicated to your attending physician or other provider. 
The physician or other provider shall note the revocation in your medical record. To be valid, this advance 
instruction must be signed by two qualified witnesses, personally known to you, who are present when you sign 
or acknowledge your signature. It must also be acknowledged before a notary public. 

Notice to Physician or Other Mental Health Treatment Provider.  Under North Carolina law, a 
person may use this advance instruction to provide consent for future mental health  treatment if the 
person later becomes incapable of making those decisions. Under the Health Care Power of Attorney the 
person may also appoint a health care agent to make mental health treatment decisions for the person when 
incapable. A person is "incapable" when in the opinion of a physician or eligible psychologist the person 
currently lacks sufficient understanding or capacity to make and communicate mental health treatment 
decisions. This document becomes effective upon its proper execution and remains valid unless revoked. 
Upon being presented with this advance instruction, the physician or other provider must make it a part of 
the person's medical record. The attending physician or other mental health treatment provider must act in 
accordance with the statements expressed in the advance instruction when the person is determined to be 
incapable, unless compliance is not consistent with G.S. 122C-74(g). The physician or other mental health 
treatment provider shall promptly notify the principal and, if applicable, the health care agent, and 
document noncompliance with any part of an advance instruction in the principal's medical record. The 
physician or other mental health treatment provider may rely upon the authority of a signed, witnessed, 
dated, and notarized advance instruction, as provided in 755 ILCS 43 Mental Health Treatment 
Preference Declaration Act. 
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Personalized Safety Plan 
  
This is plan can be used for increasing safety and preparing in advance for the possibility of further 

violence. Although victims’ and survivors’ do not have control over their partner’s violence, thinking 

through how to best stay safe and get their children to safety may be helpful. 

 

It may not always be safe for victims and survivors to keep a written safety plan with them. Victims and 

survivors have several options around creating a safety plan, including writing one and keeping it in a safe 

place (at home, with a friend, at a domestic violence program, etc.), writing one and destroying it, and 

discussing one with someone they trust and not writing it down at all. We recommend working with an 

advocate at a domestic violence/sexual assault program who is trained to assist victims and survivors of 

interpersonal violence in creating their own, individualized safety plan. 
  

We believe victims and survivors know best what may work for them. The plan below includes some 

ideas that we’ve found often work for victims and survivors, but they may not work for everyone. 

Generally, this safety plan has the women’s partner as the abuser and plans around abuse in that 

relationship. However, interpersonal violence can happen in a variety of relationships. Please adapt the 

plan to fit your situation and feel free to call an advocate to help you create your own personal safety 

plan. 

 

MY IMPORTANT TELEPHONE NUMBERS 

  

Law Enforcement:  911 or _________________ (Emergency number in my community) and  

__________________ (non-Emergency). 

Domestic Violence/Sexual Assault Program/Safe Home: ________________________________. 

District Attorney’s/Prosecutor’s Office ______________. 

  

SAFETY DURING AN ASSAULT 

  

People cannot always avoid violent incidents from others, but they can do a number of things to increase 

their safety during violent incidents.  

  

I can do some or all of the following: 

  

1. If I decide to leave, I can get out of the house by  _____________________. 

(Practice how to get out safely. What doors or windows will you use?) 

  

2. I can go to _____________________. 

(Decide this even if you don’t think there will be a next time.)  

  

3. In order to be able to leave quickly, I can keep my purse/bag and vehicle key ready by putting them 

___________________. 

 

4.  I can tell ______________________ (neighbors) about the violence and ask them to call the police if 

they hear suspicious noises coming from the house. 

  

5.  I can teach my children how to use the phone or radio to contact the police and to get help in an 

emergency. 

  



Personalized Safety Plan 
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6.  I can use _________________ as my code word with my children and/or friends when I am in danger, 

so they will call for help. 

  

7.  When I expect an argument, I can try to move to ______________________, a space near an outside 

door that has no guns, knives, or other weapons (usually bathrooms, garages and kitchen areas are 

dangerous places).   

  

8.  I can use my judgment and intuition.  If the situation is very serious, I can give my partner what he/she 

wants to calm him down. I can do what I can to protect myself until I am out of danger. 

  

9.  I can call the police when it is safe, and I can apply for a protective order from the court. 

  

SAFETY WHEN PREPARING TO LEAVE 

  

Leaving must be done with a careful plan to increase safety. Abusers often strike back when they believe 

their partner is leaving the relationship. 

  

I can do some or all of the following: 

  

1. So I can leave quickly, I can leave money, an extra set of keys, extra clothing and important documents 

with   ________________________________. 

  

2.  I can open a savings account to increase my independence. 

  

3.  I can check with ________________ and ___________________ to see who would be able to let me 

stay with them or lend me some money. 

  

4.  The National Domestic Violence hotline number is 1-800-478-2316.  By calling this free hotline, I can 

get the number of a shelter near me. The domestic violence shelter that is closest to me is: 

___________________ and their number is __________________. 

  

5.  I can rehearse my escape plan and, as appropriate, practice it with my children. 

  

6.  Other things I can do to increase my independence: ____________________ 

__________________________________________________________________ 

 

Checklist – What you may want to take with you, if it is safe to do so: 

  

 Form(s) of Identification (State ID, Driver’s License, Passport, etc.)  

 Driver’s license/vehicle registration 

 Social Security Cards (for self and children) 

 Birth and marriage certificates (for self and children) 

 Keys (house/car/work) 

Address book or list of contact information 

 Money 

 Credit cards 

 Checkbook, ATM card, and other bank books 

 Medications (for self and children) 
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 Welfare identification  

 Work permit 

 School and vaccination records 

 Divorce papers 

 Copy of protective order 

 Pets (if you can) 

 Jewelry 

 Photo Album 

 Children’s special blanket, doll, or stuffed animal 

  

SAFETY IN MY HOME 
  

There are many things that a person can do to increase safety in her/his home. It may be impossible to do 

everything at once, but safety measures can be added step by step. 

  

1.  I can inform ___________________ that my partner no longer resides with me and they should call 

the police if he/she is seen at my residence. 

  

2.  I can change the locks on my doors and windows as soon as possible. 

  

3.  I can replace wooden doors with steel/metal doors. 

  

4.  I can install security systems including additional locks, window bars, poles to wedge against doors, an 

electronic system, etc. 

  

5.  I can purchase rope ladders to be used for escape from second floor windows. 

  

6. I can install smoke detectors and purchase fire extinguishers for my home. 

  

7.  I can install an outside lighting system that lights up when a person is coming close to my house. 

  

8.  I can teach my children how to use the telephone, in case my partner takes them, to call me and: 

________________________________. (friend/advocate/minister/other) 

  

9. I can tell people who take care of my children which people have permission to pick up my children 

and that my partner does not have permission. The people I will inform about this are: 

_________________________ (school) 

_______________________   (day care) 

______________________   (babysitter) 

_________________________ (teacher) 

__________________________ (others) 

  

SAFETY WITH A PROTECTIVE ORDER 

  

Protective orders are available from the court. An advocate is available at the nearest domestic 

violence/sexual assault program to help you apply for one. Some abusive partners obey protective orders, 

some do not. Sometimes protective orders escalate the violence the abusive partner uses when they learn 

that an order has been granted. You know your situation best and can make decisions about protective 
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orders in a way that will be meaningful for you and your children. You can always talk to an advocate 

about your concerns with applying for a protective order.  

  

If I obtain a protective order, I understand that I may need to ask the police and the courts to enforce my 

protective order. I can do some or all of the following to increase my safety: 

  

1.  I can keep a copy of my protective order with me at all times.  

  

2.  I can check with my local police department to make sure my protective order is on record with them. 

If not, I will give a copy of my protective order to them. I will also give a copy of my protective order to 

police departments in the community where I work and in those communities where I usually visit family 

or friends. 

  

  

3.  I can tell my employer, my domestic violence program advocate, my minister, my closest friend, and 

________________ that I have a protective order in effect. 

  

4. If my partner destroys my protective order, I can get another copy from the courthouse by calling 

______________________ (local courthouse). 

  

5. If my partner violates the protective order, I can call the police and report a violation. I can also call an 

attorney, call an advocate at a domestic violence program, and/or advise the court of the violation. 

  

SAFETY ON THE JOB AND IN PUBLIC 

  

Each victim and survivor must decide for herself/himself if and when to tell others about the violence. 

Friends, family and co-workers can help to protect her/him, and s/he needs to consider carefully who to 

ask for help.  

  

I can do any or all of the following: 

  

1.  I can tell my boss, the security supervisor, and ___________________ at work of my situation. 

  

2.  I can ask _____________________ to help screen my telephone calls at work. 

 

3.  When I leave work, I can walk with _______________________ to my car or the bus stop.  I can park 

my car where I will feel safest getting in and out of the car.     

  

4.  When traveling home if problems occur, I can  ______________________. 

  

5. I can use different grocery stores, shopping malls, and banks to shop and do business at hours that are 

different from those I used when residing with my partner. 

  

6. I can also 

___________________________________________________________________________________. 

  

SAFETY AND DRUG OR ALCOHOL USE 

  

Many people use alcohol and drugs. Using illegal drugs and abusing alcohol can be very hard on a victim 

or survivor physically and emotionally. It may hurt their relationship with their children and put them at a 
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disadvantage in court. Beyond this, the use of alcohol or other drugs can reduce a person’s awareness and 

ability to act quickly to protect herself/himself from their abusive partner. Therefore, in the context of 

drug or alcohol use, a person needs to make specific plans.   

  

If drug or alcohol use has occurred in my relationship with my partner, I can enhance my safety by doing 

some or all of the following: 

  

1.  If I am going to use alcohol and/or drugs, I can do so in a safe place and with people who understand 

the risk of violence and are committed to my safety.   

  

2. If my partner is using, I can  ________________________________. 

  

3. To safeguard my children, I can ________________________________. 

  

4. I can call a substance abuse professional about my concerns at: ______________________. 

 

5. I can also   

____________________________________________________________________________________. 

  

SAFETY AND MY EMOTIONAL HEALTH 

  

The experience of being abused and verbally degraded by partners is exhausting and emotionally 

draining. The process of building a new life takes great courage and energy. 

  

To conserve my emotional energy and to avoid hard emotional times, I can do some of the following: 

  

1. If I feel down and ready to return to a potentially abusive situation, I can 

________________________________. 

  

2. When I have to communicate with my partner in person or by telephone, I can 

________________________________. 

  

3. I can use, “I can” statements with myself and be assertive with others. 

  

4.  I can tell myself ________________ whenever I feel others are trying to control or abuse me. 

  

5.  I can read _____________________ to help me feel stronger. 

  

6. I can call ___________, __________, and ______________ as other resources to be of support to me. 

  

7.  I can attend workshops and support groups at the domestic violence program or 

___________________ to gain support and strengthen my relationships with other people. 

  

8.  Other things I can do to help me feel stronger are: ______________________ 

_________________________________________________________________. 

  

SAFETY AND  TECHNOLOGY 

  

Technology can assist me in achieving help and safety. However, it is also important to consider how 

technology might be misused.  I trust my instincts. If I suspect that my phone, computer, email or other 
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activities are being monitored, I can do some or all of the following: 

  

1. If I suspect my partner is monitoring me, I can contact an advocate or law enforcement at 

____________________. 

  

2. Computers keep records of users’ actions. If I need to use a computer or the internet to look for help or 

make plans to leave, I can use a safer computer that my partner does not have access to. It may be at a 

friend’s house, library, or café. A safer computer I can use is: ____________________________. 

  

3. If I suspect my email is being monitored, I can open an account through a free web based company 

such as yahoo or gmail that I do not read on a computer my partner has access to. I can create a safer 

account name that is anonymous and does not include my real name.  

  

4. I can change my passwords and pin numbers frequently. 

  

5. Cordless phones use radio waves to transmit sounds, and therefore conversations can be intercepted by 

other cordless devices, radios, and radio scanners. Phones with wires are generally safer, but they may 

also be tapped. A safe phone for me to use when discussing my escape plans, safety plans, or speaking 

with an advocate is________________________. 

  

6. Digital cell phone calls may be intercepted by law enforcement. If my abuser has access to these tools, 

or if he/she has access to my cell phone records, a safe phone I can use is__________________________. 

  

7. Cell phones may be programmed to track someone’s location through Global Positioning System 

(GPS) Chips. If I think I am being tracked, I can call law enforcement. I can also turn off my cell phone 

or leave it behind when this is safe. 

  

8. Often domestic violence programs have donated cell phones for emergency calls. A place where I can 

get a used or donated cell phone is ___________________________. 

  

This section was adapted from safety planning materials prepared by Jody Lown, former Victim-Witness 

Program Coordinator with the State of Alaska, Department of Law. 

  

A note of thanks to Barbara Hart, Esq., Legal Director, Pennsylvania Coalition Against Domestic 

Violence, whose materials on safety planning made this safety planning section possible. 

 

  

OTHER IMPORTANT NUMBERS 

  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________ 
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Alliances with local 
mental health providers 

can help to expand the 
mental health options 

available to survivors in 
your programs.  

CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 
 
Tips for Discussing a Mental Health Referral with DV Survivors 

 
Many survivors of domestic violence first come to DV programs in a state of 

emotional distress. Tears, sleeplessness, jumpy feelings, racing thoughts, 
exhaustion, and anxiety are quite common. For some survivors, these responses 
begin to fade away as they experience calm, consistency, and support in the 

context of a walk-in or shelter DV program. For other survivors, additional 
resources or supports, including mental health services, may be helpful.  

 
Do Your Homework First… 
 

1. Be familiar with mental health resources in your community.  
 

“We have worked with this group of therapists. We believe that they really 
understand domestic violence.” 

 

Depending on your community, mental health services may be provided by private 
mental health centers, by people in private practice who work in their own offices or 

groups, or in your local community mental health center. Your city, county, or state 
government website may have listings under mental 
health services. It can be very helpful to know about 

local services before the moment when you are 
discussing a referral with a survivor. Being able to 

describe the location or even to say that you have 
met some of the local providers can reassure a 

survivor that you are not just pushing her away. Be 
sure to know which services are trauma informed, 
culturally relevant, and LGBTQI friendly.  

 
2. Have information about costs and funding.  
 

“We can help you apply for low-cost mental health services.” 
 

Cost can be an enormous barrier to accessing mental health services, particularly 
as funding for these services continues to be reduced. Depending on how a survivor 

is paying for mental health services, she may not be able to choose which mental 
health provider to see, and not every mental health professional will be experienced 
at understanding and responding to survivors of domestic violence. Even for 

survivors with health insurance, finding quality care may be a challenge. This 
makes it especially important to explore how survivors can have a choice of 

providers to get the care they need.   
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 

 

Forming alliances with local mental health providers (through cross-training, local 
task forces, and other collaboration-building efforts) can help to expand the mental 
health options available to survivors in your programs. For example, some 

programs have been successful in establishing partnerships with trauma-informed 
therapists at reduced fees. The Substance Abuse and Mental Health Services 

Agency (SAMHSA) has compiled an information sheet on how people can pay for 
mental health services.* Private insurance often covers mental health care, and new 
legislation requires “parity” between medical and mental health care coverage. 

Community mental health centers may be funded by state and local dollars to 
provide care to people who cannot otherwise access it. Other resources include 

pastoral counseling, self-help groups, and sliding fee scales in private and non-
profit mental health clinics.   
 

…Then Discuss a Mental Health Referral. 
 

3. Respect a survivor’s decisions about whether and when to receive 
mental health services.  

 

“What kinds of supports have helped you in the past?” 
 

Explore with each survivor what and whom she finds helpful and support her in 
using her support system (or building a support system). Remember that people 
may have had negative or traumatic experiences with the mental health system 

and/or may prefer, for many reasons, to manage their lives without the 
involvement of mental health professionals, therapy, or medication. In addition, 

given that there can be limited access to mental health services, it is critical to 
support survivors in developing and accessing supports outside of professional 

mental health care.  
 
4. Link the referral to what a survivor wants for herself. 
 

“You’ve told me it bothers you that your thoughts are 

 racing and that you can’t sleep.” 
 

Most often you will have an idea of what a survivor wants for herself and her 

children. If you do not know, ask. A referral for mental health services should be 

like any other health referralan offer to assist a person in finding the help that 
she wants. Advocates should not suggest that a survivor go in order to receive 

medication or specific services. Instead, focus on what is troubling her and let her 

                                                 
*SAMHSA, Center for Behavioral Health Statistics and Quality. (July 7, 2011). The NSDUH Report: 

Sources of Payment for Mental Health Treatment for Adults, available at: 
http://store.samhsa.gov/product/Sources-of-Payment-for-Mental-Health-Treatment-for-

Adults/NSDUH11-0707 
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 

know that mental health services may offer some relief. Do not make mental health 

care a condition of continued support from your program.  
 
5. Make realistic offers.  
 

“It may take us awhile, but let’s see if we can find some help 

 so that things can be easier for you.” 
 
When we see that a survivor is struggling to manage daily life for herself and her 

children, it is tempting to think that seeing a mental health care professional will 
provide her with immediate relief. In fact, it may take time to find the right mental 

health services, and clinics often have waiting lists. Finding the right medication can 
take time as well. Do not promise immediate relief; instead let each survivor know 
how she can continue to work with you on her needs for safety, support, and 

continuity in her life, regardless of whether she also chooses to access mental 
health services. 

 
For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 

info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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*This document is for information gathering purposes only and does not serve as legal advice.  
Please seek legal professionals for more information* 

 

Overview of Confidentiality for DVP & BH providers 

1. HIPAA privacy rules apply between covered entities.  DVPs are generally NOT considered 

covered entities because they are not health plans, health care clearing houses, or health 

providers.  However, generally BH providers DO general fall into the covered entities category 

(to determine if your agency is a covered entity visit 

www.cms.gov/HIPAAGenInfo/Downloads/CoveredEntitycharts.pdf)1 

a. If a covered entity contacts a non-covered entity asking for information we CANNOT 

share without a Release of Information (referrer and referee each need their own).1 

2. HIPAA does permit covered entities ONLY to disclose certain limited portions of survivors’ 

protected health information if there is a risk of domestic violence.  This disclosure can occur 

without the survivors’ knowledge or consent to government authorities, but survivors must be 

informed as soon as possible after the disclosure occurs.  EVEN THOUGH THIS IS 

PERMITTED PLEASE TRY TO DO SO RARELY IF EVER BECAUSE OF TRUST ISSUES 

RELATED TO TRAUMA SERVICES WITH SURVIVIORS.1 

3. Information between DVPs & BH providers can only occur if there is a Release of Information 

from the survivor.  Each agency needs to have their own release to talk to the partner agency.2 

4. Releases of Information should contain the following: 

a. Description of what information can be shared: try to keep that information to a minimum 

per Violence Against Women Act (VAWA) standards1,2 

b. Expiration date1,2 

c. Contact persons at both agencies (referrer and referee) 

5. Consider having the survivor call the referee with the referrer contact person in the room 

providing support.  If this is done early enough in the intake process, then the survivor can share 

her/his/their story once to both agencies at the same time. 

6. If you’re just trying to problem solve a situation with the partner agency, then do so without 

using a survivor’s name or identifying details.  Paint a general description for the partner agency 

and see what choices/resources are available without involving the survivor yet. 

1National Network to End Domestic Violence 2011, FAQ about U.S. Federal Laws and Confidentially for Survivors 

2Virginia Department of Criminal Justice Services 2006, Confidentiality Provisions 
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    Frequently Asked Questions about 
U.S. Federal Laws & Confidentiality for Survivors 

The Confidentiality Institute & the Safety Net Project at the  
National Network to End Domestic Violence 

 
What this is:  
This piece addresses common confidentiality questions about several U.S. federal laws that may 
impact victims of domestic violence, dating violence, sexual assault, and stalking. It highlights key 
confidentiality and privacy provisions in 2005 reauthorization of the Violence Against Women and 
Department of Justice Reauthorization Act (VAWA)1 and the 2010 reauthorization of the Family 
Violence Prevention Services Act (FVPSA)2. With VAWA confidentiality provisions in mind, it also 
answers questions regarding the following U.S. federal laws: The Jeanne Clery Disclosure of Campus 
Security Policy and Campus Crime Statistics (Clery)3, the Health Insurance Portability and 
Accountability Act (HIPAA)4, and, the Family Educational Rights and Privacy Act (FERPA)5.  

 
In analyzing the meaning and application of the confidentiality and privacy provisions of VAWA, the 
purpose of the statute (to protect adult, youth, and child victims of domestic violence, dating 
violence, sexual assault, or stalking and their families) must be kept at the forefront.  
 
In general, these answers are intended for victim advocates employed by nonprofit or community‐
based agencies. Additionally, it is important that other partner agencies and professionals involved in 
collocated and coordinated community responses understand these answers. If you request 
information from another individual or agency, you want to be sure that any information you receive 
has been obtained properly. Many entities, including nonprofit advocates, must abide by strict legal 
confidentiality and privacy provisions when considering requests for information.  
 

What this is not:  
Confidentiality and privilege laws vary from state to state, as do other laws that may be impacted by 
VAWA legislation. The National Network to End Domestic Violence (NNEDV) is not an expert on 
individual state laws and does not provide legal advice to VAWA grantees. The analysis below is not 
intended to be a substitute for local, legal advice from an attorney who is familiar with a particular 
jurisdiction’s laws related to confidentiality and privilege of victim/victim advocate relationships.  
 
Most significantly, the users of this piece should keep in mind that many situations are unique. These 
questions and answers are not to be taken as definitive answers to every circumstance that might 
arise for a victim or a domestic violence or sexual assault agency in regard to confidentiality and 
privacy. They are general guidance in how to think about the issues. If you have specific questions or 
situations that you wish to discuss further, please contact NNEDV’s Safety Net Project by phone: 202‐
543‐5566 or email: tcip[at]nnedv.org. 
 
This project was supported by Grant No. 2007‐TA‐AX‐K012 awarded by the Office on Violence Against Women, U.S. 
Department of Justice. The opinions, findings, conclusions, and recommendations expressed in this publication/program/ 
exhibition are those of the author(s) and do not necessarily reflect the views of the Department of Justice, Office on 
Violence Against Women. 
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VAWA 2005 
 
1.  Q:  What is VAWA? 

A:  Initially passed in 1994, the Violence Against Women Act (VAWA) was the first U.S. federal 
legislation to acknowledge domestic violence and sexual assault as crimes. It provides federal 
resources to enhance investigation, prosecution, and community‐coordinated responses. 
Reauthorized in 2000 and 2005, VAWA is administered by the U.S. Department of Justice’s Office on 
Violence Against Women. VAWA 2005 reauthorized existing programs to combat domestic violence, 
sexual assault, dating violence and stalking, and created new programs and provisions to address the 
emerging needs of victims and communities. 

 
2.   Q: What confidentiality protections are provided by VAWA? 
  A: VAWA Section 3, 42 USC §13925(b)(2)(2008)6 became effective in 2006, and has a universal 
grant condition that requires VAWA grantees and subgrantees to maintain the confidentiality of 
personally identifying victim information. This condition protects the confidentiality of anyone who 
requests or receives services from a domestic violence, sexual assault, dating violence or stalking 
program that receives VAWA funds.  Failure to follow the VAWA universal grant conditions regarding 
victim confidentiality and privacy could result in a loss of funding.  VAWA prohibits disclosure of 
personally identifying information or individual information collected in connection with services 
requested, utilized, or denied through grantees’ and subgrantees’ programs unless the program gets 
the informed, written, reasonably time‐limited consent of the individual.  For more information about 
VAWA provisions regarding consent for releases of information, please see our pieces, Survivor 
Confidentiality and Privacy: Releases & Waivers At‐A‐Glance and FAQ’s on Survivor Confidentiality 
Releases.  
 
3.    Q: VAWA has an exception for statutory or court mandates.  What does that mean? 

A:  VAWA grantees and subgrantees are prohibited from disclosing any personally identifying 
information unless compelled by statutory or court mandate. These mandates are the only 
exceptions to the VAWA confidentiality provision and the statute or court order must specifically 
address confidentiality in order to constitute an exception.  

 
Statutory mandates can differ greatly from state to state because the statutory exception must be 
written into the state’s or territory’s law. The most common statutorily mandated exception is the 
mandatory reporting of suspected child abuse or neglect, which may be found in many states’ laws.  
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If a statutory mandate such as a mandatory reporting law compels a release of certain information, 
your agency or collaboration still needs to have a clear understanding of who must report, when they 
must report, what they report, and, who they must report to. Grantees need to limit the information 
released to the minimum required to fulfill your legal obligation, take steps to protect the privacy and 
safety of those impacted by the disclosure, and, attempt to notify the victim of the disclosure. 
 
Court mandates are specific orders given by a court of law. For example, in a state where victim 
advocate confidentiality is not absolute, a domestic violence program could make a motion to quash 
a subpoena for their records, and the court could decide to deny the motion to quash and order a 
domestic violence program to release specific records. For more information about your individual 
state’s victim advocate confidentiality provisions, see our Summary of U.S. State Laws Related to 
Advocate Confidentiality. 
 
4.  Q:  Is a subpoena for records a court mandated exception?   
  A:  Generally not.  In the vast majority of U.S. states, a subpoena is not a court order.  Best 
practice in every state is to ask the court to quash (invalidate) any subpoena that asks for a program’s 
records.  Responding to subpoenas can raise unique questions. For help in responding to subpoenas, 
programs should contact a local attorney with knowledge about U.S. federal VAWA and state laws 
regarding confidentiality.  Programs may also contact NNEDV’s Safety Net Project for resources to 
address subpoenas.  See also, question 54 “What should our DV/SA program do if we get a subpoena” 
in our piece: FAQ’s on Survivor Confidentiality Releases. 
 

FVPSA and Confidentiality 
 
5.    Q: What is FVPSA? 
  A: First authorized in 1984, the Family Violence Prevention and Services Act (FVPSA) is the 
only U.S. federal funding source dedicated directly to domestic violence shelters and services. 
Administered by the U.S. Department of Health and Human Services, FVPSA was reauthorized as part 
of the U.S. Child Abuse Prevention and Treatment Act (CAPTA) through fiscal year 2015 and was 
signed into law on December 20, 2010. 
 
6.  Q:  How does FVPSA confidentiality differ from VAWA confidentiality? 
  A: With the 2010 amendment, the U.S. federal FVPSA confidentiality obligations (42 USC 
§10402) specifically parallel those of VAWA 2005.  FVPSA prohibits their grantees from disclosing, 
revealing or releasing any victim’s confidential or private information without the victim’s informed, 
written and reasonably time‐limited consent. All disclosures are prohibited unless compelled by 
statutory or court mandate. If disclosure of victim information is forced, adequate safety protections 
must be offered. Like VAWA, they include steps such as such as limiting release only to entities with a 
specific need to know, only providing the minimum amount of information necessary, taking steps to 
protect the privacy and safety of those impacted by the disclosure, and, making reasonable attempts 
to notify the victim of the disclosure.  
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Clery Act and VAWA Confidentiality 
 
7.  Q: What is the Clery Act? 
  A:  The Jeanne Clery Disclosure of Campus Security Policy and Campus Crime Statistics Act 
(Clery) 20 USC § 1092(f) requires all colleges and universities that participate in U.S. federal financial 
aid programs to keep and disclose information about crime on and near their respective campuses.  
 
8.   Q:  The Clery Act requires college and university campuses to report crime data, which could 
include domestic violence, dating violence, sexual assault, and stalking.  Does Clery require a campus‐
based victim advocacy agency to report victim information? 
  A:  No. A victim in a college or university community still has the same confidentiality 
protections as someone outside of the campus setting. In terms of confidentiality, the strongest and 
most protective law is what should be followed.  First, Clery does not require victim advocates or 
counselors to report criminal activity or any victim information to college or university officials. 
Second, Clery does not override VAWA/FVPSA confidentiality provisions, so if a campus‐based 
program receives VAWA or FVPSA funds, it is required to follow those federal confidentiality 
provisions. Third, in some states, your state victim advocate confidentiality laws protections may 
apply to campus‐based victim advocacy programs.  
 
9.    Q:  What provisions of Clery should I look at to better understand why non‐security personnel 
are not required to report? 
  A: Even before VAWA provisions specified that personally identifying victim information shall 
not be disclosed, Clery regulations created similar protections.  As clarified by the commentary, 64 
Fed. Reg. at 59063 (Nov. 1, 1999), Clery regulations do not require counselors, pastors, individual 
faculty, physicians, or any other non‐security personnel to report crime statistics. Rape crisis and 
domestic violence counselors, even those paid by the college or university, are not campus security 
authorities and are thus not required to report criminal activity.  By way of comparison, many 
campuses offer students prepaid legal services.  If a student client tells a legal services attorney about 
a criminal act either committed by the student or of which the student is a victim, the legal services 
attorney is under no obligation to violate attorney‐client privilege and reveal that confidential 
communication. Clery neither requires nor encourages breaches of privilege or confidentiality. 
 
10.    Q:  Do campus security authorities have to report personally identifying victim information? 
  A:  No. Even those campus security authorities who are required to report crime statistics are 
prohibited from reporting victim identifying information.  34 CFR 668.46(c)(5).  The commentary on 
the regulations noted that “although reporting a statistic is not likely, of itself, to identify the victim, 
the need to verify the occurrence of the crime and the need for additional information about the 
crime to avoid double counting can lead to identification of the victim.”  64 Fed. Reg. at 59063 (Nov. 
1, 1999).  The 1999 Clery regulations promote victim privacy rights in a way that is consistent with the 
later more specific confidentiality provisions in VAWA 2005, Section 3 and FVPSA 2010. 
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HIPAA and VAWA Confidentiality 
 
11.    Q:  What is HIPAA? 
  A:  The Health Insurance Portability and Accountability Act (HIPAA) is a U.S. federal law 
originally enacted in 1996 with extensive security and privacy regulations, which guides how medical 
providers must handle patients’ protected health information in the context of payment for services. 
HIPAA set out a national minimum standard for privacy of health information; state standards may 
provide more protections.  HIPAA applies to medical records maintained by health care providers, 
health plans, and health clearinghouses, and to the maintenance and transmission of those records.  
The extent of the privacy protection for an individual’s medical information can depend on where the 
records are located and the purpose for which the information was compiled, and whether insurance 
payment is requested for a given medical procedure or service.  See 45 CFR §§ 164.501 to 164.534.   
 
12.    Q:  What is the HIPAA privacy rule? 
  A: The HIPAA privacy rule creates a minimum standard for protection of private, protected 
health information, regardless how that information is maintained (i.e., on paper or electronically)(45 
CFR § 164.520), and describes permitted uses and disclosures, and when consent for disclosure is and 
is not required.  See 45 CFR §§164.506 to 164.514. 
 
13.  Q:  Is our domestic violence or sexual assault victim advocacy agency required to follow 
HIPAA? 
  A:  Generally not.  HIPAA regulations apply to “covered entities”, which are heath plans, 
health care clearinghouses, and health care providers. Domestic violence and sexual assault agencies 
rarely fall into one of those three categories.  If you want to determine whether your agency is a 
covered entity, answer the series of questions on the HHS website, which is: 
http://www.cms.gov/HIPAAGenInfo/Downloads/CoveredEntitycharts.pdf  .   
If you are a covered entity, you will be required to follow the specific HIPAA regulations, so you 
should seek help from an attorney in your community who specializes in health care law to be sure 
you are complying with HIPAA requirements. 
 
14.    Q:  Which is the most protective:  HIPAA, VAWA, or my state law? 
  A:   As between HIPAA and VAWA, both are protective of personal information, but VAWA is 
generally seen as more protective, and having fewer exceptions to confidentiality.  State laws can 
vary, and may be more or less protective than either HIPAA or VAWA.  In any event, advocacy 
programs should follow the most protective confidentiality law that applies to them. 
 
15.  Q:  What are some exceptions to HIPAA confidentiality? 
  A:  HIPAA permits certain limited disclosures of protected health when there is a risk of 
domestic violence, even in some circumstances where the patient does not consent to the disclosure.  
45 CFR § 164.512. The HIPAA privacy rule provides for a permitted disclosure of protected health 
information about an individual whom the provider reasonably believes to be a victim of abuse, 
neglect or domestic violence. 45 CFR §164.512. When a provider makes a permitted disclosure, the 
provider is required to notify the individual of the disclosure unless informing the individual of the 
disclosure would place the individual at risk of serious harm.  See 45 CFR §164.512(c).  Victims of 
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domestic violence who seek medical help are at grave risk if the fact that they sought help is 
revealed.  Although HIPAA permits disclosure of protected health information of a victim of domestic 
violence without her consent in certain, limited circumstances, it does not require it, and advocacy 
agencies can help medical providers understand that they should rarely, if ever, share a victim’s 
protected health information with government authorities unless absolutely required to do so. 
 
16.  Q:  We’ve been hearing a lot of information about electronic health records.  What does that 
mean for victims and confidentiality? 
  A:  HIPAA sets out specific security standards for electronically maintained health information.  
See 45 CFR § 164.302 to § 164.318 (minimum requirements for administrative safeguards, physical 
safeguards, technical safeguards, organizational requirements, and requirements for policies and 
procedures and documentation of electronically maintained protected health information).  Victim 
advocacy programs should be aware of what the HIPAA regulations specifically require so that victim 
information can be as protected as possible. 
 
17.  Q:  We’ve provided substance abuse and mental health services up until now, and now we 
have a VAWA grant.  How can we be sure that we are complying with VAWA? 
  A:  Generally, both VAWA and HIPAA protect private information.  Your agency can comply 
with VAWA confidentiality provisions by never releasing any personally identifying information 
without an informed, written, reasonably time‐limited release from an individual, unless, you are 
subject to a specific state‐law mandated reporting obligation (such as child abuse or neglect 
reporting) or a court order. Our model Client Limited Release of Information Form is available in 
English and Spanish. 
 
18.  Q:  What if the abuser wants access to a child’s medical records under HIPAA? 
  A:  Under federal HIPAA regulations, the personal representative of a minor normally acts on 
behalf of a minor vis a vis medical records.  This means the personal representative (usually the 
parent) has a right to control access to the minor’s health and mental health records.  However, 
health care providers may refuse to treat a parent as a personal representative (and thus refuse to 
provide the parent with access to the minor’s medical records) if the providers have a “reasonable 
belief” that: (a) The minor has been or may be subjected to domestic violence, abuse or neglect by 
the parent, guardian or other giving consent; or (b) Treating such person as the personal 
representative could endanger the minor; and the provider, in the exercise of professional judgment, 
decides that it is not in the best interest of the minor to give the parent, guardian or other such 
representative access.  45 C.F.R. § 164.502(g)(5).  Victim advocacy agencies can provide training to 
medical providers on how to make this type of assessment more safely and accurately. 
 

FERPA and VAWA Confidentiality 
 
19.  Q:  What is FERPA? How does it protect a student’s personal and private information? 
  A:  The Family Educational Rights and Privacy Act (FERPA), 20 U.S.C. § 1232g; 34 CFR Part 99, 
gives students the right to access to their education records, to seek to have those records amended, 
and to have some control over the disclosure of personally identifiable information from the 
education records. These FERPA rights are held by the parents of the student until the student turns 
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18 years old or enters a postsecondary institution7. Under FERPA, educational institutions are  
prohibited from sharing information in a student’s record with any person or institution without the 
student’s written permission, or that of her parent or legal guardian if she is under the age of 18. 20 
USC § 1232g(b); 20 U.S.C. § 1232g(d). Whenever a school receives a request for records, it must 
notify the student, who may then deny or grant access. 
 
20.    Q:   How does FERPA compare to VAWA?   
  A:  FERPA is, in many ways, less protective than VAWA.  Although under FERPA a student’s 
record cannot be shared without written permission of the student or parent or guardian, under 
FERPA, a subpoena is a specific exception to confidentiality. If there is a court‐issued subpoena in a 
civil action, FERPA enables the disclosure of records upon notification to the student. If a school 
receives a court‐issued subpoena in connection with a criminal prosecution, FERPA requires 
disclosure, even without notification to the student. 20 U.S.C. § 1232g(b); 34 C.F.R. § 99.31 (2010). 
 
21.  Q:  Does FERPA apply to the preschool program we offer at our domestic violence agency? 
  A:  Probably not.  FERPA confidentiality requirements are tied to Department of Education 
funding, which would generally not apply to your preschool program.  In any event, VAWA 
confidentiality practices regarding releases (informed, written, and reasonably time‐limited) provide 
best practice for releasing educational information from a preschool program as well. 
 
22.  Q:  If we are required to follow VAWA and we reveal information about a client in violation of 
VAWA, can we be sued and ultimately held liable? 
  A:  Yes.  The agency could be sued by the client or former client, and could be at risk of losing 
VAWA funds if it does not follow VAWA confidentiality protections.  By comparison, HIPAA has a 
specific civil rights cause of action for a violation of its privacy regulations.  On the other hand, FERPA 
does not allow any civil action for damages by the student whose privacy has been violated.  
However, if the violation has not yet occurred but is imminent, a victim may move for a civil 
injunction enjoining the school from sharing information.  
 
 
                                                 
1 U.S. Violence Against Women and Department of Justice Reauthorization Act of 2005 (VAWA 2005), enacted 
as Public Law 109‐162 on January 5, 2006. 
2 U.S. Family Violence Prevention Services Act (FVPSA 2010) reauthorized as part of the U.S. Child Abuse Prevention and 
Treatment Act (CAPTA) and enacted as Public Law 111‐320 on December 20, 2010. 
3 U.S. Jeanne Clery Disclosure of Campus Security Policy and Campus Crime Statistics Act (Clery), codified at 20 
U.S.C. § 1092(f), with implementing regulations at 34 C.F.R. 668.46. 

4 U.S. Health Insurance Portability and Accountability Act (HIPPA) originally enacted in 1996 as Public Law 104‐191. 
5 U.S. Family Educational Rights and Privacy Act (FERPA), 20 U.S.C. § 1232g; 34 C.F.R. Part 99. 
6 42 U.S.C. § 13925 Definitions and grant provisions [http://www.ovw.usdoj.gov/docs/overarching_definitions.pdf] 
7 U.S. Department of Education. “Frequently Asked Questions about FERPA” 
[http://www2.ed.gov/policy/gen/guid/fpco/faq.html] Last modified July 14, 2005.  
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Linkages Work Plan Template 

 

 

 

 
 

County:  

Contact Person:  

Phone:  

Email:  

Date:  

 

 

Instructions:  This customizable template provides a structure for you to create a Work Plan for a 12-
month planning horizon.  

 Begin by filling out the table above to record who will be your point person. This person will be 
contacted for updates or feedback about the Work Plan. 

 Below in Step #2, you’ll see 12 potential topic areas organized into 3 categories of planning. As 
you consider which topic areas are most relevant for your county to focus on this year, consult 
with your Linkages Implementation Team and use the guidance in the Linkages Toolkit 
(Assessment & Planning Toolkit). 

 In Step #4, you’ll be customizing the template to meet your needs. For each topic area you 
choose in Step #2, you’ll copy & past a table to fill in with information about implementation 
objectives, action steps and the like. Consider the template a baseline structure from which you 
can build a work plan to suit your unique needs. 

 If your Implementation Team has questions about completing your Work Plan, email Danna 
Fabella: danna.fabella@cfpic.org. 

 

 

Step #1 – Identify the overall result your County wants to accomplish through coordination of 
CalWORKs and Child Welfare Services over the next 12 months. Write this result as your Linkages 
Goal into the blank cell below. 

LINKAGES GOAL for the next 12 months 

      
 
 
 

 

 

 



Linkages Work Plan Template 

 

 

 

 

Step #2 – Build your work plan using the following Work Plan Topic Areas. Check as many boxes as 
needed to meet your Linkages Goal for this year. Type additional Topic Areas into the Other cell. 

WORK PLAN TOPIC AREAS 

Program Expansion 
or Renewal ↓ 

Practice 
Development ↓ 

Administration ↓ 

 Strategic Direction  Client Identification  Project Management 

 Target Population  Information Sharing  Staff Training 

 Infrastructure of Coordination  Coordinated Case Planning Protocols  Funding 

 Communication  Confidentiality  Outcomes Evaluation 

 Other:        Other:        Other:       

 

Step #3 – For each Work Plan Topic Area selected in Step #2, fill out the information in a table like the 
one below. The rest of your Work Plan will consist of a series of these tables, each for a different Work 
Plan Topic Area. Please record your information into the blank cells as indicated: First, record the name 
of the topic area in the top cell. Next, type in the implementation objective and expected target date.  
Finally, fill in the action steps, including the individuals or teams responsible for completing each step 
and the due dates.  

Work Plan Topic Area:   

Implementation Objective:  
A year from now, what has been 
accomplished in this topic area? 

 

Target Date: 
 to complete the Implementation 

Objective 
 

What are the Action Steps to be taken? List below 
Who is 
Assigned?  

Due 
Date 

1.              

2.    

3.    

4.    



Linkages Work Plan Template 

 

 

 

5.    

 

Step #4:  Copy & paste the table below for each Work Plan Topic Area you chose in Step #2. Complete 
each table. 

Work Plan Topic Area:   

Implementation Objective:  
A year from now, what has been 
accomplished in this topic area? 

 

Target Date: 
 to complete the Implementation 

Objective 
 

What are the Action Steps to be taken? List below 
Who is 
Assigned?  

Due 
Date 

1.              

2.    

3.    

4.    

5.    
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Safety Planning with Survivors of Domestic Violence 

Updated May 2016 
 
Your role as a chemical dependency (CD) or mental health (MH) professional is to assist survivors with 
their immediate safety planning needs and to help them connect to domestic violence (DV) advocacy 
organizations for further safety planning support.  Let survivors know that you are concerned for their 
safety and that DV can be very dangerous – emotionally, physically and sexually.  Tell them you can help 
them assess their safety risks and resources and strategize for how they can respond. 
 
Keep in mind: 

 Safety planning must be an active process and an ongoing discussion, not just a checklist or a 
form.  Since a survivor’s circumstances, risks and resources can change over time, it is important 
to periodically check back in with survivors about their plans for safety. 

 Leaving an abuser can result in an escalation of violence.  Abusers may try to coerce their 
partners into reconciliation or retaliate against them for the perceived rejection, abandonment 
or injustice.  While research indicates that ultimately survivors can best achieve safety and 
freedom apart from their abusive partners, leaving is not always going to be a survivor’s goal or 
the safest option in the short-term. 

 As with other decision-making processes, safety planning should utilize the survivor’s 
knowledge of her situation and prioritize her self-determination and autonomy. 

 
Safety planning is about three easy-to-remember “Rs”: Assessing RISKS, Identifying RESOURCES and 
Strategizing RESPONSES: 
 

Assessing RISKS 
You can help survivors assess their risks by asking questions about what has happened to them and 
what they think might happen to them in the immediate future, such as: 

 What do you need now to be safe? 

 Have you ever left or defied your partner before?  What happened? 

 How d you know when your situation is becoming more dangerous? 

 How would your partner react if you…? 

 Does your extended family know about the violence? What has been their response? 

 What factors, other than your partner, contribute to the abuse in your relationship or make it 
hard for you to stay emotionally, physically or sexually safe? 

 What pressures are you under to stay in the relationship? 
 
Do not jump to conclusions about what particular behaviors might mean.  Ask survivors what the 
behaviors mean to them.  Something that sounds inconsequential to you might be a huge red flag to the 
survivor. 
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Identifying RESOURCES 
After you have discussed risks faced by survivors, it can be helpful to assess their available resources and 
to focus on their strengths.  Ask the following questions to identify potential strengths and resources 
available to the survivor: 

 Who in your life is an ally to you? 

 What support is available to you? 

 What has worked to keep you safe in the past? 

 What have you tried/what has worked in the past to protect you and your children? 

 Have the police ever been called?  Did that help? 

 Have you ever used a DV services program?  What happened? 

 What resources do you have (economically, culturally, spiritually, etc.) that can enhance your 
emotional, physical and sexual safety? 

 Do you feel that a _______ (e.g., shelter, protection order, etc.) would be helpful to you and 
your children? 

o If yes, ask, “Do you want to use these options now?” 
o If no, ask,”What other ideas to you have about ways to keep you and your children 

safe?” (For example, can they stay temporarily with relatives or friends?) 
 
You may also be able to share information about community resources of which you are aware that 
might address needs of the survivor. 
 

Strategizing RESPONSES 
Account for the fact that levels of danger may increase in the future if the abuse in the relationship 
escalates.  If they have concerns for their safety in the future, would they: 

 Call 911? 

 Call a DV helpline? 

 Try to leave? 

 Seek help from friends, family, neighbors, spiritual leaders, etc.? 
 
Remember that survivors may be facing risks in multiple places or life spheres.  A set of safety strategies 
that might work well in a home environment may need to be modified at the survivor’s workplace or 
school, for example.  The more comprehensive and tailored a safety plan, the better a survivor will be 
able to respond to danger. 
 
For survivors of DV with MH and/or CD concerns, safety planning should include considerations for the 
escalation of MH symptoms, CD relapse prevention or other scenarios where their MH or CD concerns 
might affect their safety or vice versa. 
 
 

Remember that, in addition to referring the survivor to a DV agency for further 
resources, you can also call to get safety planning ideas, consultation and support.  
Call the Washington State DV Hotline at 800-799-7233 or, better yet, establish a 
relationship with your local DV agency. 
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Six Essential Strategies for Clinicians Working with Domestic Violence Survivors 

Updated May 2016 
 

ASK – Screen for Domestic Violence (DV) 
o DV often is an underreported and unrecognized crime.  DV screening should be routinely 

administered with each family. The practice of routine DV screening not only increases the 
likelihood of DV being reported, but it also increases the likelihood that providers will be 
able to identify DV when it is disclosed.  

o Some potential screening questions: 

 “Have you been hit, kicked, punched, or otherwise hurt by someone within the past 
year?  If so, by whom?” 

 “Do you feel safe in your current relationship?”  

 “Is there a partner from a previous relationship who is making you feel unsafe 
now?” 

 “Have you ever felt controlled or isolated by a current or past partner?” 
 
ACKNOWLEDGE – Make the survivor feel comfortable and validate their experiences 

o It can very difficult for a DV survivor to make disclosures about the abuse they are 
experiencing. It is important that survivors be made to feel comfortable and supported 
when disclosing their sensitive information. It is also important to validate their experiences. 
Support and concern can be expressed to survivors with the following statements: 

  “I am concerned about your safety and well-being.” 

 “I imagine this situation must be very difficult for you.” 

 “Thank you for telling me.” 
 
ASSESS – Explore immediate physical safety and options for longer-term planning 

o Safety planning is an ongoing process of brainstorming in which the survivor and 
professional work together to reduce barriers to safety and stability.  You can start a 
conversation about safety planning with the following simple questions: 

 What do you do now to keep safe?  What do you need now to be safe? 

 What worked to keep you safe when you left or defied your partner before? 

 How would they react if you (called 911, went to your mom’s, etc)…? 
o There are a number of evidenced-based risk assessment tools, including the Danger 

Assessment, available at www.dangerassessment.org. 
 

REFER & CONSULT – To and with local domestic violence advocacy programs 
o Support and services are available to your clients at community-based domestic violence 

agencies around the clock; their extensive range of services is free and confidential.  
Survivors who are victims of DV crimes may have a systems-based domestic violence 
advocate assigned through the court; they have different confidentiality laws, but can be 
invaluable in helping your clients through what can often be a very confusing and 
overwhelming legal situation. 

http://www.endgv.org/
http://www.endgv.org
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o You can help your clients by initiating a call to a DV agency.  The advocate will want to talk 
with the survivor directly at some point and may not be able to share information back with 
you. 

o Your colleagues at domestic violence agencies are also available as resources to you; you 
can call to consult on safety issues, domestic violence education or community resources.   

 
ASSURE & FOLLOW UP – Provide ongoing emotional support and follow up with the survivor 
about referrals 

o There are barriers to information sharing with DV advocates, and you may not be able to 
talk with them freely about shared clients.  Explore Releases of Information if appropriate. 

 
DOCUMENT – Keep confidentiality in mind 

o Mental health records and diagnoses are often used against survivors in legal or child 
custody settings.  Consider the potential effect of your records were they to be released 
when documenting your work with survivors of DV. 
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Introduction 
 
This guide is intended to assist sexual and domestic violence direct service organizations in 
Virginia that wish to better serve lesbian, gay, bisexual, transgender, and queer (LGBTQ) 
victims of violence.  
There are two major sections to this guide: 
1. Model Policies 
2. Best Practices 
Based on a review of available literature and examples from the field, combined with an 
understanding of issues of particular concern to providers and survivors in Virginia, as well as 
available resources, the Virginia Anti-Violence Project (VAVP) recommends a process within 
domestic and sexual violence organizations that follows these steps: 

• Agency self-assessment. 

• Appropriate and timely collaboration with external resource agencies. 

• Implementation of policies and procedures as appropriate, including cultural competency 
training throughout the agency. 

• Continuous learning, evaluation, and improvement. 
 

CustomerDesign
Text Box
This document was created with funding from the Virginia Department of Criminal JusticeServices Grant #10-B5942DV10.



Model Policies for Service Organizations 
As part of the process of making your organization more inclusive of lesbian, gay, bisexual, 
transgender and queer1 (LGBTQ) people, it is essential that non-discrimination and anti-
harassment policies include language specifically addressing sexual orientation2 and gender 
identity3 or expression4.  By promoting an open, accepting environment with both your 
employment and service practices, you affirm your organization’s commitment to serve those 
in need without prejudice. 
 
Non-Discrimination Personnel Policy 
[Organization] is committed to creating an environment that supports equal employment 
opportunity and nondiscrimination for all persons, regardless of race, color, religion, sex, age, 
perceived or actual sexual orientation, gender identity or gender expression, marital status, 
national origin, or disability.  
 
Sexual Orientation and Gender Identity Non-Discrimination Policy for Service Users 
Recognizing that prejudice, discrimination and stereotyping are prevalent through society and 
dedicated to the creation of a safe, secure space for those seeking services with us, it shall 
be the policy of [Organization] to maintain and promote a facility that provides the highest 
quality of services to survivors of sexual and domestic violence regardless of their actual or 
perceived sexual orientation or gender identity.  LGBTQ-identified survivors receiving services 
at [Organization] shall receive fair and equal treatment, without bias, and shall be treated in a 
professional manner. 
Employees, volunteers and other individuals involved in providing services to LGBTQ-
identified survivors shall not discriminate against or harass any survivor in their care and shall 
immediately report any evidence of discrimination, physical or sexual harassment, and verbal 
harassment of any such identified persons to their supervisor.  
Individuals who feel they have been subject to discrimination or harassment should report this 
occurrence to [assigned person].  
[Organization] will take all reasonable steps within its control to meet the diverse needs of all 
survivors seeking services and provide an environment in which all individuals are treated 

                                                
1 Queer: A political and sometimes controversial term that some LGBT people have reclaimed, while others still 
consider it derogatory. Used most frequently by younger LGBT people, activists, and academics, the term can 
refer either to gender identity, sexual orientation, or both and can be used by people of any gender. 
2 Sexual Orientation: The culturally-defined set of meanings through which people describe their sexual 
attractions. Sexual orientation is not static and can shift over time. 
3 Gender Identity: An individual’s internal view of their gender. Their own innermost sense of themselves as a 
gendered being and/or as masculine, feminine, androgynous, etc. This will often influence name and pronoun 
preference. 
4 Gender Expression: Aspects of behavior and outward presentation that may (intentionally or unintentionally) 
communicate gender to others in a given culture or society, including clothing, body language, hairstyles, voice, 
socialization, relationships, career choices, interests, and presence in gendered spaces (restrooms, places of 
worship, etc).  



with respect and dignity, regardless of sexual orientation, gender identity, or gender 
expression.  
 
Transgender Identification and Support Policy 
Employees 

[Organization] recognizes that transgender employees may face additional challenges in the 
workplace.  Affirming our commitment to an inclusive environment, embracive of the diversity 
of our staff, [Organization] seeks to ensure that employees who are currently transitioning or 
who have already undergone gender transitions5 are treated in an equal and respectful 
manner.  Transgender employees are encouraged to dress consistently with their gender 
identity and should be addressed with the pronouns relevant to the gender with which they 
identify.  Additionally, as [Organization] respects all employees’ right to privacy, transgender 
employees shall not be subject to unwanted questions regarding their status, medical history, 
or sexual orientation.  
Service Users 

As part of its commitment to provide services to those in need without discrimination or 
harassment, [Organization] promotes an environment that is accepting and encouraging to 
transgender service users.  Service users identifying as transgender shall receive support and 
accommodation from [Organization] in determining their needs.  Pronouns used and clothing 
provided shall reflect the gender with which the survivor identifies, and confidentiality shall be 
respected in regards to disclosures concerning transgender status, medical history or sexual 
orientation. 
 
Confidentiality and Non-Disclosure Policy 
[Organization] seeks to provide a supportive environment for LGBTQ employees and service 
users by treating with respect those persons who are open about their sexual orientation or 
gender identity.  [Organization] also recognizes that some people might not wish to share this 
information with fellow employees, service users, or others involved in the organization and is 
equally dedicated to respecting the confidentiality of those persons.  Employees, volunteers, 
and other individuals involved in the operation of [Organization] will never reveal sensitive 
information about an individual’s sexual orientation or gender identity without that person’s 
express written consent. Those in violation of this policy will be subject to disciplinary action.  
 
 
These model policies include policies adapted from the National Center for Lesbian Rights, 
http://www.nclrights.org/. 

                                                
5 Gender transition: The process through which a person modifies his or her physical characteristics and/or 
gender expression to be consistent with his or her gender identity. Gender transition may, but does not 
necessarily, include hormone therapy, sex reassignment surgeries and/or other medical or surgical components.  
The process may also include telling one’s family, friends and/or co-workers, and changing one’s name and/or 
gender on legal documents.  As each person’s transition is unique to that individual’s needs, there is no defined 
set of steps which add up to a “complete” transition. 

http://www.nclrights.org/


Best Practices - Recommended Implementation Guidelines for Sexual and 
Domestic Violence Organizations 
This section includes guides to the following subjects. Note that the order of these sections is 
not intended to dictate an order for how your agency will want to implement better practices 
for serving LGBTQ survivors. 

(1) Assessing your agency;  
(2) LGBTQ cultural competency training;  
(3) Collaboration with LGBTQ and ally organizations;  
(4) Working with staff, board members, and volunteers;  
(5) Making your organization a welcoming environment;  
(6) Direct services practices, including advocacy, legal, shelter, and group services;  
(7) Outreach and media; and  
(8) Resources.  

 
1. Assess Your Agency 
The first step for implementing the model policies described above is figuring out where to 
start.  A thorough organizational assessment should be done so you know what is going well 
and where the organization can grow to better serve LGBTQ survivors.  A good assessment 
that will serve your agency well will include ascertaining whether the following building blocks 
are in place for better serving LGBTQ survivors: 

• Support is already established for organizational growth toward improving services.  This 
can include people outside of the organization such as key stakeholders, funders, and 
other allies, and it can include people within the agency, such as coworkers or colleagues.  
Ideally, both the board and the staff should have a commitment to LGBTQ survivors. 

• Involvement of all parties in the process.  One way to ensure this is to have an advisory 
committee formed of staff, board members, volunteers, and survivors. 

• Technical assistance and advice from LGBTQ organizations and from other domestic and 
sexual violence organizations that have gone through a similar process. 

In conducting this review, VAVP recommends that organizations use one or more formal 
assessment tool (see the Resources section of this document for some examples).   
 
2. LGBTQ Cultural Competency Training 
The question is not “Do we need more training?” but “How much more training, and in what 
areas do we need it?”  Even the most culturally competent organizations incorporate on-going 
training around certain topics in order to maintain their competence. 

• Trainings should include an introduction to LGBTQ communities (LGBTQ 101).  Extra time 
should be devoted to understanding the needs of transgender communities and 
individuals, since so many people struggle to understand how they are different from those 
of LGB persons, and because both national and Virginia data show that transgender 



individuals are especially impacted by violence of all kinds. 

• Training must also be conducted on the specific issues of LGBTQ partner abuse and the 
ways that this ties into other forms of violence experienced by LGBTQ persons. 

• Agencies should provide screening training.  Screening is the process by which DV 
providers determine which partner is the abuser and which is the survivor in an abusive 
relationship. 

• Because of the powerful links between oppression and violence, anti-oppression training 
should be an integral part of any sexual or domestic violence service agency’s regular staff 
development curricula.  It is important to provide staff and volunteers the vocabulary, 
conceptual structure, and tools to address situations that arise around issues of 
oppression within the organization, whether the oppression is related to gender identity 
and/or sexual orientation, racial identity, class identity, religious identity or another identity. 

• Screening, LGBTQ 101, and LGBTQ partner abuse training topics should be covered in 
new staff and volunteer training.  This ensures that (a) new personnel begin with a basic 
understanding of these areas of knowledge and (b) sends the message that your 
organization is inclusive of LGBTQ people. 
 

3. Collaborate with LGBTQ and Ally Organizations 
Becoming truly LGBTQ inclusive is a demanding, and rewarding, process that requires input 
from knowledgeable sources.  Collaborating early in the process with an organization that has 
expertise in LGBTQ violence issues is strongly recommended.  VAVP can offer tailored 
technical assistance to organizations in this process.  Seeking out and building partnerships 
with LGBTQ and ally organizations can offer important benefits to sexual and domestic 
violence organizations: 

• Ongoing technical assistance, as noted above, can provide valuable support and address 
challenges and pitfalls. 

• Strong connections to LGBTQ community organizations can be a source of support for 
you in figuring out how to best serve the needs of survivors. 

• Networking with LGBTQ and ally service providers can help you stay informed about other 
services available for LGBTQ clients. 

• Maintaining awareness of current issues relevant to LGBTQ communities, such as 
legislation that may impact LGBTQ survivors’ access to services, can help you understand 
the social and legal framework that survivors must navigate. 

• Good relationships with LGBTQ and ally organizations are a way to create accountability 
to those communities.  These connections can give you the opportunity to find out what 
LGBTQ providers have heard from survivors about your services and your reputation in 
LGBTQ communities.  LGBTQ providers might be able to offer suggestions for changes 
you could make to improve accessibility to community members. 
 

4. Working with Staff, Board Members, and Volunteers 
LGBTQ people who work and volunteer in domestic and sexual violence organizations must 
feel safe to be out in that environment, or they will not be able to contribute to making the 



organization accessible to LGBTQ survivors. 

• The employee handbook and organizational policies should contain anti-discrimination 
policies that include gender identity, gender expression, and sexual orientation, and 
marital status, along with other protected classes.  Further, they should be paired with 
carefully outlined procedures for reporting discrimination and harassment. 

• Standard procedures for hiring should include advertising positions in LGBTQ publications, 
message boards, and listservs.  Job listings should always clearly state that LGBTQ 
persons are encouraged to apply.  During interviews, prospective employees should be 
made aware that your organization works with LGBTQ survivors.  Assess whether 
applicants are comfortable with these sections of the agency’s mission and policies before 
making hiring decisions. 

• Agencies should protect survivors they work with as well as survivors on staff through a 
policy of screening all volunteers, employees, and board members during their interview 
and application process. In addition to this it is important to have a procedure in place to 
describe how your organization will respond if a staff member or volunteer is being 
abusive in the workplace or if allegations of abuse are brought to the agency. 

• Along the same lines, policies addressing how staff should be supported when they report 
they are experiencing abuse outside the workplace can include strategies for offering 
support, planning around safety, and allowing for time off if needed.  Policies should 
include that employees who are survivors should not be coerced to leave their 
relationships in order to keep their jobs. 

• To be fully welcoming to all employees, organizations should have (1) written procedures 
for accommodating transgender health-related concerns, including gender transition in the 
event that an employee transitions from one gender to another and (2) domestic partner-
inclusive employee benefits, including health insurance and family leave policies. 

• Policy and procedure manuals should be easily accessible to all staff and volunteers, and 
executive staff should be ready to respond to questions regarding policies and procedures. 
 

5. Making Your Organization a Welcoming Environment 

• Create and maintain a comprehensive list of local resources for LGBTQ people.  Include 
shelters, medical programs, support groups, legal assistance, hotlines, and any other 
resources that are LGBTQ specific.  Since not all LGBTQ resources are fully trans-
inclusive, be sure to include some trans-specific resources.  You can start by pulling from 
the VAVP Resource and Referral Guide.  Be sure to keep the list updated and listen to 
survivors’ feedback about which programs work well and which do not. 

• Implement a screening process for all those accessing services to determine whether they 
are a survivor or abuser.  This can be an opportunity to build your relationship with the 
survivor, and help to keep them and the rest of your clients safe.  Detailed information 
about how to implement screening in your organization can be provided by VAVP. 

• Agency anti-discrimination and anti-harassment policies must be explicit and be made 
available to both employees and survivors.  Survivors should receive this information in 
their handbook and during their intake into the program, so that they are receiving it both 
orally and in written form.  Information should similarly be available about how and where 



to file a grievance. 

• In order to be effective, program staff must act quickly and fairly to implement policies 
around discrimination and harassment when an incident occurs. 

• Forms must be modified to be inclusive of all genders, as the simple choice of male or 
female does not work for many people.  There are a number of options around how to 
modify forms to be inclusive of transgender and gender non-conforming people.  One such 
option is to have two questions:   

Question One: “Sex assigned at birth:  female,    male” 
Question Two: “Current gender identity (check all that apply):  woman,      man, 

  MTF transgender,      FTM transgender,      genderqueer, 
  other: _______________,      undisclosed”. 

• If your organization requires photo identification, then consider having a space for a 
survivor’s preferred name along with their legal name.  This helps trans people feel more 
welcome as well as many other people who go by a nickname rather than their legal 
name. 

• Bathrooms must be safe and accessible for transgender and gender non-conforming 
people.  There are many ways to accomplish this.  One is to provide single-stall 
bathrooms.  If your program is in a building that has single-stall bathrooms, but not on your 
floor, you can post a sign next to the gendered bathrooms that indicates where single-stall 
bathrooms are located in the building.  There are other options as well! 

• Make LGBTQ books, resources, and pamphlets available to survivors.  Keep LGBTQ 
magazines, newspapers, and service-related brochures in your waiting area.  If you have 
a lending library, ensure that books and movies with LGBTQ topics and/or characters are 
included in the collection. 

• Display LGBTQ-inclusive posters and images in your office or shelter.  There are lots of 
organizations that will send you posters for free or who have posters available online for 
free download. 
 

6. Direct Service Practices:  
Advocacy 
Being an effective advocate for LGBTQ survivors requires competency in working with 
LGBTQ communities.  Following are ways that advocates and others working in direct 
service positions can work with survivors in a respectful way. 

• Use gender-inclusive language in all levels of your work, including on the phone, 
in person, in your forms, and when talking about the survivor and the abuser.  
This shows respect for LGBTQ persons.  Conversely, using the wrong term to 
describe the sexuality or gender of a survivor or their partner can make that 
person feel unsafe, invisible, and unwelcome.  Another way to be respectful is to 
mirror the language that people use for themselves. 

• Consider whether you really need to know how someone identifies their gender.  If 
you are not filling out a form, it may not come up.  It may be more functional to 
simply ask what pronoun the person prefers. 



• Be a shield against homophobia, biphobia, transphobia, and heterosexism.  Know 
how systems such as social services and the courts are affected by these biases.  
Consider making initial advocacy calls to other providers on behalf of the survivor 
in order to serve as a buffer against homophobia, biphobia, transphobia, and 
heterosexism and determine how LGBTQ-inclusive a program is.  Before making 
each call, it is important to check with the survivor about how they would like you 
to address discriminatory comments. 

• Help LGBTQ survivors by preparing them to deal with providers who may have 
biases.  Give them an idea of which programs work better with LGBTQ individuals 
and which do not.  Be available to survivors in case they want your help in 
educating providers about their issues as LGBTQ persons, or if they need your 
support in dealing with a homophobic, biphobic, transphobic, or heterosexist 
situation that arises while interacting with a provider. 

• Interrupt and confront homophobia, biphobia, transphobia, and heterosexism.  
When these kinds of remarks or situations go unaddressed, LGBTQ people and 
their allies can feel hurt, humiliated, angry, embarrassed, or threatened.  
Additionally, the person making the remark or creating the situation gets the 
message that it is acceptable to behave in this way.  These problematic 
comments and actions should be interrupted whether they are coming from 
survivors, from coworkers, or from other providers 
Safety Planning: Special Considerations for LGBTQ Persons 

• LGBTQ survivors and their abusive partners may share the same small 
communities, thus requiring very careful safety planning.  Do the survivor 
and abuser have friends in common?  If yes, then advocates should help the 
survivor consider which friends will be likely to keep information confidential 
and avoid placing the survivor in danger.  Similarly, careful planning should 
be done when a survivor is planning to enter LGBTQ community spaces or 
when accessing LGBTQ services. 

• LGBTQ survivors must take homophobia, biphobia, and transphobia into 
account when deciding whether or not to access medical or mental health 
services, public benefits, law enforcement, or the courts.  The history of 
police brutality and other negative interactions between LGBTQ people and 
service providers make it important to listen to survivors’ feelings and 
concerns during safety planning. 

• Homophobia, biphobia, and transphobia can also mean that a LGBTQ 
survivor either does not have support from family members, their faith 
community, healthcare providers, and others, or that they legitimately fear 
losing support if they are outed to these people.  This means the survivor 
may have fewer resources and require extra safety planning around getting 
needed emotional support. 

Legal 

• Screening to determine whether you are talking to the survivor or the abuser in a 
domestic violence situation is extremely important when referring someone to an 
attorney or when providing legal advocacy.  Limited legal resources available to 
LGBTQ survivors and attorney-client privilege mandates that once lawyers are 



working with one partner, they are then barred from working with the other. 

• Protective orders are a resource in to LGBTQ survivors in Virginia, but may be 
difficult to attain in some parts of the state depending on the jurisdiction.  Legal 
advocacy and court accompaniment can be extremely helpful means of support.  
Further, a domestic violence organization can write a letter of support stating that 
they believe the individual is a survivor of domestic violence or stalking; they can 
corroborate the survivor’s story as well as educate the judge. 

Shelter 

• LGBTQ survivors should be offered sleeping arrangements according to their self-
identified gender and/or their safety needs.  For transgender survivors, this must 
not be determined for them, nor should it be dependant upon physical 
appearance or what surgeries they have had.  During intake, a shelter staff should 
talk to the LGBTQ survivor about their safety concerns and privacy needs.  
Concerns of the survivor can be addressed by providing a bed or room that is 
closer to the night staff.  Staff can offer LGBTQ survivors a single room, but 
should not require it. 

• Keep private information confidential, such as medical information or a client's 
identification as LGBTQ.  This minimizes the risk of discrimination and violence. 
Transgender status is personal health information and is not the concern of other 
people. Staff may not ask for medical specifics of a transgender client’s transition 
outside of what is asked of all clients (i.e. medications that are to be kept at the 
administration counter, specific physical and mental health needs, etc.). 

• Donations for transgender women should include razors and larger sized 
women’s clothing.  Depriving trans women the ability to shave can put them at risk 
for harassment and make them uncomfortable about their appearance.  
Resources should include transgender specific services and programs that take 
transgender women. 

• Donations for gay, bisexual, and transgender men should include gender-
appropriate clothing and toiletry items.  Resources should include services and 
programs that take men as well as some that are specifically for men and/or 
transgender persons. 

• Transgender clients who use hormones must be able to access them while at the 
shelter.  Staff will treat this medication in the same manner as all other 
medication. If the client does not have a prescription, shelter staff will refer them 
to appropriate services. 

• Staff should be aware of and respect the name and pronouns (“he,” “she,” “ze,” or 
other pronouns of the client's choosing) the client would like staff to use, 
regardless of legal documentation. Staff should explain to clients the necessity of 
a legal name being used on forms, with chosen names used by staff and other 
clients appropriately. 

• Ensure safe bathroom and shower options. Staff should discuss the facility’s 
shower and bathroom accommodations with a survivor upon intake.  Transgender 
people should be welcome to use bathrooms and showers that correspond to 
their self-identified gender or the facilities that feel safest for them. Often this can 



include private shower times. However, clients should not be forced to use private 
bathrooms and shower spaces. Other people's discomfort is not a valid reason to 
deny a transgender person access to facilities.  

Group Services 
• Support groups for LGBTQ survivors should be held at confidential times and 

locations.  Confidentiality is particularly important because LGBTQ communities 
are so much smaller, so the time and location of a support group are more likely 
to become known to an unsuspecting friend or community member who could 
pass that information to one of the participant’s abusive partner. 

• Drop-in groups are not suggested since in LGBTQ relationships, it is much more 
likely that the abuser will be the same gender as the survivor, so if a same-gender 
abuser shows up, the facilitator will not immediately be suspicious as they might if 
a man shows up to a straight group for women.  The location and time of a group 
should therefore be given out on a need-to-know basis. 

• Screening is essential to provide safe LGBTQ inclusive support groups.  Since 
LGBTQ abusers can easily pose as survivors and access support groups, they 
can be a real safety problem for both the survivor and the other participants and 
facilitators. 

• Support group guidelines should have clear and strict boundaries about 
confidentiality.  Guidelines should also include your organization’s anti-
discrimination policies around race, class, gender, gender identity, sexuality, 
ethnicity, religion, age, disability, etc.  Oppressive or offensive comments or 
actions in the group setting should be dealt with as soon as possible, and 
preferably within the group.  This sends the message that this is unacceptable 
and supports members of the group who may have been hurt by the comments or 
actions. 

• Consider the accessibility of your group very carefully.  Since sexual and domestic 
violence services are so scarce for LGBTQ survivors, your group should try to 
accommodate as many LGBTQ survivors as possible.  Accessibility is not just 
about whether those in wheelchairs can get in.  Consider also how you might 
accommodate deaf persons, those who speak Spanish or other languages 
besides English, survivors who need childcare, accessibility to mass transit, and 
parking availability. 

• Determine whether you will have mixed-gender groups.  Many SDV advocates 
are uncomfortable with this idea, but organizations where this has been 
implemented have found them to be very successful, noting that there is amazing 
power in seeing people of all genders who have experienced partner abuse, 
sharing similar experiences.  Some organizations choose to have one group that 
is inclusive of all genders and another that is for women only.  Women can then 
decide which group they would prefer to join.  Women-only groups must still be 
inclusive of transgender women and if there are men-only groups, those groups 
should be inclusive of transgender men.  Consider, in deciding what kinds of 
groups you will offer, that you may only have one man accessing services at a 
time, and if he is not allowed to join the women’s support group, he will not be 
able to join a group at all. 



 
7. Outreach and Media 

Consider your organization’s public face through the following: 

• Revisit your organization’s mission and name.  Most sexual and domestic violence 
programs in Virginia have mission statements that are specific to women and their 
children.  This will ensure that many LGBTQ people, especially gay, bisexual, and 
transgender men, believe that those services are not available to them.  For some 
programs it may be easy to change language of “women and children” to “individuals 
and families”.  Others may face more difficult challenges because their name is 
centered on women. 

• Re-examine your agency’s philosophical approach to violence.  While there is value in 
feminist analysis of sexism as the root of cause of domestic violence and rape, that 
explanation is insufficient when trying to explain why women assault other women or 
why men abuse their male partners.  Rather than trying to say that these situations are 
anomalies or forcing them to fit the sexism model, many organizations have expanded 
their model to fit all instances of sexual and domestic violence.  In this approach to 
violence, Virginia Anti-Violence Project sees oppression as the root cause of all 
violence, with sexism being one branch of that root.  Oppression includes sexism, 
racism, homophobia, biphobia, transphobia, heterosexism, ableism, classism, etc.  
Each form of oppression gives privileged group power at the expense of another. 

• List LGBTQ survivors as people you serve on all press releases, brochures, annual 
reports, web pages, social networking sites, and other publications.  Make sure that 
language in all publications is gender-inclusive.  Incorporate stories about LGBTQ 
survivors and LGBTQ issues into your publications, your outreach, your prevention 
work, and your trainings. 

• Respond to LGBTQ sexual and domestic violence in the media in the same way that 
your organization responds to all other domestic and sexual violence stories in the 
media: by dispelling stereotypes, providing information, and letting people know about 
your services. 

• Get the word out to LGBTQ communities in your service area that you exist and are 
welcoming to LGBTQ people.  Advertise in LGBTQ media sources and make sure that 
LGBTQ service providers know that you work with LGBTQ survivors. 

• Attend LGBTQ events.  In addition to Pride events and marches, LGBTQ community 
events can include theater performances, queer softball leagues, dance classes, 
parenting groups, and a multitude of other activities.  Your organization could 
participate by flyering at these events or working an outreach table, by co-sponsoring 
an event, volunteering to help out, offering meeting space, or helping with publicity. 

• Participate in LGBTQ campaigns and causes.  Your organization can support 
campaigns around legislation and governmental policy change, such as the Virginia 
State Employment Non-Discrimination Act, by writing press statements to the media, 
joining coalitions, attending rallies and hearings, or by signing petitions about relevant 
LGBTQ causes. 

 



8. Resources 
The following resources served as sources for this document, and VAVP feels that they would 
serve as useful resources for any organization interested in working on improving accessibility 
of their services to LGBTQ persons. 
 

Trans Alliance Society, Trans Inclusion Policy Manual for Women’s Organizations, Winter 
2002.  http://www.transalliancesociety.org/education/documents/02womenpolicy.pdf 
 
Trans Alliance Society, Exploring Transgendered Community and Gender Based 
Programs In Greater Victoria, by Lisa Warrilow, Project of the Vancouver Island Public 
Interest Research Group’s Research Internship Program, Transcend Transgender 
Support and Education Society and University of Victoria Sociology 373, 2003.  
http://www.transalliancesociety.org/education/documents/03vipirg.pdf 
 
Trans Alliance Society, Re/Defining Gender and Sex: Educating for Trans, Transsexual, 
and Intersex Access and Inclusion to Sexual Assault Centers and Transition Houses, a 
thesis submitted by Caroline White in accordance with requirements for a Master of Arts 
Degree in the Department of Educational Studies of the University of British Columbia, 
2002.  http://www.transalliancesociety.org/education/documents/03cwhitethesis.pdf 
 
Transgender Law Center 
 
The Network/La Red 
 
National Coalition of Anti-Violence Projects 

 
 
 
 
 
 
 
 
 
 
 
 
This document was adapted, with much gratitude, from the manual Open Minds/Open Doors: 
Transforming Domestic Violence Programs to Include LGBTQ Survivors by The Network/La 
Red and the Mandatory and Recommended Shelter Policies from the Transgender Shelter 
Access Project, comprised of Safe Haven Coalition, Colorado Anti-Violence Program, 
community members, and Denver Department of Human Services 
 
This document was created with funding from the Virginia Department of Criminal Justice 
Services Grant #10-B5942DV10 

http://www.transalliancesociety.org/education/documents/02womenpolicy.pdf
http://www.transalliancesociety.org/education/documents/03vipirg.pdf
http://www.transalliancesociety.org/education/documents/03cwhitethesis.pdf


 

Glossary of Key Terms 

 

Abuse: To insult, hurt, injure, rape and/or molest another person. Such behaviors may 

include, but are not limited to: physical abuse, emotional abuse, financial abuse, spiritual 

abuse and/or verbal abuse.1 

 

Abuser: A person who uses abusive tactics and behaviors to exert power and control over 

another person with whom the abuser is in an intimate, dating or family relationship.1 

 

Accessibility:  Usability or ease of access by as diverse a group of people as possible.  Types 

of accessibility include attitudinal, financial, and physical accessibility, as well as accessibility 

related to communication.  Attitudinal accessibility refers to providing services in a manner 

that is open, welcoming and culturally appropriate.  Financial accessibility refers to providing 

affordable services and may include issues of transportation and childcare availability.  

Physical accessibility refers to ease of getting to, entering, and moving around the space 

where services are provided.  Accessibility related to communication refers to ensuring that 

as diverse a group of people as possible can communicate with service providers.  This may 

mean providing written materials in multiple formats (e.g., large print) and offering 

interpreter services.3 

 

Advocate: A trained professional or volunteer working for a non‐profit or government‐based 

domestic violence or victim‐witness advocate program.1 

 

Advocates, Community‐Based:  Community‐based advocates work at non‐profit domestic 

violence organization.  They provide advocacy‐based counseling for survivors of domestic 

violence, which includes crisis intervention, safety planning, emotional support, linkages to 

other services providers, and assistance understanding and navigating civil and criminal legal 

systems.  Some community‐based advocates work with adults while others specialize in 

providing advocacy and support to children and/or teens.  Many advocates facilitate support 

groups as well.  Community‐based advocates differ from domestic violence advocates who 



 

work in courts, police departments or prosecutors’ offices (often referred to as “court‐

based” or “systems‐based” advocates.)  Unlike advocates working for the legal system, 

community‐based advocates have confidentiality protections and can work with survivors 

on a range of issues.  There are multiple types of community‐based advocates.3 

 

Advocates, Systems‐Based: System‐based advocates work in courts, police departments, 

prosecutors’ offices, or other settings associated with the legal systems.  They assist people 

who are victims in criminal cases or who petition for protection orders.  Their services are 

generally available only during the duration of the criminal case or protection order 

proceedings, and the scope of their assistance is more limited than that of most community‐

based advocates.  Systems‐Based Advocates do not have privilege and have more limits to 

their ability to keep things confidential than community‐based advocates.  For example, a 

system‐based advocates may be required to share information with the prosecutor in a 

criminal case.3 

 

Batterer: A commonly used term referring to someone who uses coercive and abusive 

tactics and behaviors to establish and maintain power and control over another person with 

whom the batterer is in an intimate, dating or family relationship. Such behaviors may 

include, but are not limited to: physical abuse, emotional abuse, financial abuse, spiritual 

abuse and/or verbal abuse.1 

 

Case Management:  The method of providing services where a professional assesses the 

needs of the service recipient and the service recipient’s family, when appropriate, and 

arranges, coordinates, monitors, evaluates, and advocates for a package of multiple services 

to meet the specific service recipient’s complex needs. This may include linking the service 

recipient with systems that provide needed services, resources, and opportunities. The 

primary goal of case management is to optimize service recipient functioning by providing 

quality services in the most efficient and effective manner to individuals with multiple 

complex needs. This also involves enhancing developmental, problem‐solving, and coping 



 

capacities of service recipients. (Adapted from the collaboration charter of the Open Door 

Initiative of Lancaster County, NE).3 

Case Manager:  Case managers in community mental health organizations assess the needs 

of the service recipient and the service recipient’s family, when appropriate, and arrange, 

coordinate, monitor, evaluate, and advocate for a package of services to meet those needs. 

Case managers may develop a therapeutic relationship with the service recipient as part of 

their work to restore or maintain the service recipient’s independent functioning to the 

fullest extent possible. Some clinicians provide case management for their service 

recipients. (Adapted from the National Association of Social Workers’ Standards for Social 

Work Case Management).3 

 

Certified Community Behavioral Health Clinics (CCBHCs):  Behavioral health clinics 

participating in the Protecting Access to Medicare Act of 2014 demonstration program.  In 

addition to providing community‐based mental and substance use disorder services, these 

CCBHCs were also tasked with the following: 

o Advancing integrations of behavioral health with physical health care 

o Assimilating and utilizing evidence‐based practices on a more consistent basis 

o Promoting improved access to high quality care 

o Care coordination with partner agencies 

Coercion: When one person forces or attempts to force another to think or act in a different 

way. Examples include, but are not limited to: threatening to report the victim to Child and 

Family Services or police, forcing a victim to drop charges against the batterer and/or forcing 

a victim to participate in or commit illegal activities.1 

Collaboration:  A working partnership between organizations for the purpose of 

accomplishing common goals. Partners all have a stake in the success of the collaboration 

and have a high level of interactivity. The partnership includes the sharing of information, 

resources and effort, as well as sharing the benefits of achieving the goals.3 



 

Community Support: A mental health service that is provided more in the community than 

at the mental health center. It helps persons put skills they have learned into practice so 

they can live, work, learn and participate fully in their communities.3 

 

Confidentiality: Protecting privacy by not sharing the protected health information of a 

person with others, except in specific instances by law usually involving the signed 

agreement of the individual participating in services (SEE HANDOUT FOR FURTHER 

INFORMATION).3 

 

Continuum of Care: A term that implies an orderly progression through services that a child 

or adult moves through without gaps, also referred to as comprehensive or wraparound 

services. The orderly progression is based on the individual’s treatment needs rather than a 

standard order which everyone must follow.3 

 

Co‐occurring Disorder:  The coexistence of both a mental health and a substance use 

disorder.5 

Coordinated Care:  The process of getting all service providers in communication to extend 

comprehensive care to service recipients. This is sometimes referred to as wrap‐around 

services. Of course, best practice is to provide coordinated care only when this is desired by 

the service recipient.3 

 

Crisis Plan: A plan created by an individual when they are well that describes what kinds of 

support they want and do not want to have during a mental health crisis. This plan allows 

individuals to maintain control over their lives even when everything feels out of control. 

This plan may be made into a legal document if it meets the criteria for an Advance 

Directive.3  

 

Cultural Competence: Valuing and acting in a way that is sensitive to diversity across 

cultures. This involves understanding one’s own cultural background, accepting others’ 



 

cultures and relating and communicating well with persons from different cultural 

backgrounds.3 

Diagnostic and Statistical Manual (DSM): A guidebook used by mental health professionals 

to make and classify a diagnosis of a mental illness. The DSM has been revised  

multiple times. At the time of this writing, the most recent edition is the Diagnostic and 

Statistical Manual Five (DSM‐V).3 

 

Domestic Violence:  A pattern of abusive behaviors used by one individual intended to exert 

power and control over another individual in the context of an intimate relationship.  

Domestic violence is maintained by societal and cultural attitudes, institutions, and laws 

which are not consistent in naming this violence as wrong.6 

 

Emotional/Psychological Abuse: A form of domestic violence that can include criticism, 

humiliation, threats, name‐calling, isolation, mind games, making you feel crazy, threating to 

“out” you, controlling the money, holding you hostage, using your disability against you, 

using your children against you, the silent treatment, and threatening to harm your pet(s).6 

 

Evidence Based Practices: Approaches to mental health care that scientific studies have 

consistently shown to be effective.3  

 

Evidence Informed Practice: An effort by children, families, and practitioners to work 

together in order to find and put into practice research based treatments and supports that 

fit the needs of the child and family. These practices are measured to ensure they lead to 

improved meaningful outcomes.3 

 

Fee for Service: A mental health system where services are specifically defined, matched to 

individual needs, and are reimbursed once a mental health center has provided them to an 

individual.3 

 



 

Health Insurance Portability and Accountability Act (HIPAA): A law that guards the 

confidentiality of individuals’ protected, personal health information. See Protected Health 

Information (PHI).3 

 

Hotline: A free 24 hour / 7 day a week phone number answered by advocates who offer 

assistance to victims of domestic violence. Assistance may include shelter, legal services 

and/or safety planning.1 

 

Intimate Partner Violence:  Physical, sexual, or psychological harm by a current or former 

partner or spouse.6 

 

Medicaid:  Medicaid is a U.S. health insurance program that provides care to qualifying 

people who cannot pay for their own medical expenses. Medicaid is jointly funded by the 

federal government and the state and is administered by the state. In general, Medicaid 

covers low‐income people, children, people with disabilities, the elderly, pregnant women  

living under the federal poverty level, and those who are eligible to receive federal income 

assistance.3 

Medical Necessity:  Medicaid recipients are eligible for medically necessary mental health 

services at no cost. For mental health services to be considered medically necessary the 

individual must be determined to have a mental illness covered by Washington State for 

public mental health services. The individual's impairment(s) and corresponding need(s) 

must be the result of a mental illness. The intervention must be deemed to be reasonably 

necessary to improve, stabilize or prevent deterioration of functioning. Any person needing 

mental health crisis services is eligible to receive them.3 

 

Medicare: A health insurance program provided by the federal government for persons 

aged 65 or older or disabled. It has three parts: Part A (hospital insurance), Part B 

(supplementary insurance) and Part D (prescription drug coverage).3 



 

Mental Health Diagnosis:  A mental health diagnosis is a conclusion reached about the 

nature of an individual’s mental health. In the United States, the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) is typically utilized to make this socially‐constructed 

determination. The DSM lists the criteria for mental health disorders. An individual’s 

functioning and symptoms (including duration and severity) are used to select a diagnosis.  

 

The three primary reasons for mental health diagnoses are: funding, treatment, and 

communication. For example, many funding sources (Medicaid, insurance, etc.) require a 

diagnosis in order to authorize treatment. Without a diagnosis a person might not qualify to 

have treatment covered by insurance. Diagnoses assist mental health service providers in 

determining appropriate treatment options. Diagnoses also provide a common language for 

mental health service providers to consult with each other and for people with mental 

health concerns to better understand their experiences. However, a diagnosis alone tells us 

very little about the specific experiences of an individual, their abilities, or their needs.3 

Mindfulness:  Mindfulness is the intention to pay attention to each and every moment of our 

life, non‐judgmentally. Key aspects of mindfulness include purposeful action, focused 

attention, being grounded in the current experience, and a sense of curiosity. (Adapted from 

the Center for Mindfulness at the University of Massachusetts Medical School).3 

 

Parity: Treating physical and mental health conditions with the same level of urgency and 

care.3  

 

Peer Support: When persons in recovery use their own experiences overcoming a mental 

health challenge to help others facing similar challenges.3  

 

Peer Counseling: A way for persons in recovery to support each other by listening. Before 

starting, the pair may agree on how much time is available and divide it equally for speaking. 

When one person is speaking, the other listens with undivided attention and without 

interruption. The roles are then reversed. This is a listening exercise, not meant for giving 



 

advice.3 

 

People First Language:  A method of communicating that emphasizes people over 

disabilities. As the term implies, People First Language puts the person first and the disability 

second. For example, someone using People First Language would say “person with a 

disability” rather than “disabled person.” The intent of People First Language is to promote 

respect and dignity.3 

 

Physical Abuse: When a batterer (commonly used term) uses their body or other objects to 

cause harm or injury to establish and maintain power and control over a victim.  Examples 

include, but are not limited to: hitting, kicking, biting, pushing, scratching, slapping, 

strangling, beating, using a weapon against another person, punching, throwing, burning, 

poisoning, stabbing and shooting.1 

 

Power and Control Wheel: A tool many advocates use to illustrate abusive tactics and 

behaviors used by batterers against victims.1 

 

Protected Health Information (PHI): Personal health records and other medical information 

that is safeguarded for individual privacy by law. See Health Insurance Portability and 

Accountability Act (HIPAA).3 

Protection Order:  A protection order is a civil court order that can grant protections to a 

petitioner from an abusive respondent. A protection order can order a respondent to end 

contact, stay away, and stop hurting, harassing, and/or stalking a petitioner and/or their 

minor children. It can grant the petitioner temporary custody of children and pets, set up a 

visitation schedule with the respondent, and grant the petitioner use of essential personal 

effects. Violations of protection orders can result in criminal penalties.3 

 

Reciprocal Consultation:  Domestic violence, chemical dependency, and mental health 

service providers can strengthen their ability to meet the needs of survivors of domestic 



 

violence by receiving and providing consultation from their colleagues in the other two 

fields. Reciprocal consultation enables providers to expand their knowledge, skills, and 

understanding of each other’s fields of expertise and to address the needs of the people 

they are serving rather than merely referring them elsewhere. Reciprocal consultation may 

take place between providers working for the same organization or between providers from 

different organizations.3  

 

Recovery: Recovery refers to the process in which persons are able to live, work, learn and 

participate fully in their communities. For some individuals, recovery is the ability to live a 

fulfilling and productive life despite a disability. For others, recovery implies the reduction or 

complete remission of symptoms. Science shows that hope plays an integral in an 

individual’s ability to recover.3 

 

Release of Information: A document signed by a person receiving services, or their legal 

guardian, that gives a provider permission to share an individual’s confidential information 

with others. The individual or legal guardian has the right to choose whether or not to sign 

the form. See Health Insurance Portability and Accountability Act (HIPAA).3 

Resilience:  Resilience describes the process and outcome of successfully adapting to 

difficult or challenging life experiences, especially highly stressful or traumatic events. 

Resilience is an interactive product of beliefs, attitudes, approaches, behaviors, and, 

perhaps, physiology that help people fare better during adversity and recover more quickly 

following it. …Being resilient does not mean that life's major hardships are not difficult and 

upsetting. Instead, it means that these events, though difficult and upsetting, can be 

overcome. (Adapted from American Psychological Association’s Task Force on Resilience in 

Response to Terrorism).3 

 

Safety Plan: A plan, verbal or written, a victim of domestic violence creates with an 

advocate. The plan consists of action steps a victim can take to keep her/his children safe 

when violence takes place or to stop violence from happening.1 



 

Secondary (or Vicarious) Trauma:  The impact of trauma not experienced directly, but 

rather, through contact with, including caring for, someone who has directly experienced 

trauma or crime victimization. Secondary trauma can also occur as a result of hearing about 

a traumatic event. (Adapted from After the Crisis Initiative: Healing from Trauma after 

Disasters).3 

 

Sexual Abuse/Sexual Assault: Any sexual act or contact that you do not want.  These acts or 

contacts may include touching, kissing, oral sex, anal sex, vaginal sex, or other sexual acts.6 

Stigma:  Stigma is a mark of shame. People with mental health problems have been 

stigmatized throughout history. They are often stereotyped and people may distrust, fear, 

and avoid them. This can lead to discrimination in social, work, and housing situations. 

Stigma can lead to people with mental health problems having low self‐esteem, being 

isolated, and feeling hopeless. It also discourages people from seeking, and wanting to pay 

for, care. In its worst form, stigma results in outright discrimination and abuse. More 

tragically, it deprives people of their dignity and interferes with their full participation in 

society. Stigma surrounding the receipt of mental health treatment is among the many 

barriers that discourage people from seeking treatment. (Adapted from Mental Health: A 

Report of the Surgeon General).3 

 

Substance Use Disorder: Occur when the recurrent use of alcohol or other drugs (or both) 

causes clinically significant impairment, including health problems, disability, and failure to 

meet major responsibility at work, school, or home.5 

 

Survivor: A person who was or is being abused or harmed by another person.1 

 

Trauma: An incident or event that is threatening or is perceived as threatening, and 

overwhelms a person’s normal coping skills.  Overwhelm is the key word here‐these feelings 

of being overwhelmed are what is typical for a person who is traumatized.  ‘Trauma’ refers 



 

to both the event and the particular response to the event.6 

 

Trauma Informed Care: Used to describe organizations and practices that incorporate an 

understanding of the pervasiveness and impact of trauma, and that are designed to reduce 

re‐traumatization, support healing and resiliency, and address the root causes to abuse and 

violence.4 

Twelve Step Program: An approach originally designed to help persons recover from 

alcoholism that has been modified to address other addictions, as well as physical and 

mental disorders. It includes concepts such as anonymity and an admission of powerlessness 

over addiction along with a need for strength from a higher power. Twelve step groups, 

such as Alcoholics Anonymous meet regularly, often weekly.3 

 
 
 
 
 
 
 
 
 
1DC Coalition Against Domestic Violence 

2Illinois Mental Health Recovery and Empowerment Dictionary 

3Words Matter: The Glossary of the Domestic Violence & Mental Health Collaboration Project from King 
County, WA 

4National Center on Domestic Violence, Trauma & Mental Health 

5Substance Abuse and Mental Health Services Administration 

6Virginia Sexual and Domestic Violence Action Alliance 

 

 

 

 
 



Cross‐Systems Glossary of Acronyms 
 

Domestic Violence Organizations  Behavioral Health Organizations 
DV: Domestic Violence  
 

ACT: Assertive Community Treatment 

DVP: Domestic Violence Program 
 

ADHD: Attention Deficit and Hyperactivity 
Disorder 

IPV: Intimate Partner Violence 
 

BH: Behavioral Health 

PO: Protective Order 
 

CBT: Cognitive Behavioral Therapy 

SA: Sexual Assault 
 

CMS: Center for Medicare and Medicaid 
Services 

SART: Sexual Assault Response Team 
 

CSB: Community Services Board 

SV: Sexual Violence 
 

ID: Intellectual Disabilities 
 

TIC: Trauma‐Informed Care 
 

MH: Mental Health 
 

  NAMI: National Alliance on Mental Illness 
 

  OCD: Obsessive‐Compulsive Disorder 
 

  QMHP: Qualified Mental Health Professional 
 

  SA: Substance Abuse 
 

  SBIRT: Screening, Brief Intervention and 
Referral to Treatment 
 

  SSRI: Selective Serotonin Reuptake 
Inhibitors 

  SUD: Substance Use Disorder 
 

  TDO: Temporary Detention Order 
 

  TIC: Trauma‐Informed Care 
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