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Learning Objectives 

 Describe the nature and scope of the problem known as “domestic violence” 

 

 Discuss what is being done by the healthcare system to deal with this problem 

 

 Identify and explain how the legal system has responded to the problem 

 

 Identify steps healthcare professionals can take to deal with domestic violence victims 
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Introduction 

Today, domestic violence is recognized as a serious societal problem in the United States. Yet, 
children in families in which such violence occurs have remained largely invisible as victims. Concern 
about children's exposure to domestic violence is increasing, however, in light of a growing body of 
knowledge regarding the prevalence and effects of childhood exposure to domestic violence. Research 
suggests that between 3.3 million and 10 million children in the United States are exposed to domestic 
violence each year. And more than a decade of empirical studies indicates that this exposure can have 
significant negative effects on children's behavioral, emotional, social, and cognitive development. 
(The term domestic violence typically refers to violence between intimate partners, including marital 
partners, cohabiting partners, and former partners, as well as non-cohabiting dating couples.) 

Families affected by domestic violence touch all service systems and live in every community. 
Children exposed to domestic violence are in our schools, day-care centers, health care institutions, 
child welfare systems, and other agency settings. Law enforcement personnel have contact with 
children exposed to domestic violence through on-site police responses to domestic violence calls. 
Virtually every branch of our court system handles cases involving domestic violence. Though 
domestic violence cuts across the economic spectrum, poor families are more likely to be affected. In 
fact, many families in which domestic violence is present struggle with multiple problems, including 
poverty, substance abuse, and exposure to other forms of violence. For example, current research 
indicates that in 30% to 60% of families experiencing either domestic violence or child maltreatment, 
the other form of violence is also present.  

In response to the growing awareness of the potential harm to children exposed to domestic violence, a 
wide range of agencies and service providers are developing intervention policies and practices. 
Professional organizations, including the National Council of Juvenile and Family Court Judges, the 
American Bar Association, the American Medical Association, and the American Psychological 
Association, have published intervention recommendations, convened task forces, commissioned 
reports, or sponsored conferences to address this problem. Community-based domestic violence 
organizations, many of which have served battered women and their children for more than two 
decades, have expanded their children's services to provide more comprehensive responses. Through 
cross-agency collaborations, innovative pilot programs are being implemented at various sites 
throughout the country to offer mental health services to children exposed to domestic violence and 
improve law enforcement responses to domestic violence incidences in which children are present. 
Policymakers are devoting increased attention to this issue, and several states have passed legislation, 
especially in the family law area, designed to improve outcomes for children exposed to domestic 
violence. 

Though many of these approaches hold promise, few programs have been evaluated. It is difficult to 
find funding for intervention programs in this field, and even more difficult to obtain adequate funding 
for thorough evaluations. Yet, without this research, policymakers cannot determine which 
interventions yield the best results, and service providers do not have the quantitative information they 
need to improve programs and justify their long-term support. 

This course summarizes the current knowledge to date regarding the prevalence and effects of 
childhood exposure to domestic violence. The course describes current responses to this problem by 
the multiple service systems with which children exposed to domestic violence have contact, and 
addresses what we know about how well these responses work.  
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The course also discusses federal and state laws that affect these children and their families, proposes 
recommendations for improvements to these interventions, and explores strategies to prevent domestic 
violence. Despite the limitations in current research regarding the efficacy of programs for children 
exposed to domestic violence, the potential harms to these children necessitate action. Sweeping policy 
changes are premature, given our limited understanding of their potential impact. However, short of 
such changes, there is much work that can be done to improve interventions for children affected by 
domestic violence. 

Researchers agree that millions of children are exposed to domestic violence each year; however, there 
is no consensus regarding the specific number of children affected. The often-cited figures of 3.3 
million and 10 million are estimates derived from methodologically limited studies. This absence of 
trustworthy statistics on the prevalence of child exposure to domestic violence affects the ability of 
policymakers, practitioners, and advocates to argue for and design effective interventions and policies 
for this population 

One promising approach to improving understanding about the prevalence of childhood exposure to 
domestic violence is to use data gathered by professionals in close contact with domestic violent 
incidences (such as law enforcement officers). Several researchers have illustrated the value of such 
data. They describe a multi-city research project in which investigators created a sample of study cases 
using domestic violence misdemeanors. Results indicated that children, particularly those under the 
age of five, were disproportionately present in households experiencing domestic violence, and that 
these homes were more likely to have other risk factors present as well, such as poverty, substance 
abuse, low educational achievement of the principal care provider, and single-female heads of 
household. Though this study shows the potential of using data gathered by professionals close to the 
violent incident, it was not a national study and did not include all types of domestic violence cases. 

Exposure to domestic violence can have serious negative effects on children. These effects may 
include behavioral problems such as aggression, phobias, insomnia, low self-esteem, and depression. 
Children exposed to domestic violence may demonstrate poor academic performance and problem-
solving skills, and low levels of empathy. Exposure to chronic or extreme domestic violence may 
result in symptoms consistent with posttraumatic stress disorder, such as emotional numbing, increased 
arousal, avoidance of any reminders of the violent event, or obsessive and repeated focus on the event. 
Retrospective studies indicate that there may also be negative effects in adulthood, including 
depression, low self-esteem, violent practices in the home, and criminal behavior. 

The effects of domestic violence can vary tremendously from one child to the next. The family 
situation, community environment, and the child's own personality may either strengthen the child's 
ability to cope or increase the risk of harm. For example, studies indicate that children exposed to both 
domestic violence and child maltreatment typically show higher levels of distress than children 
exposed only to domestic violence.  Additional research is needed to determine if the presence of other 
stressors such as poverty, homelessness, substance abuse, and exposure to community violence 
exacerbate the negative effects of exposure to domestic violence. 

Not all children exposed to violence suffer significant harmful effects. Based on research concerning 
children's resilience in the face of community violence and war, it is likely that the most critical 
protective factor for a child is the existence of a strong, positive relationship between the child and a 
competent and caring adult. Children exposed to violence need to be able to speak openly with a 
sympathetic adult about their fears and concerns, and also, ideally, have someone intervene to improve 
the situation. 
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 Most children rely on one or both parents to provide nurturing support in the face of crises and 
emotionally challenging situations, but ongoing exposure to violence can sometimes hamper the 
parents' abilities to meet these needs. Parents living with chronic violence may feel emotionally numb, 
depressed, irritable, or uncommunicative, and thus may be less emotionally available to their children. 

In cases of domestic violence, in which one parent is a victim of the violence and the other is the 
perpetrator, children may be even less able to turn to their parents for support and reassurance. The 
limited research to date on resilience and exposure to domestic violence indicates that maternal 
functioning, particularly as it relates to the mother's emotional availability, may be critical to children's 
ability to cope with the exposure. Yet, battered mothers may be less emotionally available to their 
children because they are preoccupied with the violence and trying to stay safe, and/or because they are 
experiencing depression. Their parenting practices may be compromised in other ways as well.  

Studies of battered women's patterns of affectionate or aggressive conduct toward their children either 
reveal no differences when compared with control groups, or suggest that battered women may use 
more punitive child-rearing strategies or exhibit aggression toward their children. The limited research 
to date on the relationship between battering fathers and their children indicates that these fathers may 
be less available to their children, less likely to engage in rational discussions with their children, and 
less affectionate than fathers who are not violent. Still, more research on the effects of domestic 
violence on parenting is needed. Because the battered parent can be a critical support for the child, and 
because children often have ongoing contact with the batterer, services must be available to help 
parents improve their interactions with their children. 

If parents experiencing domestic violence are unable to meet their children's needs, a relationship with 
a caring adult who is closely connected to the child's home or school can be helpful. Children with 
good social and communication skills are more likely to be successful at developing these relationships 
than children who do not have these skills. Further study is needed to identify which social supports 
are most helpful to children exposed to domestic violence, and in which situations. With better 
research, practitioners can shape prevention and intervention strategies to boost the protective factors 
that promote children's positive coping.  

RECOMMENDATION  

 Research is needed that advances the current understanding of the prevalence and effects 
of childhood exposure to domestic violence, and the impact of resilience and risk factors, 
so that policymakers and practitioners can design interventions sufficient to address the 
size, nature, and complexity of the problem.  

Families affected by domestic violence utilize the services of health care, child welfare, mental health, 
and law enforcement agencies, as well as the courts and community-based domestic violence 
programs. Interventions for children in these families vary from system to system and from program to 
program within each system. Current services reach only a small percentage of the number of children 
exposed to domestic violence, and are typically not designed with the specific needs of these children 
in mind. Though specially designed services for children exposed to domestic violence are limited, 
innovative programs within each of these systems do exist. Currently, little is known about the 
effectiveness of these programs in improving outcomes for the children they serve 
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Community-Based Domestic Violence Services 
Community-based domestic violence services emerged from the battered women's movement of the 
1970s and 1980s. Early services focused primarily on providing shelter and advocacy to battered 
women. However, because most of the battered women utilizing these programs brought their children 
with them, many of these programs began providing services to the children as well. There are now 
more than 2,000 community-based domestic violence programs, and more than 1,300 provide shelter. 
Approximately half of all shelter residents are children. A 1997 survey shows that 72% of all shelters 
currently offer some type of children's services. These services range from childcare to recreational 
activities to health care to mental health counseling, though the number of shelters offering each type 
of service is unknown. According to Congress.gov, the HEALS act was enacted in 2017, which stands 
for Help End Abusive Living Situations Act. The NNEDV (National Network to End Domestic 
Violence) works with Congress to create legislation and new funding streams to improve the federal 
response to homeless survivors, including: the HEALS Act, which would direct the federal 
government to invest in domestic violence housing programs 

Innovative shelter programs that specifically address childhood exposure to domestic violence include 
group counseling sessions for the children and special parenting classes for the battered mothers.29 
Another promising approach is the use of child advocates who help child residents access the benefits 
and services they need, ensure that legal protections are in place for the children, and provide training 
to shelter staff on child development and the impact of domestic violence on children.  

 Despite the array of services offered through shelters, most children affected by domestic violence do 
not have access to these services. Shelter programs are chronically under-funded and unable to meet 
the demand for services. Many battered women do not utilize shelters, either by choice or because 
these services are not available. Additionally, many shelters do not allow adolescent boys to enter as 
residents. Despite increases in recent years in the number of battered women accessing legal advocacy, 
counseling, and support groups through nonresidential programs, these services are less available to 
children. Identifying children through their contact with other public systems will increase their access 
to services only if a wide range of children's programs, in addition to those offered through shelters, is 
available. Community-based domestic violence programs are beginning to work collaboratively with 
other agencies to develop more comprehensive responses to mothers and children affected by domestic 
violence. 

RECOMMENDATION  

 Stable public funding sources are needed to support comprehensive and coordinated 
community-based services for battered women and their children, as well as program 
evaluations and replication of effective interventions.  

 

Health Care Services 
According to the Emergency Medical journal, 11.7% of women entering emergency departments are 
suffering from a domestic violence injury. In the early 1990s, in recognition of the high health costs 
associated with domestic violence, key professional health care organizations developed guidelines for 
identifying and responding to domestic violence. As a result, many health care institutions have 
established domestic violence screening and assessment protocols, although it is unclear to what extent 
health care professionals use them.  
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In order for screening and assessment protocols to be used effectively, health care professionals need 
ongoing training about domestic violence and the use of the protocols. According to a study done in 
2005, the use of screen for intimate partner violence differ widely, and is still relatively low. In a 2002, 
study which looked at family practitoners, gynecologist, and emergency medicine physicians, only 6% 
screened all their patients, and 10% never screened.  

Once women and children affected by domestic violence are identified, health care professionals must 
be able to either provide them with or refer them to appropriate services. Some health care institutions 
have routine screening for domestic violence and offer specialized domestic violence services in-
house, such as safety planning and support groups for battered women or therapeutic interventions for 
the children. Despite the evidence that women experiencing violence often seek help in emergency 
departments, research indicates that women are commonly not asked about IPV when treated there. A 
2006 study examining emergency department utilization by women who had been identified by police 
as victims of IPV found that only one-third of them were asked when treated if their injury was a result 
of violence! In general, clinicians are more likely to screen patients regularly if they have received 
training on the subject, are female, are younger, and/or are nurses rather than physicians. 

 Because the majority of children exposed to domestic violence do not have access to 
services through traditional avenues such as battered women's shelters, new strategies for 
identifying and serving these children in other venues, such as health care institutions, 
must be developed.  

 

Mental Health System 
Mental health system approaches to children exposed to domestic violence range from crisis 
interventions to individual, group, and family therapy programs. Crisis interventions can include 
mental health professionals providing on-site counseling in the home following a domestic violence 
incident, or immediate assistance to a child who is having trouble adjusting to shelter life. Group 
programs can offer children a safe venue in which to talk about the violence, improve self-esteem, and 
develop safety skills. Individual therapy is indicated for children who show extreme symptoms, though 
approaches vary. Some programs emphasize the development of social problem-solving skills that are 
often impaired by chronic exposure to domestic violence. Others employ therapy techniques used to 
treat posttraumatic stress disorder. Family therapy approaches may include counseling for mother and 
child, and referrals to other family support services. Because of the potential dangers, few family 
therapy programs include batterers. Those that do will only work with batterers who have done 
extensive work to change their violent behavior. 

It is not known how many mental health programs for children exposed to domestic violence have 
been established, or how many children participate in them. Children exposed to domestic violence 
may receive mental health services without being assessed and treated for exposure to domestic 
violence. Although the American Psychological Association has recently focused attention on 
childhood exposure to domestic violence, and some mental health professionals have, for years, 
provided special services to battered women and their children, most mental health professionals do 
not receive training in identifying, assessing, or treating children exposed to domestic violence. 
Funding for mental health interventions is limited, and often only supports short-term treatment that 
will not adequately address the long-term symptoms these children may exhibit, or the myriad of other 
stressors in these children's families. Crime-victim programs in several states provide funding so that 
children exposed to domestic violence, as well as adult victims, can receive long-term mental health 
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treatment. Other innovative programs combine more traditional mental health services with housing 
and job assistance.  

 

 

 

Child Protective Services 

As mentioned above, research indicates that there is a high co-occurrence in families of child abuse 
and domestic violence. According to ACF (The Administration for Children and Families), from 2001-
2005 children witnessed intimate partner violence in up to 38% of all instances. Yet, as researchers 
have shown, separate service systems with unique histories and treatment philosophies have developed 
to address each form of violence. Child welfare agencies are empowered by state and federal laws to 
investigate reports of child abuse and neglect, offer services to families, make case recommendations 
to the juvenile court, and place children in foster and adoptive homes. Services provided to families 
keep children at home whenever it is safe to do so, and return children who have been removed, once 
the harmful circumstances have been addressed. If efforts to return the child home fail and the juvenile 
court terminates parental rights, child protective services (CPS) will find a permanent placement, such 
as an adoptive home, for the child. Ensuring the safety of the child is the principal mandate of CPS. In 
contrast, though many community-based domestic violence programs offer services to children, they 
focus mainly on providing support to battered women. And, while most CPS services are court-
ordered, participation in community-based domestic violence programs is voluntary. 

Despite these differences, growing recognition of the co-occurrence in many families of child 
maltreatment and domestic violence has resulted in greater willingness on the part of CPS staff and 
domestic violence service providers to work together. Collaborative efforts to date have identified 
beliefs common to both systems: (1) the presence of domestic violence in families is harmful to 
children, (2) the safety of the mother affects the safety of the child, and (3) perpetrators must be held 
accountable.  Innovative pilot programs are successfully integrating child welfare and domestic 
violence services. Approaches include screening for domestic violence in all child maltreatment cases, 
having battered women's advocates on CPS staff to provide case consultation to workers and domestic 
violence services to families, and cross-field training for both CPS and domestic violence service 
providers.  

Though these pilot programs show promise as models for collaboration, recent research reveals that 
cross-agency training remains limited and many professionals in each system believe the intervention 
goals of the other system conflict with their own. In addition, agency policies in both fields are unclear 
about how to intervene when both forms of violence are present in a family. In 1999, the National 
Council of Juvenile and Family Court Judges (NCJFCJ) published a set of guidelines for effective 
intervention in cases involving both child maltreatment and domestic violence. These guidelines, 
developed by a committee of key experts in both fields, provide a framework through which local 
communities can design comprehensive, community-based responses that include protections for adult 
and child victims, support services for the families, and effective and enforceable legal interventions. 

RECOMMENDATION  
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 CPS and domestic violence service organizations must develop clear protocols for 
intervening with families in which both domestic violence and child maltreatment are 
present, offering services that provide safety and stability to the child, support to the 
battered woman, and treatment and sanctions for the batterer.  

 

 

Legal System 
Legal-system interventions include responses by law enforcement personnel to calls of domestic 
violence, probation services for batterers, prosecution of criminal cases, and court decision-making. 
These systems have been slow to recognize and respond to the presence of domestic violence in their 
caseloads, but many states now have laws and protocols to improve responses. Several new law 
enforcement and court programs address the impact of domestic violence on children. 

According to NCADV (National Coalition Against Domestic Violence) as of 2005, only about half of 
female victims of domestic violence reported their victimization to law enforcement.  In 88% of these 
cases, there was either a police response or the victim went to the police station for help. This figure 
marks a considerable improvement in law enforcement responses compared to two decades ago when 
it was standard policy not to intervene in what were viewed as private disputes. Although police are 
typically the first professionals on the scene after a domestic violence incident has occurred, they have 
limited services to offer families. Law enforcement departments in several locales throughout the 
country have initiated specific programs to improve interventions, including cooperative arrangements 
with mental health professionals who, upon notification by police, appear at the scene of the domestic 
violence incident to assist child and adult victims. Other strategies include police report documentation 
of a child's presence in the home, which automatically qualifies the child for state victims of crime 
funding for support services, and specialized training in child development for law enforcement 
personnel. 

Domestic violence issues appear in all areas of the judicial system, including criminal court, juvenile 
court, family court, and other civil courts. Despite the recent use in several locales of innovative 
approaches to handle these cases, there is still widespread misunderstanding by judges and other court 
personnel about domestic violence and its potential impact on children. New programs (1) provide 
training on domestic violence issues to judges, child advocates, mental health professionals, and other 
court personnel; (2) offer coordinated, cross-agency responses to cases involving both domestic 
violence and child maltreatment; (3) utilize specialized domestic violence courts; or (4) have a one-
family, one-judge approach in which one judge hears all civil and criminal cases involving a particular 
family. To be effective, innovative court approaches should include comprehensive training for all 
court personnel, access to a wide range of family services, and supportive court administrative 
practices. Judges can play an important leadership role in encouraging coordinated responses for 
children affected by domestic violence. 

RECOMMENDATION  

 Professionals who have regular contact with families and children, including teachers and 
child care workers, health and mental health care providers, law enforcement officers, 
child welfare workers, and court personnel, should receive ongoing training on domestic 
violence and its impact on children.  



 
 
 

12

 

Laws and Public Policies Affecting Children Exposed to Domestic Violence 
  

Federal and state policies in a wide range of areas affecting families may potentially have an impact on 
children exposed to domestic violence. These include, at the federal level, domestic violence laws as 
well as child protection and welfare reform legislation; and at the state level, criminal sanctions against 
batterers, civil protective orders, child protection laws, and child custody and visitation laws.  

Very few of these federal and state laws directly address the needs of children exposed to domestic 
violence, and those that do have not been evaluated to understand their short- and long-term effects on 
the well-being of these children and their families. 

 

Federal Legislation  

Three federal laws enacted in the 1990s mandate policy changes that are likely to affect children 
exposed to domestic violence: (1) the Violence Against Women Act of 1994 (VAWA), (2) the 
Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA), and (3) the 
Adoption and Safe Families Act of 1997 (ASFA). The VAWA reauthorization act was updated and 
passed in 2013. VAWA directly addresses domestic violence, while PRWORA and ASFA have 
implications for the substantial number of families affected by domestic violence who are also 
involved with the welfare and/or child protection systems. 

VAWA provides for increased services to battered women, improvements in prosecution of criminal 
cases involving domestic violence, and support for better law enforcement and other systems' 
responses to domestic violence. To the extent that these provisions improve battered women's safety 
and access to support services, they are likely to have a positive impact on these women's children as 
well. However, VAWA's direct emphasis on the needs of children exposed to domestic violence is 
quite limited.  

Between 20% and 30% of all families receiving cash assistance through welfare programs (now called 
Temporary Assistance to Needy Families) also experience domestic violence. PRWORA mandates that 
states impose time limitations, work requirements, and child support compliance on the receipt of cash 
assistance. The Wellstone/Murray Amendment to PRWORA, passed in 1997, addresses concerns 
regarding the ability of battered women to meet these new requirements. This amendment allows but 
does not require states to adopt exceptions to the time limits, work requirements, and child support 
compliance for domestic violence victims. These exceptions are important because they enable 
battered women who cannot meet the new requirements to access public assistance. Limited access to 
public assistance can severely affect a battered woman's ability to leave an abusive situation.  Since 
September 1998, some 49 states have in place some type of domestic violence exception or special 
procedures for domestic violence victims, though not all are as comprehensive as the amendment's 
recommendations.  Even if not all battered women need or choose to use them, it is important that the 
exceptions not just be on the books, but be fully implemented by welfare workers and available to all 
battered women seeking public assistance.  

ASFA shortens the time lines within which CPS must develop permanent placements for children in 
the child welfare system, and creates fiscal incentives to place more foster children into adoptive 
homes once parental rights have been terminated. Though ASFA also renews requirements that CPS 
provide appropriate services to families whose children have been removed so that the children can 
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possibly return home, it is unclear how these requirements are being interpreted by CPS and the courts.  
Some researchers raise concerns regarding the ability of battered women to regain custody of their 
children within the shortened time lines mandated by ASFA. 

Battered women leaving abusive situations may need more time than the law allows ensuring safety for 
them and their children, recovering from the trauma of being battered, find a new home and job, and 
enhance their parenting skills.  

If improvements to the family's circumstances are not made within the time line, parental rights may be 
terminated, when it would be better for the children to stay in foster care a while longer before 
returning home. However, because appropriate services to battered women and their children are so 
limited, courts may decide that CPS has not provided the requisite services and grant exceptions to the 
time lines for these families. Though ASFA's goal of placing foster children in permanent homes more 
quickly is laudable, decisions regarding placement must include attention to the particular issues 
families face, and the appropriateness of services provided. Timely services that address the needs of 
families experiencing domestic violence are likely to result in better outcomes for children who have 
been both abused or neglected and exposed to domestic violence. 

 
State Laws and Policies  

State laws provide for protective orders and criminal sanctions against acts of domestic violence, 
which if properly enforced can help keep battered women and their children safe. Child custody and 
child welfare policies that do not consider the presence of domestic violence in a family may result in 
arrangements that are harmful to the children. 

Criminal Sanctions  

Criminal law in all states contains provisions that authorize the arrest and prosecution of those who 
commit acts of violence, such as battery, assault, kidnapping, and attempted murder. Until recently, 
these laws were rarely enforced in domestic violence cases. During the 1980s, however, some 
jurisdictions developed policies that require police to arrest perpetrators of domestic violence. Other 
recent legislation expands the range of criminal behaviors related to domestic violence to include 
intentional harassment of victims through stalking. These new trends in state legislation are important 
because they send a message to batterers and society that domestic violence will not be tolerated, and 
because they make imprisonment of the batterer a possible means of protection for abused women and 
their children. In addition, research suggests that mandatory arrest policies may be successful in 
deterring future violence by some batterers. Anti-stalking statutes hold promise of empowering women 
and law enforcement to interrupt an escalating cycle of violence before an assault occurs. 

Civil Protective Orders  

Civil courts can issue protective orders prohibiting a batterer from approaching the adult victim, the 
children, and various locations, such as the home, the victim's workplace, or the children's school. In 
some states, these orders can also include child custody and visitation arrangements. Battered women 
may contact law enforcement to intervene if a batterer violates the order. The consequences to a 
batterer of violating an order vary from state to state. 

A recent study suggests that lack of enforcement by police and courts has limited the ability of 
protective orders to keep battered women and their children safe. Nonetheless, protective orders are 
commonly used by battered women to protect themselves and their children. Protective orders can be 
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effective only if battered women know they are available and can obtain them, if the orders are tailored 
to address specific safety needs, and if penalties for violations have sufficient teeth to deter batterers 
from violating them. Research indicates that battered women are more likely to succeed in obtaining 
protective orders if they are represented by legal counsel.  

 

 

RECOMMENDATION  

 Courts must be empowered to design and enforce protective orders that comprehensively 
address the safety needs of battered women and their children. All battered women must 
have access to affordable legal counsel, so that they can utilize available legal means to 
protect themselves and their children.  

Child Custody and Visitation Laws  

Child custody and visitation laws guide family court decisions in divorce cases, regarding where the 
child will live and whether the child will have ongoing contact with a non-custodial parent. To reach 
these decisions, courts analyze the particular case circumstances to determine which arrangements will 
be best for the child. Courts are increasingly considering the presence of domestic violence in making 
these determinations.7Nonetheless, there are several trends in current state custody law that can lead to 
decisions in cases involving domestic violence that are not in the best interests of the children. These 
trends include: (1) a statutory preference for joint legal custody even when one or both parents object; 
(2) friendly parent provisions, which allow the court to prefer the parent who appears more cooperative 
and willing to share parenting; and (3) mandatory mediation. Joint-custody arrangements in family 
situations involving high levels of parental conflict are likely to have detrimental effects on the 
children. Policies that favor the "friendly parent" may lead to custody decisions against the battered 
mother, if she is unwilling to consider joint custody. Mandatory mediation in domestic violence cases 
denies the dynamics of power and control that exist in these cases, and that are contrary to mediation 
goals of cooperation and compromise. 

Some state legislatures are recognizing that policies favoring joint legal custody, "friendly parents," 
and mandatory mediation may result in decisions and processes inconsistent with the children's best 
interests, and have adopted exceptions for domestic violence cases. In addition, several states have 
passed new laws that create a presumption against the batterer having custody, and require that the 
batterer overcome the presumption against him by showing that he is a fit parent. In some states, there 
is also a presumption against unsupervised visitation for non-custodial parents who have committed 
domestic violence.  

RECOMMENDATION  

 In child custody and visitation cases involving domestic violence, courts should consider 
in their analysis of the best interests of the child the potential impact on the child of 
ongoing exposure to parental conflict and violence.  

 

Child Protection Policies  
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Though federal laws heavily influence state child protection laws and practice, states retain a great deal 
of freedom to define the parameters of state CPS work. Two types of state child protection legislation 
raise particular concern when applied to families experiencing domestic violence: (1) failure-to- 
protect laws that allow courts to make a finding of child maltreatment when a parent does not protect 
her child from harm, and (2) policies that make childhood exposure to domestic violence per se child 
maltreatment. 

 

Failure-to-protect laws stem from the premise that omissions in a parent's behavior can cause child 
harm, and that parents have a duty to keep their children from harm. Filing failure-to-protect petitions 
against battered women blames the adult victim for the violence, assumes she can stop the violence, 
and denies the fact that many battered women make calculated decisions to stay with their abusers 
because they believe leaving could result in homelessness, lack of steady income, or even injury or 
death at the hands of the batterer.  However, in child protection cases, the juvenile court has 
jurisdiction over the child only, and applies pressure to parents through the ability to terminate parental 
rights if child-rearing practices do not improve. This makes it difficult to hold batterers, who may not 
care about or have parental rights, accountable for the harm their violence causes the children.  

Under current laws, failure-to-protect claims against a battered woman who wants to retain custody of 
her children may be the only way to provide CPS protection if the child is in danger. With assessment 
procedures and services in place to address domestic violence in the family, CPS can assist families in 
improving the circumstances for the child. Unfortunately, because most CPS agencies do not have 
specific domestic violence assessment procedures, training for caseworkers, or services, CPS 
intervention through failure-to-protect claims may result in decisions that are not best for the children. 

In an effort to address the potential harm to children exposed to domestic violence, some policymakers 
are considering whether such exposure should be per se psychological abuse. Proponents argue that 
such policies would create a clear mandate for CPS intervention in cases in which children may be 
psychologically harmed, and would hold batterers more accountable for the effects of their violence by 
making them per se child abusers. Opponents argue that such policies may dissuade battered women 
from seeking help for fear of losing their children, and may further burden an already overloaded child 
welfare system. Before per se child abuse laws are passed, a thorough investigation of their potential 
impact is needed. Per se child abuse laws do not give courts and agencies the flexibility needed to 
assess the particular circumstances of each domestic violence case and determine appropriate 
interventions based on that case-by-case analysis. 

In order to adequately address the wide range of circumstances existing within families with domestic 
violence, multiple, community-based response systems are needed that do not require court or CPS 
intervention. 

RECOMMENDATION  

 In designing new laws to address the effects of childhood exposure to domestic violence, 
policymakers should assess the potential unintended negative consequences of these laws 
and weigh them against the benefits.  

 
 
 



 
 
 

16

Prevention Programs 
 

Prevention strategies are critical to reducing the impact of domestic violence on children. Domestic 
violence prevention theories to date have borrowed heavily from public health models, which 
emphasize understanding the causes of the problem and identifying strategies to address the causes.  

Researchers and advocates have identified as a critical barrier to prevention societal norms that 
condone domestic violence. Public beliefs that domestic violence is not wrong or harmful also 
undermine efforts to hold perpetrators accountable and make it difficult to garner support for tougher 
policies as well as funding for victims' services.  

Campaigns to improve the public's understanding of the harms of domestic violence have been utilized 
extensively by community-based domestic violence organizations. An evaluation of a national public 
education campaign launched in 1992 by the Family Violence Prevention Fund shows success in 
improving the public's understanding of domestic violence and its impact, but shows mixed results 
with regard to increasing people's willingness to act in response to domestic violence. 

School-based prevention programs are popular because they can reach so many children and youths, 
reduce misunderstandings regarding domestic violence, give safety information and planning, and 
offer positive alternatives for conflict resolution and relationship development. Some programs also 
train school personnel so they can intervene appropriately when children disclose the presence of 
domestic violence in their homes. Preliminary evaluations of school programs suggest that these 
strategies can be effective in changing the beliefs of students with regard to domestic violence and in 
possibly altering behavior as well. Other promising prevention approaches target families and couples 
directly through home visiting programs, for example, or behavioral-cognitive therapy for new couples 
at risk of violence.  

Funding sources for domestic violence prevention efforts are extremely limited; even scarcer are 
resources for adequately evaluating prevention programs. Domestic violence prevention is difficult 
because it requires behavioral and societal changes, and it is difficult to measure these changes. 
Nonetheless, effective prevention approaches are pivotal to protecting children from the harms of 
exposure to domestic violence. 

RECOMMENDATION  

 Increased and ongoing public support is needed to develop effective prevention programs 
that address the underlying causes of domestic violence.  

 

Conclusion 
 

Research indicates that millions of children are exposed to domestic violence and that the potential 
effects from this exposure are substantial. This information alone creates an imperative for action, 
despite the fact that we do not yet have empirical evidence to show which interventions work best. 
Public and private service agencies must expand efforts to reach children exposed to domestic violence 
with the best interventions the current knowledge will allow. At the same time, new and better research 
is needed to improve our understanding of the number of children affected by domestic violence, the 
nature of that impact, other factors that influence outcomes for these children, and the effectiveness of 
intervention strategies. Excellent work is being done throughout the country to design and implement 
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programs for children exposed to domestic violence. Solid efforts to date by researchers, advocates, 
policymakers, practitioners, and others in this young field have greatly improved our understanding of 
the potential harms to these children. Greater public and private financial support for these efforts is 
needed, so that future work can build on the good work that has already been done, to reach more 
children exposed to domestic violence, with more effective and comprehensive responses. 

 

 

Sample Policy and Protocol for dealing with Acts of Domestic Violence  
 

I.   POLICY STATEMENT 

All health care providers shall report acts of domestic violence pursuant to the laws of the state. All 
health care providers and support staff shall treat victims of domestic violence with respect and 
dignity, providing care, safety and referral information to victims in every health care setting. 

  
II. GOALS AND OBJECTIVES  

Health care providers caring for patients who may be victims of domestic violence shall: 

 Recognize the widespread prevalence of domestic violence and its long-term effects on abused 
persons, their families, and the community.  

 Recognize that domestic violence occurs not only against women, but that men and individuals 
in gay/lesbian relationships may also be victims.  

 Develop awareness and sensitivity to the barriers that inhibit effective interaction between 
battered persons and health care providers (see appendices A & B).  

 Identify the physical and behavioral signs and symptoms of domestic violence (see appendix 
C).  

 Utilize appropriate interview and intervention techniques once abuse is suspected.  

 Assess the patient’s level of risk for future violence.  

 Treat victims of domestic violence with respect and dignity so they are not further victimized 
by the system from which they are seeking help.  

 Promote patient autonomy, confidentiality and self-determination to the extent permitted by 
law.  

 Understand and implement the legal duties and responsibilities of health care providers, including, but 
not limited to, reporting and documentation requirements (see appendices F, G, H).  

 Utilize resources and referral options available to health care providers and their patients (see appendix 
H).  

 Encourage countywide education and training for all health care providers in the identification, 
treatment, reporting, and support of patients who are victims of domestic violence.  
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 Make it known to the patient that the law mandates reporting situations of known or suspected violence.  

 

 

 

 

  
III. SAMPLE DOMESTIC VIOLENCE PROTOCOL FOR HEALTH CARE PROVIDERS.  

 DEFINITIONS  

1. A health care provider is any person who provides health care to any patient. This includes but 
is not limited to: physician, nurse, social worker, technician, nurse’s aide, nurse practitioner, 
mental health provider, dentist, podiatrist, chiropractor, medical assistant and physician’s 
assistant.  

2. Domestic violence is abuse committed against an adult or fully emancipated minor who is or 
has been a spouse, cohabitant, or person with whom the perpetrator has had a child, or with 
whom the perpetrator has had a dating or engagement relationship.  

3. Abuse is the intentional or reckless infliction, or attempted infliction, of bodily injury to 
another person. 

A. EDUCATION AND TRAINING  

All health care providers shall regularly participate in education and training programs on 
domestic violence. 

B. STANDARDS OF CARE FOR HEALTH CARE PROVIDERS  

1. HISTORY - Health care providers should routinely screen all patients for a history of 
domestic violence.  

2. INTERVIEWING THE PATIENT - When domestic violence is suspected or reported 
(see appendix C), the health care provider should interview the patient alone in a private 
setting. The health care provider should interview the patient in a nonjudgmental 
manner and avoid blaming the patient for what has happened. This process should 
incorporate a discussion of the patient’s short-term options and plans including whether 
the patient can safely return home.  

3. PHYSICAL EXAMINATION - When injuries are reported by a patient or observed by 
the provider, a physical examination and assessment for domestic violence must be 
done (see appendix E).  

4. CHARTING - When domestic violence is suspected, doctors or their designees should 
make a complete legible record of any acute finding (see appendix F). Location of 
injuries should be drawn on a body map (see appendix G; This map may be 
photocopied if needed). 
The chart / record should include: 



 
 
 

19

 The patient’s own words, with the use of quotation marks, regarding the causes 
of the injuries or other important information. 

 A description of the patient’s injuries: type, extent, age, location. 

 Any opinion by the health care provider as to whether the explanation offered 
for the injury adequately explains the injury. 

 Photographs of the patient’s injuries if possible. 

 Past history of physical and sexual abuse. 

 Documentation regarding maintenance of physical evidence until it has been 
turned over to police.  

5. IMPLEMENTATION OF A SAFETY PLAN - The health care provider’s interview 
process should incorporate a discussion of the patient’s short-term options and plans, 
including whether the patient can safely return home. Health care providers who admit a 
battered patient should ensure that patient’s confidentiality while in the hospital (i.e., 
remove the patient’s name from the switchboard computer, remove the patient’s name 
from outside the hospital room).  

 In all cases, the health care provider should refer the patient to local domestic 
violence agencies.  

 When the patient is willing, the health care provider should also assist the 
patient in calling a domestic violence crisis line.  

6. REPORTING if the patient is suffering from an injury caused by domestic violence, the 
health care professional must report to a local law enforcement agency. 
Where there is current injury from domestic violence, a telephone report shall be made 
immediately or as soon as practically possible, and a written report must follow within 
two working days. The report form is shown below. This report form may be 
photocopied as needed. Phone reports should be made to the police department in the 
place where the incident occurred. Be sure to obtain case number. Upon receipt of a 
medical report or phone contact made by a medical professional where domestic 
violence is alleged, the agency of jurisdiction shall make a police report per the Penal 
Code Section. Written report must be sent within two working days to that police 
department. 

   

 APPENDIX A - BARRIERS FACING BATTERED PERSONS 

This appendix contains a summary of the barriers to reporting domestic violence when battered 
persons meet with health care providers. 

Battered persons usually do not initiate discussions concerning their abuse: 

1. The patient may be fearful because of threats by the batterer.  
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2. The patient’s cultural ethnic and/or religious background may discourage revealing the fact of 
domestic violence to persons outside of the family.  

3. The patient’s economic dependence upon the batterer may hinder revelation of the abuse.  

4. The patient may believe that the children need two parents and that discussing the abuse will 
interfere with the abusive partner’s role in the family.  

5. The patient may fear living alone.  

6. The patient may feel a loyalty to the abuser.  

7. The patient may pity the abuser and believe that the abusive behavior can change without 
assistance.  

8. The patient may fear the batterer may commit suicide.  

9. The patient may feel guilty about the violence.  

10. The patient may love the batterer.  

11. The patient may believe the batterer’s promises that the abuse will stop.  

12. The patient may feel responsible for the battering.  

13. The patient may deny that there has been abuse, or minimize the extent.  

14. The patient may be embarrassed, humiliated and degraded about the abuse.  

15. The patient may define abuse differently than the health care provider and therefore not recognize an 
abusive situation.  

16. The patient may lack awareness or insight that physical symptoms are related to the stress of the abusive 
relationship.  

17. The patient may believe the injuries are not serious enough to matter.  

18. Gay men and lesbians may not wish to disclose their homosexuality.  

  

 APPENDIX B – BARRIERS FACING HEALTH CARE PROVIDERS 

This appendix outlines the barriers facing health care professionals as they attempt to detect domestic 
violence and provide an appropriate response to their patients who are victims of domestic violence. 
Health care providers are reluctant to as patients about possible domestic abuse they may have suffered 
for a number of reasons, including: 

1. There is a difficulty identifying domestic violence within the patient population. The 
assumption is that patients from middle to upper class backgrounds are not at risk of abuse. 
Further, there is an assumption that if the patient does not bring up the subject, there has been 
no abuse.  

2. There is a fear of offending the patient.  

3. There is a sense that it is not the role of the health care provider to ask questions or intervene.  



 
 
 

21

4. The health care provider may believe that it is the patient’s responsibility to raise the issue of 
abuse.  

5. The health care provider may believe there is not enough time to ask about possible abuse.  

6. The health care provider may fear becoming involved in a personal matter between intimates.  

7. The health care provider may feel helpless given the complexity of the issue.  

8. The health care provider may be completely unaware of, or uninformed about, the scope and 
dynamics of domestic violence.  

9. The health care provider may ‘blame the patient’ and feel frustrated that the abused person does 
not leave the relationship.  

10. The health care provider may disbelieve the patient because the alleged assailant is present and 
seems to be very concerned and pleasant.  

11. Ignorance of, discomfort with, or insensitivity to the possibility of same sex domestic violence.  

12. Ignorance of, discomfort with, or insensitivity to the possibility of violence of women vs. men.  

  

APPENDIX C – CONSIDERATIONS FOR THE HEALTH CARE PROVIDER 

During all patient contacts health care providers should be alert to the possibility that the patient has 
been the victim of domestic violence. The following factors and cues should be noted since they may 
indicate that the patient has been battered:  

A. Behavioral Cues:  

1. Nervous or inappropriate laughter or smiling  

2. Crying  

3. Sighing  

4. Anxiety  

5. Defensiveness, anger  

6. Lack of eye contact, or fearful eye contact  

7. Minimizes seriousness of injury  

8. Overly attentive, aggressive or defensive partner  

B. Verbal Cues:  

1. Talks to a "friend" who has been abused  

2. Refers to partner’s "anger" or "temper"  

3. Responds affirmatively to any of the following questions:  
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 Have you been hit or harmed any time in the past year?  

 Are you in a relationship with someone who hurts or threatens you?  

 Has your partner ever destroyed things that you cared about?  

 Has your partner ever forced you to have sex when you did not want to?  

 Is your partner possessive about you? Does s/he have to know where you are at 
all times? Is s/he overly jealous.  

C. Uses health care services repeatedly, especially for psychosomatic complaints or for injury to 
the same site.  

D. Psychosomatic/emotional complaints including headaches, sleeping disorders, difficulty 
concentrating, anxiety, depression, fatigue, nightmares, suicide attempts or gestures, abdominal 
or gastrointestinal complaints, marital problems.  

E. Reluctance to speak in the presence of the abuser.  

F. Presence of child abuse within the family.  

G. If a patient has been battered by a partner, the abuse is extremely likely to happen again. In 
almost all cases, there is nothing the patient can do within the relationship to stop the violence. 
In many cases, the batterer will apologize and swear to reform. Apologies, however, do not 
mean that the violence will stop,  

 

 APPENDIX D – SUGGESTED QUESTIONS FOR HEALTH CARE PROVIDERS 

Health care providers should be prepared to ask their patients some or all of the following questions to 
determine if they are the victims of domestic violence:  

1. Do you ever feel afraid of, or threatened by, your partner?  

2. Are you in a relationship in which you have been physically hurt or threatened by your partner?  

3. Are you in a relationship in which you are treated badly?  

4. Have you been hit or battered in the last six months or since I last saw you?  

5. Has your partner ever destroyed things that you cared about?  

6. Has your partner ever threatened or abused your children?  

7. Does your partner ever force you to engage in sex that makes you feel uncomfortable?  

8. We all fight at home. What happens when you and your partner fight or disagree?  

9. Has your partner ever prevented you from leaving the house, seeing friends, getting a job or 
continuing your education?  

10. Does your partner watch your every move? Call home or work multiple times a day? Accuse 
you of having affairs with everyone?  
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It is important that any inquiry regarding a patient’s exposure to domestic violence be done as a part of 
the interview process. 

 

 

Questions and attitudes not to ask or express:  

1. What keeps you with a person like that?  

2. Do you get something out of the violence?  

3. What did you do at that moment that caused him/her to hit you?  

4. What could you have done to avoid or defuse the situation?  

APPENDIX E – PHYSICAL EXAMINATION  

All health care providers should implement routine physical exam techniques that ensure accurate 
medical diagnosis. Findings suggestive of violence include: 

1. Central distribution of injury: face, neck, throat, chest, abdomen, and genitals.  

2. Bilateral distribution of injury to multiple areas.  

3. Contusions, lacerations, abrasions, human bites, or no evidence of physical trauma despite 
subjective complaints by patient/victim.  

4. Delay between onset of injury and presentation for treatment.  

5. Multiple injuries in various stages of healing.  

6. Extent or type of injury inconsistent with patient’s explanation.  

7. Evidence of alcohol or drug abuse.  

8. Evidence of rape.  

9. Repeated chronic injuries.  

10. Chronic pain, psychogenic pain, or pain due to diffuse trauma without visible evidence.  

11. Documentation of pertinent negative findings should address all subjective complaints for 
which there is no physical evidence.  

12. With the patient’s permission, photographs should be obtained of visible injuries.  

In addition, health care providers should be especially alert to injuries and indicators during pregnancy 
including:  

1. Injuries, particularly to the breasts, abdomen and genital area.  

2. Substance abuse, poor nutrition, depression and late or sporadic access to prenatal care.  
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3. "Spontaneous" abortions, miscarriages, and premature labor.   

 

  
APPENDIX F – BODY MAP  
  Identify sites of injuries, even seemingly trivial injuries. Narrate a complete description in 
the space provided below.  

  

 
  Details and summary of injuries: 
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Victim's name (Last, First, Middle)  

  

Birthdate Sex Race Date / Time of incident 

Examination done by  

  

Examiner's Phone Examiner's location 

 

   
APPENDIX G – CHARTING  

Health care providers should make a complete, legible record of their findings. This record/chart 
should include the following: 

1. A detailed description of patient injuries: type, extent, age, location, and the use of a body chart 
when applicable.  

2. Photographs of patient injuries.  

3. The maintenance of physical evidence.  

4. The inclusion of relevant:  

a. Past Medical History: History of falls, "accident prone" injuries.  

b. Social History: Overly concerned partner, history of substance abuse (including 
alcohol) by patient or partner.  

c. Sexual History: History of sexually transmitted diseases, rape.  

5. All charts should include comments by the health care provider as to whether the explanation 
offered for the injury adequately explains the injury.  

6. The patient’s own words, with the use of quotation marks, should be entered into the chart in 
the chief complaint and history of present illness section(s) describing the abusive event.  

7. Name of investigating officer and any action taken if the police were called.  

8. Document every detail, even seemingly trivial ones, such as torn clothing, smeared make-up, 
broken fingernails, scratches and bruises.  

9. Include names of all personnel who examined or talked with the patient about the injuries or 
abuse in the record.  

NOTE THAT RECORDS ARE ADMISSIBLE AS EVIDENCE IF: 

1. They were made during the "regular course of business";  

2. They were made in accordance with routinely followed procedures;  

3. They were stored properly and access to them is limited to staff only.  
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Even if a patient later decides that s/he does not want to pursue legal remedies, a case can still be 
proven by introducing the statements s/he made to people in the past about what happened. Include 
anything that might allow you to remember the patient’s attitude, face, and experience at a later date. 

  

 

  
APPENDIX H – EXCERPTS FROM REPORTING LAWS  

As of 2010, the Family Violence Prevention fund reports that 47 states have mandatory reporting laws. 
A new law took effect in California on January 1, 1994, which is still in effect, requiring health 
practitioners to report domestic violence to the police under specified circumstances. Major provisions 
of the law are summarized below:  

As it applies to reporting cases of domestic violence, Penal Code Section 11160 et seq. States: P.C. § 
11160  

a. Any health practitioner employed in a health facility, clinic, physician’s office, local or state 
public health department, or a clinic or other type of facility operated by a local or state public 
health department who, in his or her professional capacity or within the scoop of his or her 
employment, provides medical services for a physical condition to a patient whom he or she 
knows or reasonably suspects is a person described as follows, shall immediately make a report 
in accordance with subdivision (b):  

1. Any person suffering from any wound or other physical injury inflicted by his or her 
own act or inflicted by another where the injury is by means of a firearm.  

2. Any person suffering from any wound or other physical injury inflicted upon the person 
where the injury is the result of assaultive or abusive conduct.  

b. Any health practitioner employed in a health facility, clinic, physician’s office, local or state 
public health department, or a clinic or other type of facility operated by a local or state public 
health department shall make a report regarding persons described in subdivision (a) to a local 
law enforcement agency as follows:  

1. A report by telephone shall be made immediately or as soon as practically possible.  

2. A written report shall be prepared and sent to a local law enforcement agency within 
two working days of receiving the information regarding the person.  

3. A local law enforcement agency shall be notified and a written report shall be prepared 
and sent pursuant to paragraphs (1) and (2) even if the person who suffered the wound, 
other injury,  assault or abusive conduct has expired, regardless of whether or not the 
wound, other injury, assault or abusive conduct was a factor contributing to the death, 
and even if the evidence of the conduct of the perpetrator of the wound, other injury, 
assault or abusive conduct was discovered during an autopsy.  

4. The report shall include, but shall not be limited to, the following:  

A. The name of the injured person, if known.  
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B. The injured person’s whereabouts.  

C. The character and extent of the person’s injuries.  

D. The identity of any person the injured person alleges inflicted the wound, other 
injury, assault or abusive conduct upon the injured person.  

c. For the purposes of this section, "injury" shall not include any psychological or physical 
condition brought about solely through the voluntary administration of a narcotic or restricted 
dangerous drug.  

"Assaultive or abusive conduct" is defined to include a list of 24 criminal offenses, including murder, 
manslaughter, mayhem, torture, battery (any offensive touching resulting in physical injury), sexual 
battery, incest, assault with a deadly weapon, rape, spousal rape, abuse of spouse or cohabitant, and an 
attempt to commit any of these crimes. 

Where two or more required reports are present during the examination and have joint knowledge of 
known or suspected violence which is required to be reported, they may report as a "team" and one 
person can be designated to do the reporting [P.C. § 11160]. 

It is not necessary to submit duplicate reports [P.C. § 11160(h)]. 

However, P.C. § 11161 makes it clear that a physician or surgeon has an independent reporting 
obligation when caring for a person as defined in § 11160(a) [P.C. § 11161(a)]. 

Furthermore, the law [P.C. § 11161(b)] "recommends" that the medical records for such person include 
the following: 

1. Any comments by the injured person regarding past domestic violence, as defined in § 13700, 
or regarding the name of any person suspected of inflicting the wound, other physical injury, or 
assaultive or abusive conduct upon the person.  

2. A map of the injured person’s body showing and identifying injuries and bruises at the time of 
the health care.  

3. A copy of the law enforcement reporting form.  

It is recommended that the physician or surgeon refer the person to local domestic violence services if 
the person is suffering or suspected of suffering from domestic violence, as defined in § 13700. 

P.C. § 11162.5 defines various terms used in P.C. § 11160 et seq.: 

"Health practitioner" is the same as provided under the Child Abuse Reporting Law. 

P.C. § 11162.8. Health Practitioner Defined:  

As used in this article, "health practitioner" means a physician and surgeon, psychiatrist, 
psychologist, dentist, resident, intern, podiatrist, chiropractor, licensed nurse, dental 
hygienist, optometrist, or any other person who is currently licensed under Division 2 
(commencing with Section 500) of the Business and Professions Code; a marriage, 
family and child counselor; any emergency medical technician I or II, paramedic, or 
other person certified pursuant to Division 2.5 (commencing with Section 1797) of the 
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Health and Safety Code; a psychological assistant registered pursuant to Section 2913 
of the Business and Professions Code; a marriage, family and child counselor trainee, as 
defined in subdivision (c) of Section 4980.03 of the Business and Professions Code; an 
unlicensed marriage, family and child counselor intern registered under Section 4980.44 
of the Business and Professions Code; a state or county public health employee who 
treats a minor for venereal disease or any other condition; a coroner; a medical 
examiner or a person who performs autopsies; or a religious practitioner who diagnoses, 
examines, or treats children. Leg H. 1987 ch. 1459, 1988 ch. 1580.  
 
 

It is a very broad definition. 

P.C. § 11162.5(b): A "clinic" is the same as provided in §§ 1204 and 1204.3 of the Health and Safety 
Code. 

P.C. § 11162.5(c): A "health facility" is the same as provided in § 1250 of the Health and Safety 
Code. 

P.C. § 11162.5(d): "Reasonably suspects" means that it is objectively reasonable for a person to 
entertain a suspicion, based upon facts that could cause a reasonable person in a like position, drawing, 
when appropriate, on his or her training and experience, to suspect. 

P.C. § 11163: Liability – Any required reporter is granted immunity from liability for reporting as well 
as reimbursement for expenses associated with defending a suit based upon the required reporting. 

P.C. § 11163.2: Privileges / Confidentiality – The information recorded by a required reporter is not 
covered by the physician or psychotherapist-patient privilege in any court proceeding or administrative 
hearing. The reports are to be kept confidential except as needed for investigation or prosecution of the 
batterer. 

P.C. § 11162: Failure to Report – Failure to report where required is a misdemeanor punishable by a 
fine of $1,000 and/or a jail term of six months. 

Additional resources: 

https://www.ncjfcj.org/about/    National council of juvenile and family court judges 

https://ncadv.org/statistics      National Statistics Domestic Violence Fact Sheet 

https://www.childwelfare.gov/topics/systemwide/domviolence/overview/legislation-policies/--laws  
Protection for children 

https://aspe.hhs.gov/report/screening-domestic-violence-health-care-settings 

https://journalofethics.ama-assn.org/article/mandatory-reporting-injuries-inflicted-intimate-partner-
violence/2007-12 

Domestic Violence and Children. The American Academy of Child and Adolescent Psychiatry 
(AACAP)   No. 109; Updated May 2019 
 
http://www.nationalcenterdvtraumamh.org/resources/national-domestic-violence-organizations/ 
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https://emj.bmj.com/content/21/1/9   Emergency medicine 

 

  

Post-Test 
 
Select the best answer to each of the following items. Mark your responses on the Answer Form.  
 
  
1. Research suggests that between 3.3 million and _______ children in the United States are exposed to 
domestic violence each year. 
 
a. 5 million 
b. 7.5 million 
c. 10 million 
d. 30 million 
 
   
2. Exposure to domestic violence can have serious negative effects on children. These effects may 
include behavioral problems such as _______. 
 
a. phobias 
b. low self-esteem 
c. aggression 
d. All of the above 
 
   
3. Families affected by domestic violence utilize the services of _______, mental health, and, as well 
as the courts and community-based domestic violence programs. 
 
a. health care 
b. child welfare 
c. law enforcement agencies 
d. All of the above 
 
   
4. There are now more than _______ community-based domestic violence programs, and more than 
1,300 provide shelter. 
 
a. 500 
b. 1,000 
c. 2,000   
d. 10,000 
 
   
5. The effects of domestic violence can vary tremendously from one child to the next. 
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a. True 
b. False 
 
 
6. Research indicates that between 4% and _____% of women entering emergency departments are 
suffering from a domestic violence injury. 
 
a. 10 
b. 20 
c. 30 
d. 50 
 
   
7. Once women and children affected by domestic violence are identified, health care professionals 
must be able to either provide them with or refer them to appropriate services. 
 
a. True 
b.  False 
 
 
8. Mental health system approaches to children exposed to domestic violence include_______.  
 
a. crisis interventions 
b. individual therapy programs 
c. family therapy programs 
d. All of the above 
 
   
 
9. Child welfare agencies are empowered by state and federal laws to investigate reports of child abuse 
and neglect, offer services to families, make case recommendations to the juvenile court, and place 
children in foster and adoptive homes. 
 
a. True 
b. False 
 
 
   
10. HEALS, which stands for Help End Abusive Living Situations Act, along with the NNEDV 
(National Network to End Domestic Violence):  
 
a. all the following 
b. creates legislation and new funding streams to improve the federal response to homeless survivors 
c. directs the federal government to invest in domestic violence housing programs 
d. and was enacted in 2017 
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11. In cases of domestic violence, in which one parent is a victim of the violence and the other is the 
perpetrator, children may be even less able to turn to their parents for support and reassurance. 
 
a. True 
b. False 
 
 
12. Domestic violence issues appear in all areas of the judicial system, including criminal court, 
juvenile court, family court, and other civil courts. 
 
a. True 
b. False 
 
   
13. Abuse is the _______ infliction of bodily injury to another person. 
 
a. intentional 
b. reckless 
c. attempted 
d. All of the above 
 
   
14. In all cases, the health care provider should refer the patient to local domestic violence agencies. 
 
a. True 
b. False 
 
   
15. In general, clinicians are more likely to screen patients regularly if they have received training on 
the subject, are female, are younger, and/or are nurses rather than physicians. 
 
a. True 
b. False 
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