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Summary Page 

This model policy is a tool, not a plan
The Model Domestic Violence Policy for Counties IS INTENDED to: 

promote consistency and coordination by and between county level agencies and departments; 

reflect a comprehensive set of "best practice" responses to domestic violence; 

provide additional guidance to county communities in their efforts to strengthen responses to domestic violence;

assist in evaluating current policies and practices, identifying existing gaps, and setting goals for future action;

assist in the identification of policy directions that do not require additional resources; 

be consistent with state and federal statutes as of the date of issuance, January 1, 1998.

The Model Policy IS NOT INTENDED to: 

provide detailed, specific implementation directions. While an overall implementation strategy should reflect the priorities of victim safety and abuser accountability outlined in this policy, the ways to get there may vary greatly from one community to another. For example, resources may be tapped as part of an implementation strategy in one community that do not exist in another.

serve as an exhaustive set of recommendations, but rather as a solid foundation of information and guidance to further reinforce the work of counties.

For implementation assistance: 

See  Appendix A for a list of agencies in New York State that offer training and technical assistance on domestic violence generally, and/or on domestic violence as it impacts diverse groups.

See  Appendix B for a list of print resources available from OPDV and other New York State agencies.

Contact the NYS Office for the Prevention of Domestic Violence. OPDV can provide technical assistance on policy development and implementation to county and local officials, criminal and civil justice, judicial, health and human services professionals, and staff of other community-based agencies. OPDV can also provide technical assistance on a wide range of topics including,  but not limited to, interdisciplinary coalition building, goal-setting, conflict resolution, cross-systems accountability, leveraging funding and resources; implementation of community needs assessments; strengthening the capacity of communities to monitor systems' responses; and developing local domestic violence public education campaigns. 
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Introduction
Coordinated Community Response to Domestic Violence 

During the past decade, New York State has made tremendous progress in addressing domestic violence. Major legislative reforms have strengthened the response of the criminal justice system to the crime of domestic violence by imposing mandatory arrest provisions for law enforcement and increasing penalties, especially for violating orders of protection. These reforms have contributed greatly to the creation of a safer, more secure New York for women and children. 

The virtual whirlwind of legislative and criminal justice reforms must not, however, distract us from the "bigger picture." We must continue to act on the knowledge that the solution to the problem of domestic violence lies within the community as a whole, with both formal and informal "systems" becoming active partners in efforts to establish a coordinated community response that promotes victim safety and reinforces abuser accountability. Everyone— employers, human services workers, mental health practitioners, health care professionals, substance abuse counselors, educators, child welfare workers, youth leaders, and members of civic, religious, cultural, and ethnic groups and organizations—has an important role to play in creating a climate of zero tolerance for domestic violence. 

There is no shortage of notable examples of coordinated community response initiatives currently under way in communities across the State of New York. These efforts clearly illustrate the valuable roles that a wide variety of community agents play in combating domestic violence. They illustrate, as well, the results that can be achieved with creativity, resourcefulness, and persistence, even in the face of unyielding fiscal constraints. 

The Model Policy for Counties 

With the goal of consistency and coordination by and between county level agencies and departments, this model domestic violence policy is offered as a tool providing additional guidance to county communities in their efforts to strengthen responses to domestic violence. It represents the collective "best thinking" of New York State counties, a statewide Task Force, the New York State Office for the Prevention of Domestic Violence (OPDV) Advisory  Council, and extensive public comment received from communities across the state. Integration of the policy recommendations into local community responses will help to ensure that best practices, policies, protocols, and procedures are used throughout the State of New York to address the issue of domestic violence. 

The model policy includes Definitions, Problem Statement, Purpose and Policy Statement, and Guiding Principles. The Guiding Principles are the universal benchmarks by which programs, policies, protocols, and procedures across all systems (both formal and informal) can be measured to assess the extent to which they support the following goals: 

¤
Victim Safety and Self-determination;

¤
Abuser Accountability;

¤
Systems' Responsibility; and 

¤
Promoting a Coordinated Community Response Grounded in the Principles of Zero Tolerance. 

The policy also includes seven additional sections that provide further recommendations specific to Employers and the following formal systems: Criminal Justice, Legal and Judicial; Health Care; Substance Abuse Treatment; Child Welfare; Mental Health; and Primary, Secondary, and Post-secondary Education. 

This model policy is intended to assist in evaluating current policies and practices, identifying existing gaps, and setting goals for future action. It is not intended to provide detailed, specific "how to's" since both formal and informal helping systems vary dramatically across New York State. Where available, sample policies and protocols are referenced in the appendices and can be obtained through the OPDV Clearinghouse. 

Further, the model policy is not intended to serve as an exhaustive set of recommendations, but rather as a solid foundation to further reinforce the work of counties. There are many potential formal and informal helping systems—community-based agencies, women's centers, departments of social services, child care centers, clergy and other religious leaders, domestic violence service providers, neighborhood groups, and homeless housing networks, to name a few—that are not specifically focused on in this policy, but for whom the policy should provide significant information and guidance regarding their responses to domestic violence. 

Implementation and Technical Assistance 

This model policy is being widely disseminated to county executives and managers, domestic violence programs, local domestic violence coalitions and task forces, statewide domestic violence advocacy organizations, district attorneys, probation departments, and other interested parties. The framers of the model policy encourage counties across the state to develop a written policy on domestic violence, both to formally acknowledge their commitment to addressing the problem of domestic violence, and to increase awareness and promote appropriate interventions by criminal justice, health and human service agencies, and the community at large. 

For assistance in implementation, Appendix A lists agencies in New York State that offer training and technical assistance on domestic violence generally, and/or on domestic violence as it impacts diverse groups; and Appendix B lists print resources available from OPDV and other New York State agencies. OPDV staff and Task Force members are available to provide information, technical assistance and/or training in the implementation of the model policy. 

OPDV will be surveying New York State communities during 1998 regarding their progress in implementing the model policy in order to provide a report back to the Governor and the Legislature. We look forward to working together toward creating an environment of zero tolerance of domestic violence in our New York State communities. 

History of Model County Policy Development 

In June 1994, New York State, through the passage of Chapter 396 of the Laws of 1994, amended Section 575 of the Executive Law to include a section requiring the New York State Office for the Prevention of Domestic Violence to convene a task force to develop a model county domestic violence policy "to provide consistency and coordination by and between county agencies and departments. . .by municipalities or other jurisdictions within the county and other governmental agencies and departments, by assuring that best practices, policies, protocols and procedures are used to address the issue of domestic violence." 

As directed, OPDV convened a task force comprised of "county level municipal officials, municipal police and members of the judiciary, or their representatives, and directors of domestic violence programs, including representatives from a statewide advocacy organization for the prevention of domestic  violence" to develop the model county domestic violence policy. In addition, since responses to victims and perpetrators of domestic violence by human services and health agencies were specified as integral to the policy, representatives of these systems were also included on the task force. 

A total of twenty-eight individuals participated on the task force, including representatives from domestic violence programs, law enforcement, district attorneys' offices, the judiciary, probation, schools, employee assistance, substance abuse treatment, mental health, child welfare, social services, and health care. The task force was geographically representative, with task force members from Long Island, New York City, and the upstate regions of the state. 

One of the first tasks undertaken as part of this project was the dissemination of a survey to county governments requesting information related to existing policies, procedures, or protocols on domestic violence in each respective county's criminal justice system, the courts, health care services, social and human services, and non-public services. The information collected informed the development of an initial draft of the model county policy. The Task Force, through a series of meetings, reviewed the draft, proposed changes, discussed options, and made recommendations for revision. The revised model policy, based on the recommendations made by the Task Force, was then circulated for public comment. 

In August 1997, OPDV convened groups of about thirty professionals in six communities—Clinton, Monroe, Onondaga, Orange, and Steuben counties, and New York City—to discuss the usefulness of the policy as a tool to assist counties in strengthening their responses to domestic violence. The forums included the participation of domestic violence programs, law enforcement, district attorneys' offices, the judiciary, probation, schools, employee assistance, substance abuse treatment, mental health, child welfare, social services, health care, members of faith communities, and community-based agencies. This local community perspective generated constructive ideas for not only improving the model policy language, but in developing strategies for implementation. 

In addition to the community forums, public comment was also sought from a team of field reviewers, chosen on the basis of Task Force recommendations, geographical representation, systems' diversity, and  organizational affiliation. Their feedback, in conjunction with the input from the community forums, guided the final revision process. The revised draft was submitted to the Task Force for final approval, and the model policy was submitted to the Governor and the Legislature and disseminated throughout the state. 

Development of State Domestic Violence Policy 

Chapter 396 further directed OPDV to develop a state domestic violence policy. To facilitate this process, OPDV surveyed every state agency to determine any "activities, programs, rules, regulations, guidelines, or statutory requirements that have a direct or indirect bearing on the state's efforts and abilities to address the issue of domestic violence." OPDV collected and compiled the survey results and provided a report, with appropriate comments and recommendations, to the Governor and the Legislature in January, 1997. 

The state agency survey results will provide valuable guidance to the OPDV Advisory Council in the state policy development process. The Council, a group composed of representatives from twenty-two state agencies and appointees of the Governor and the Legislature, including domestic violence advocates, was established to promote policy development and interagency coordination. The state domestic violence policy is scheduled for completion and submission to the Governor and the Legislature in 1998. 

Definitions, Problem Statement, Purpose and Policy Statement
DEFINITIONS 

For purposes of this policy, the following terms will be defined as follows. 

•
Domestic Violence: A pattern of coercive tactics which can include physical, psychological, sexual, economic, and emotional abuse, perpetrated by one person against an adult intimate partner, with the goal of establishing and maintaining power and control over the victim.

•
Abuser: An adult who perpetrates a pattern of coercive tactics which can include physical, psychological, sexual, economic, and emotional abuse against an adult intimate partner, with the goal of establishing and maintaining power and control over the victim.  (1)

•
Victim: The adult person against whom an abuser directs his coercive and violent acts. (1) Because women represent the vast majority of victims, this policy will refer to abusers as male and to victims as female. Most of the information in this policy, however, will apply to all victims and abusers regardless of their gender or the gender of their partners, including both gay men and lesbians, and men who are abused by their female partners.

•
Adult Intimate Partner Relationships: Includes adult persons who are legally married to one another; were formerly married to one another; have a child in common regardless of whether they were ever married or lived together at any time; are unrelated, but living together or have lived together in the past; are unrelated but who have had intimate or continuous social contact with one another and who have access to one another's household; and who have or have had a dating or sexual relationship, including same sex couples. (2)

•
System: A group of people and/or organizations that serve a common purpose, i.e., the health care system is made up of formal institutions, both public and private, including hospitals, clinics, managed care organizations, visiting nurse associations, and public health agencies; and individuals such as physicians, dentists, and obstetricians in private practice, all of whom have a general interest in improving and treating the health of those they serve. It  is also used in this policy to refer to an individual's support network, i.e., an informal system of support may include friends, family members, and community acquaintances. 

•
Provider: Any person in a position to provide assistance to a victim of domestic violence or to intervene with abusers. Includes persons working in the formal systems included in this policy-criminal justice, legal and judicial, health care, substance abuse, child welfare, mental health, and education-as well as employers, and persons working in other public and private agencies and organizations such as women's centers, departments of social services, child care centers, neighborhood groups, job training programs, and homeless housing networks. Provider also refers to members of faith communities.

•
Domestic Violence Service Provider: Agency or a staff member of an agency that primarily or exclusively provides comprehensive services to victims of domestic violence, including residential programs licensed by the NYS Office of Children and Family Services (formerly, the Department of Social Services) and primary providers of non-residential services to victims of domestic violence. 

•
Victim-Witness Advocates: Individuals who provide advocacy and information to the broader group of crime victims, including victims of domestic violence. These persons are often based in, or linked with, the District Attorney's Office or law enforcement agencies, and the victims they work with generally have pending cases before the court.

•
Batterers Intervention Program: A program that includes, but is not limited to, the operation of educational classes for abusers as part of a coordinated criminal and civil justice and community response; demonstration of accountability to battered women through ongoing, clear, and cooperative relationships with domestic violence service providers; and the provision of community education and training. (See New York State Draft Standards for Intervention with Men Who Batter listed in  Appendix A.)

•
County and local officials and leaders: Includes, but is not limited to, County Executives, County Legislators, and County Agency Department Heads; and mayors, town supervisors, and council members.

PROBLEM STATEMENT 

Scope of the Problem 

Domestic violence occurs in epidemic proportions, impacting an estimated 6.2 million American  women every year, (3) and causing more injury to women than car accidents, muggings, and rapes combined. (4) It is a lethal crime, which claims the lives of four women on average each day, (5) leaving hundreds of children motherless each year. Yet women are not the only victims; at least half of all men who batter their female partners also abuse their children (6) and it is estimated that 1 out of every 20 individuals 60 years and older is the victim of elder abuse. (7)

Domestic violence has its roots in a long history of social and legal traditions that have permitted and supported men's abuse of women and children in family relationships. These legal and social sanctions, rooted in sexism and misogyny, have allowed family violence to remain a "private matter," immune from public scrutiny and intervention, for centuries. In fact, the vast majority (91-95%) of victims of partner violence are women who are abused by their male partners. (8) 

The pattern of abuse 

Although it is most obvious when abusive men commit physical assault, domestic violence is best understood as an abuser's pattern of coercive behavior that serves to establish and maintain power and control over family, household members, or intimate others. An abuser establishes and maintains power over the victim through the use of a variety of coercive tactics that can include physical, psychological, sexual, economic, and emotional abuse, resulting in a fixed imbalance of power between the abuser and his partner. 

An abuser's tactics of control can progress very slowly, making domestic violence difficult to recognize in its early stages. Although abusers' coercive tactics often include criminal conduct such as threatening or harassing the victim in person or over the phone, stalking, as well as perpetrating physical assaults, early on, their tactics of abuse are often non-criminal and/or non-physical. For example, they may use emotional abuse, attempt to isolate the victim from friends and family, and/or exert control over financial resources. These forms of abuse can be very difficult to recognize as domestic violence, not only by the victim, but by friends, family members, and helping professionals. 

Although these forms of domestic violence are not necessarily violations of law and therefore may not warrant a criminal justice  intervention, they should be taken seriously. The coercive tactics other than physical violence that abusers use to control their intimate partners not only can cause serious emotional and psychological harm to all family members, but are often precursors to physical violence. 

Over time, abusers typically escalate both the frequency and/or severity of their abuse, including an escalation in the severity of their physical assaults. While physical violence is not always part of an abuser's pattern of coercive behavior, it is a common tactic of control. Once abusers use physical violence, they are likely to intensify their assaults over time, increasing the victim's risk of harm, including serious and life-threatening injury. Further, as abusers intensify their use of physical violence, their potential for killing their partners increases. 

Abusers' success at establishing control by instilling fear in their partners, however, does not rely upon their use of physical violence. When physical abuse is not part of abusers' tactics of control, the use of threats and intimidation against their partners are common. Further, the absence of physical violence from abusers' tactics of control does not mean that these situations are necessarily less harmful or lethal than those in which physical violence is perpetrated. For example, a victim's partner may hold a loaded gun to her head or repeatedly threaten to harm her, the children, or himself, actions that create a great risk of harm or death from the abuser. As another example, family pets are often mistreated or killed by abusers to frighten their partners, as a threat of potential interpersonal attacks, or as a form of retaliation or punishment. (9) Animal abuse is a common precursor to physical assault.

Because the pattern of abusive men's tactics of control most often follows a predictable course, the more skilled individuals become at recognizing the pattern in its early stages, the more opportunity there is for providing assistance early on. Early intervention may prevent illness, injury, and even death by increasing victims' safety and reinforcing abusers' accountability for their coercive and violent behavior. 

Diversity of Victims' Experiences 

Although abusers' patterns of coercive tactics are remarkably similar across all demographic lines-socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental  disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status-these differences can affect how domestic violence is identified and responded to, which, in turn, can make the experience of domestic violence different for women across these groups.

Women in rural communities, for example, must often contend with a lack of public transportation, physical distance from neighbors contributing to isolation, and a lack of anonymity common in a small-town community. It is also common in rural communities for family members of both victims and abusers to work within the helping fields or have direct connections to those who work within the helping fields, creating additional barriers for victims and potentially reducing the likelihood of accountability for abusers. 

Cultural or religious groups may hold values around family, sex roles and community integrity that can create additional pressures on battered women. Membership in a particular cultural or religious group, however, can also be a source of strength for battered women. These diverse communities may provide supports or services that are more appropriate to a battered woman's cultural or religious affiliation than those available through the mainstream service system. 

For many women with disabilities who are victims of domestic violence, needed services are often inadequate and/or inaccessible. For example, resource materials are rarely available in alternate formats (Braille, large print, audio-tape); buildings where services are delivered may be physically inaccessible to women in wheelchairs; transportation may be unavailable to women with physical disabilities; and access to a TTY or to volume control phones for deaf/hearing-impaired women may be limited. 

In addition to the lack of discrete services for gay men and lesbians who are abused by their partners, gay and lesbian victims who seek help may face exposure of their sexual orientation to those to whom they are not "out"; institutionalized heterosexism; negative attitudes about homosexuality from "helpers"; and fewer legal options than victims who are legally married. 

The considerable diversity among victims of domestic violence requires systems to develop individualized responses that consider the particular needs of victims and that conform to "best practice" guidelines. 

Costs of domestic violence 

The direct impact on adult victims of abusers' perpetration of  coercion and violence-in emotional upheaval, injury, illness, and loss of life-is well-documented. Beyond that, perpetrators of domestic violence disrupt and break families apart, endanger children by compromising their physical and emotional well-being, and model abuse as a "norm" that may be repeated through generations. 

While these costs of domestic violence on victims and other household members may be inestimable, the direct and indirect economic costs are not. Domestic violence imposes significant costs on the criminal justice system and courts, the health care system, mental health system, and child welfare system. Direct costs also include the resources expended through the necessary provision of public and private emergency shelter and support services. The indirect costs of domestic violence include poor work performance, lost workplace productivity, and an increase in the cost of health benefits. (10) Domestic violence is a problem that has a significant economic impact on communities and society at large.

PURPOSE AND POLICY STATEMENT 

Chapter 396 of the Laws of 1994, in amending §575 of the Executive Law, encourages New York's counties to assure "that best practices, policies, protocols, and procedures are used to address the issue of domestic violence, and to secure the safety of the victim," consistent with law and applicable regulations. In addition, §575 advances the additional goal of providing "consistency and coordination by and between county agencies and departments, including criminal justice agencies and the judiciary, and, as appropriate, by municipalities or other jurisdictions within the county and other governmental agencies and departments." 

The scope of domestic violence compels more than government action alone; it requires the promotion of coordinated, public-private, and multi-disciplinary solutions. With this in mind, and understanding that counties are both administrative entities and geographical communities, each county should express its intention to meet that challenge, and recognize that in its roles as

•
a legislative entity;

•
a direct provider of public safety, criminal justice, health, youth, social, and other services;

•
a contractor for materials and services; 

•
an employer and purchaser of health care and other benefits;

•
an advocate to the state on issues of law and policy; and

•
a center for community leadership and community coordination;

it has the obligation to proactively respond to the problem of domestic violence, to maximize the effective use and/or reallocation of public resources that are not already supporting domestic violence services, and to establish within the county a climate of zero tolerance for domestic violence.

Toward that end, therefore, within their individual missions, all county units, agencies and contract agencies should develop written domestic violence policy statements and accompanying written procedures/protocols for identifying, documenting, assessing, and responding to domestic violence. In their role as community leaders, they should also encourage the active participation of the private sector in this process and encourage the integration of the policy/protocol recommendations into private sector responses.

Such policies/protocols must be developed in conjunction with local domestic violence service providers, consumers of domestic violence services, and representatives from the relevant systems, and should, at a minimum:

•
be consistent with the recommendations outlined in this document; 

•
identify mechanisms for referral and follow up, and develop linkages within and across systems, where appropriate;

•
establish plans for staff training and skills development;

•
establish plans for supervision and internal accountability measures;

•
provide measures for responding to domestic incidents should they occur in or affect the workplace, and establish supervisory responsibilities when employees are identified as victims or perpetrators of domestic abuse; and

•
establish mechanisms for evaluation and periodic public reporting.

Such policies/procedures should be widely disseminated to associated county offices and public agencies with clearly articulated expectations regarding implementation. To ensure the maximum degree of consistent and coordinated response, such policies/procedures should also be widely disseminated throughout the private sector, including businesses, private and not-for-profit health and human service agencies, and employee unions. 

(1)This policy primarily addresses adult partner violence, although there may be many similarities in "best practice" responses to both adult and adolescent abusers and victims. The use of violence and coercion by teenagers in dating relationships is common, the pattern of young abusers'  coercive tactics is very similar to that of adults, and young abusers can and do perpetrate physical assaults that result in serious and life-threatening injury and death. Teen dating violence is addressed in the  Education System section.

(2) Not all systems operate from this inclusive definition of intimate partner relationships. For example, statutory definitions restrict access to Family Court for many victims of adult partner violence. Some statutory definitions, however, set a minimum standard (mandatory arrest, for example), but do not preclude expansion of the definition of intimate partner relationships. Since domestic violence occurs in all of the above-mentioned relationships, systems and providers should operate from the most inclusive definition of intimate partner relationships possible, unless to do so would be in violation of existing statute. Further, since the lack of a unified definition of domestic violence in communities is often an obstacle to coordinated responses, adoption of a unified, inclusive definition is an important step in strengthening a community's response to domestic violence. 

(3) Gelles and Straus, survey on domestic violence, National Institute of Mental Health, 1985.

(4) Stark and Flitcraft, "Violence Among Intimates, An Epidemiological Review," in Handbook of Family Violence, ed., V.D. Van Hasselt, et al., 1988.

(5) Violence Between Intimates, U.S. Department of Justice, Bureau of Justice Statistics, November, 1994.

(6) Bowker, Arbitell & McFerron, "On the Relationship Between Wife Beating and Child Abuse," in Feminist Perspectives on Wife Abuse, eds., Yllö & Bograd. Beverly Hills: Sage Publications, 1987. 

(7) National Center on Elder Abuse, "Understanding the Nature and Extent of Elder Abuse in Domestic Settings." June, 1995.

(8) Violence Between Intimates, ibid.

(9) Ascione, Frank R., Ph.D., Claudia V. Weber, M.S., and David S. Wood. "The Abuse of Animals and Domestic Violence: A National Survey of Shelters for Women Who Are Battered." Society and Animals, 1997, 5(3), in press.

(10) Zorza, Joan. "Women Battering: High Costs and the State of the Law," Clearinghouse Review, Vol 28, No.4, Special Issue 1994.

Guiding Principles 

The four primary goals in developing or strengthening a community's response to the problem of adult domestic violence are:

1.
Victim Safety and Self-determination

2.
Abuser Accountability

3.
Systems' Responsibility

4.
Promoting a Coordinated Response Grounded in the Principles of Zero Tolerance

The Guiding Principles are the universal benchmarks by which programs, policies, protocols, and procedures across all systems (both formal and informal) can be measured to assess the extent to which they support the above-stated goals. The following principles are not intended to be an exhaustive list of evaluative measures, but rather to serve as a solid starting point to guide the work of counties. 

This policy provides further recommendations specific to Employers and the following formal systems: the Criminal Justice, Legal and Judicial; Health Care; Substance Abuse Treatment; Child Welfare; Mental Health; and Education. There are, however, many potential formal and informal helping systems-community-based agencies, women's centers, departments of social services, religious institutions and communities of faith, child care centers, neighborhood groups, and homeless housing networks, to name a few-that are not specifically focused on in this policy, but for whom the following Guiding Principles should provide significant information and guidance regarding their responses to domestic violence. 

1.
VICTIM SAFETY AND SELF-DETERMINATION 

By far, the most important goal in developing systems' and community responses to adult domestic violence is enhancing victim safety. Essential to furthering this goal is the acknowledgment that battered women encounter many obstacles to achieving safety or to ending a relationship with an abusive partner, and the choices they confront are not risk-free. For example, while there may be risks attached to staying with an abusive partner, there are also risks attached to separating from an abusive partner, such as the risks  of escalated threats and physical violence, continued harassment, and stalking. While calling the police or seeking an order of protection from the courts are options available to battered women, there is also the risk that an abusive partner will attempt to retaliate against the victim for having involved the courts or the criminal justice system. 

Seeking help, getting an order of protection, or deciding to leave an abusive partner only makes sense to a woman when, on balance, it reduces the overall risks that she and her children have to deal with. Safety interventions should reflect the reality that there are risks attached to every decision a battered woman makes, and should be designed to evaluate the risks and benefits of different options and to identify ways to reduce the risks.

The interests of victim safety should remain paramount even when there may be a perceived benefit of a program, policy, protocol, or procedure to some other interest. For example, in a mental health setting, it might be perceived that victim reports of violence could be used to more effectively confront the denial of an abuser. The solicitation and/or use of victim reports in intervening with abusers, however, increases the risk of retaliatory violence by the abuser, and should therefore be avoided whenever possible.

The following Guiding Principles aim not only to protect victims from further harm by their abusive partners, but to also protect them from further victimization by "the system." The following principles therefore encourage the development of responses that refrain from explicit or implicit victim blaming, affirm the adult victim's right to self-determination, and set realistic and reasonable expectations of both victims and providers within the relevant systems.

a.
The goal of interventions with victims is SAFETY from physical, emotional, financial, and psychological harm, regardless of whether a victim is choosing to continue in a relationship with the abusive partner or not. Leaving an abusive partner may be an option a victim chooses at some point in her safety planning process, but leaving is not the appropriate goal of intervention. 

The reasons for this principle are twofold. First, many victims want the violence to stop, but do not want the relationship to end. In order to support a victim's right to self-determination, interventions should  be fashioned to be consistent with a victim's personal goals. 

Second, abusers often escalate their violence during times of separation, increasing a victim's risk of harm, including serious and life-threatening injury. Separated or divorced women are 14 times more likely than married women to report being assaulted by a spouse or ex-spouse. (11) Furthermore, two-thirds of women killed by their male partners are killed when they are in the process of leaving or after they have already left. (12) The risk of escalated threats and physical harm often extends beyond the victim to others, including her children, friends, family members, and professionals from whom she may seek assistance. For a victim who chooses to separate from her partner, providers should be prepared to assist her in making a separation safety plan to help reduce the risks to herself and others. 

Evaluating leaving as an option requires an honest and rigorous assessment of the risks attached. Providers should recognize that, at any given point, making the choice to stay with an abusive partner is often the most rational choice a victim can make to protect herself and others. 

b.
Intervention strategies with victims should be based on an empowerment model, actively supporting each victim's right to self-determination. This means that interventions should focus on helping victims explore and evaluate available options, make informed decisions, and design personal safety plans that reflect the victim's stated needs and goals. This includes providing information about available services and facilitating a victim's voluntary involvement in available services. It would not include mandating conditions for the provision of assistance to the victim, or (when within the provider's authority) mandating her involvement in services. A victim's right to self-determination may be limited when, in the provider's professional judgment, the victim's actions pose serious, foreseeable, and imminent risk to self or others. 

An empowerment model is the preferred framework for interventions with victims of domestic violence. Battered women are adults who are making difficult choices in difficult circumstances. Victims themselves are most often in the best position to accurately evaluate the impact of various options on their safety. Further, every victim must make decisions that she can live with. For example, for some  victims, divorce is unacceptable; for non-English speaking victims, moving to a new community or a shelter where no one speaks their language or understands their culture may not be an option. 

In addition, victims of domestic violence are victims of their partners' coercive control. One of the goals of intervention is to restore the victim's control over her own life. It is important, therefore, not to make decisions for her or to make personal judgments about her actions. Supporting a victim's decisions, however, does not relieve a provider of the professional responsibility to share information, including professional judgments about a particular decision or course of action being considered or chosen by the victim. Supporting a victim's right to make her own decisions, and offering a professional opinion about such decisions, are not necessarily incompatible actions.

In cases in which a victim's actions pose serious, foreseeable, and imminent risk to self or others, a provider may be legally bound to limit the victim's right to self-determination. For example, in cases of imminent risk of suicide, homicide, or child abuse, a provider may be legally required to act with or without the victim's consent, by notifying the police, making a report to the State Central Registry regarding child abuse, etc. In cases in which providers are not legally required to act, they may, in fact, have a legal obligation to uphold the victim's right to confidentiality. 

c.
Adult Protective Services should be notified in cases in which victims are physically or mentally impaired to the extent that they are unable to make competent decisions. Such impairment may be due to, for example, age-related dementia, alcohol/other drug addiction, mental disability, mental illness, and/or physical injury or illness. Subsequent intervention strategies should be coordinated with domestic violence service providers when to do so does not violate the confidentiality of the victim.

It is essential that a provider accurately assess mental or physical competency based on sound clinical grounds, and not on the provider's personal or professional opinion about the prudence of an individual victim's decisions. Non-impaired victims often make decisions that conflict with a provider's judgment, however, they not only have the right to make their own decisions, but are in the best position to evaluate the potential  risks and benefits associated with their decisions. 

Adult Protective Services (APS) exists to intervene in cases in which adults are significantly compromised in their abilities to make competent decisions about themselves or others for whom they are responsible. In these cases, providers should utilize the supports and expertise available through APS, as well as through the local domestic violence service provider.

d.
All providers should be adequately trained to conduct danger assessments and to assist victims in developing short-term safety plans, but without a combination of advanced training and field experience, providers should refer victims to domestic violence service providers or victim-witness advocates for comprehensive risk assessments and safety planning.

Regardless of what a victim intends to do in response to her partner's abuse, it can be a very helpful safety strategy for her to identify and evaluate risks and construct plans for a variety of different situations-for dealing with a crisis, such as an assault by her partner; for continuing to live with or date her partner; for dealing with the risks associated with separation from her partner; and for maintaining an independent life after a permanent separation, divorce, or the termination of a relationship with her partner. Even the most comprehensive safety plan, however, is not a guarantee that a victim will be safe. Safety planning is a tool for developing safety strategies, not a solution to domestic violence. 

In all cases, a safety plan should be the victim's plan, not the provider's plan. The provider's role is to help identify options that the victim may or may not have previously considered, to help the victim weigh the potential benefits and drawbacks of those options, and to marshal all possible resources to assist the victim in implementing the plan that she chooses.

All providers should be prepared to assist a victim in assessing the potential that her partner will physically harm her, particularly during times of separation or when the victim has taken an active step to leave or involve the legal system or other helpers. It is at these times that abusers often escalate their violence. Providers should assist victims in developing short-term safety plans or escape plans in these instances, plans that answer questions such as: What, if anything, can she do to minimize the  possibility that her partner will harm her? What can she do if her partner threatens to assault her or does assault her? Who can she call? Does she have a safe place to go? What important papers will she need? Where can she keep some extra money?

In addition to planning for crisis situations, many victims, whether they are considering leaving their partners or not, can attempt to escape or avoid their partner's attacks by developing a comprehensive and detailed safety plan. These plans often incorporate step-by-step goals that a victim accomplishes over an extended period of time to explore alternate options that can increase her range of free choice and action, strengthen her economic independence, build her support network, and improve her emotional and physical health. It is these more extensive, complex, and detailed plans that are best facilitated by a provider with advanced training and field experience, such as a domestic violence service provider or victim-witness advocate.

e.
Domestic violence service providers should be used as the primary referral resource for addressing the safety-related concerns of victims of domestic violence. 

Domestic violence service providers are likely to be the most knowledgeable and experienced service providers in a given community regarding issues related to victim safety. Local domestic violence service providers provide confidential assistance to battered women and their children. They provide emergency safety services including shelter and 24-hour crisis hotlines and, most often, a full range of non-shelter services. Non-residential services are typically free of charge; shelter costs are typically covered by the local department of social services, except for working women and women with access to financial resources, who may be required to contribute financially to their shelter stays.

f.
Screening for adult domestic violence should be conducted with victims and abusers in separate sessions. Where victims are not fluent in English, or are hearing-impaired, providers should arrange for translators or interpreters who are neither friends, nor relatives (including children) of the victim.

In order to safely assess for adult domestic violence, a victim should never be asked domestic violence screening questions in the presence of her partner, for to do so puts her at risk of retaliation for what she may or may not say. If the  gender of the client's partner is not known, providers should use gender-neutral language in assessing for domestic violence, i.e., "Does your partner make threats to hurt you or other family members?" 

In cases in which there are language barriers, protecting victim safety includes avoiding the use of family members as interpreters/translators and making it a priority to locate interpreters/translators who have some knowledge of domestic violence. 

g.
Before conducting a screening for domestic violence with a potential victim, providers should inform the concerned party of the extent and limits of confidentiality. In particular, the concerned party should be informed of the provider's need to act in cases in which s/he expresses an intent to do harm to self or others, and, if the provider is a mandated reporter of child abuse, in cases in which reportable information of child abuse and/or neglect is shared.

A common misperception of victims of domestic violence is that they don't want to disclose information about their partners' abuse. While many victims do make efforts to hide the abuse, they often do so because they fear negative consequences, including fear that their partners will discover that they sought help. An important element in demonstrating your trustworthiness as a "helper", and creating an environment that creates safety for victims to disclose abuse, is to be clear, direct, and up-front about the extent and limits of your confidentiality policy. 

h.
Wherever possible, information received from victims should not be directly used in conducting screening and interventions with their abusive partners, even if the victim is willing to provide signed consent.

The use of information provided by victims in interventions with abusers may provide a perceived benefit (for example, using information to confront denial of abusers), but undermines the goal of victim safety. As in the case of family/couples counseling, many women report being threatened or assaulted for information they shared with providers that, in turn, was disclosed to abusers.

In cases in which the use of information provided by victims may be unavoidable (such as Child Protective or law enforcement investigations), providers should give prior notification to the victim of what information is to be shared and when, and engage the victim in planning for her safety.

i.
Families in which adult domestic violence occurs should not be referred to or engaged in services in which they must cooperatively participate, such as couples, marriage, and family counseling services, or alternative dispute resolution and mediation services.

Intervention strategies that require the cooperative participation of a victim and her abusive partner often presuppose an equal relationship in which both parties are free to openly participate. Mediation, for example, is a process through which equal parties are engaged in negotiations in an effort to resolve a conflict. Victims of domestic violence who, by definition, are being controlled by their partners, are significantly compromised in their ability to negotiate freely and on equal footing. Because of the inherent imbalance of power between an abuser and a victim, mediation is contraindicated in domestic violence cases. 

Similarly, couples and marriage counseling often presuppose the ability of both parties to freely participate. These interventions, however, have the potential to increase the likelihood that the abuser will physically or emotionally harm the victim. Many women report being threatened or assaulted after joint intake or counseling sessions for things they said or did during the session.

In addition to the increased danger these practices may create for battered women, such practices also reinforce the notion that a victim shares (at least in part) some responsibility for solving the problem of her partner's violent and/or controlling behavior. Such a message reinforces the mistaken belief that many abusive men already hold, i.e., that their partners are to blame for their violence, and encourages victims to internalize responsibility for their partners' violence.

As with any available option that has known risks, it is important for providers to be prepared to share information with a victim about the risks and limitations of utilizing services that require joint participation with her partner so that she is able to make an informed decision about whether or not to utilize such services. 

j.
Screening for child abuse and neglect, and interventions designed to protect the safety interests of children, should always be accompanied by screening and interventions specifically designed to identify adult domestic violence and to mobilize resources to enhance the safety of adult victims.

As national data readily confirms,  there is a significant correlation between partner violence and child abuse and neglect, with domestic violence surfacing as one of the leading risk factors with regard to the physical and emotional safety of children. (13) At least two studies found that between 45-59% of substantiated child abuse cases included documented violence against the mother. (14) In families in which both problems exist, most frequently the adult male head of household is the sole perpetrator of abuse. (15) Furthermore, there is a significant overlap between men who abuse their female partners and men who perpetrate child sexual abuse, with girls being 5-6 times more likely to be sexually abused by domestically violent fathers than by non-battering fathers. (16) 

Responding effectively to cases in which there is an adult victim and child victim(s) requires parallel responses that protect children and that provide safety-related assistance to their mothers. It has been demonstrated that strategies designed to help battered mothers get safe are effective strategies for protecting the safety interests of children. Providing safety-related assistance to a battered mother strengthens her ability to provide for the safety needs of her children and should, therefore, be an integral part of interventions designed to protect children in homes in which there is adult domestic violence. 

k.
Providers should be prepared to respond to the particular needs of victims with regard to factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status. 

While it is not feasible for providers to have a comprehensive understanding of the social, cultural, ethnic, or religious affiliation of every victim with whom they have contact, it is essential that they be prepared to acknowledge, legitimize, and accept the ways in which these factors may influence an individual victim's behavior and choices. (See  Problem Statement, Diversity of Victims' Experiences.)

For example, the forced imprisonment of Japanese and other Asian civilians in wartime internment camps might be relevant to a particular Asian victim's distrust of "the system." For immigrant women from countries operated under military rule or an authoritarian  regime, an understandable fear of law enforcement and "state-run" systems may be a substantial barrier to intervention. Even for many U.S.-born women of color, experiences with institutionalized racism may cause them to be wary of involving "the system." Similarly, institutionalized heterosexism may create obstacles to gay men and lesbians seeking assistance. Many of the options generally available for victims of domestic violence might not be seen as viable by victims from these groups, although there is often a significant variation of responses among individuals from the same cultural, racial, or religious group. 

2.
ABUSER ACCOUNTABILITY 

Men who are abusive use emotional, psychological, economic, sexual, and physical abuse in order to control their intimate partners. Domestic violence does not result from individual personal or moral deficits, diseases, diminished intellect, addiction, mental illness, poverty, other persons' behaviors, or external events. 

Abusers act from a set of attitudes and beliefs about how men and women should relate in intimate relationships. In general, abusers believe that they have a right to enforce their will on their female partners. This belief, rooted in sexism and misogyny, is supported and tolerated by the society in which we live, a society that has historically condoned the use of violence against women.

Abuser accountability is possible only when there is an ability to impose swift, consistent, and meaningful sanctions for the abusive behavior, a role that rests primarily, if not exclusively, within the justice system, through arrest, prosecution and sentences of incarceration, probation, restitution or fine, or some combination of these. Batterers Intervention Programs (BIPs), where they exist, should be used by the courts only in combination with other legal sanctions, as part of a coordinated disposition that also includes incarceration, probation, restitution, or a fine. Further, while BIPs can be a useful element of a community coordinated response, they are not a necessary element of such a response. (See  definition of Batterers Intervention Program.) 

This policy cautions against the use of Batterers Intervention Programs as a referral for non-mandated clients. Many abusers self-refer to BIPs in order to convince their partners to stay with them or to return if they have already left, a powerful and often effective  form of emotional manipulation. As a result, non-mandated abusers may have an even greater ability than mandated abusers to misuse their participation in a BIP as a way to reinforce their control over their victims. Further, non-mandated participation does not achieve the goal of holding abusers accountable since non-mandated participants are subject to no consequences for non-compliance with the program requirements. 

Within systems other than the criminal and civil justice systems, providers should actively support the justice system's role in holding abusers accountable. In addition, providers can and should reinforce individual abusers' sole responsibility for their abusive behavior. The combination of abuser accountability within the criminal and civil justice systems and a coordinated community response of zero tolerance for abusive behavior is the recommended strategy for stopping men's violence against women. 

A comprehensive coordinated community response requires the active participation of both the formal systems (criminal and civil justice, health care, social and human services) and informal community systems (civic, cultural, religious, ethnic, etc.) in holding abusers accountable through legal sanctions, and reinforcing abusers' responsibility for their behavior through social sanctions. However, even with the best efforts of the systems and community at large, there is no guarantee that abusers will choose to stop their abusive behavior, underscoring the importance of the criminal and civil justice systems' roles in exerting immediate and ongoing legal control over abusers. 

The following Guiding Principles are founded on the recognition that men who are abusive achieve and maintain control over their partners by using culturally condoned violence and abuse, and on the understanding that abusive behavior is the sole responsibility of the individual abuser. An abuser's choice to perpetrate violence and his capacity to stop his violence is completely independent of the actions of his victim. Therefore, interventions to promote abuser accountability should be directed solely at the abuser through the application of legal and social sanctions for his violent behavior. Further, specific intervention strategies with abusers should always be evaluated on the basis of whether or not they enhance victim safety. 

a.
Providers should use all of the leverage and authority available to them to hold abusers accountable  for their abusive behavior by imposing appropriate consequences. Such responses should be swift, consistent, foreseeable, and commensurate.

Abusers are coercive and violent because they can do so with impunity and because the behavior works to control their female partners. It is the community's responsibility-not the responsibility of victims-to hold abusers accountable. Providers should, therefore, use all available means to hold abusers accountable for their abusive behavior, and should act swiftly and consistently. Ideally, systems' responses to domestic violence should be well thought out, expressed in writing, and widely publicized to the community. In this way, consequences are more likely to be known to the abuser as well.

b.
Providers' responses to perpetrators of domestic violence should focus solely on the abusive behaviors and reinforce abusers' sole responsibility for their coercive and violent behavior.

There are no acceptable excuses for domestic violence. When a system or community "buys into" abusers' excuses, it results in collusion, which allows abusers to avoid responsibility for their abuse. Responses that focus on personal or moral deficits, diseases, low self-esteem, early childhood experiences, anger management, diminished intellect, addiction, mental illness, other persons, or external events, as the means to "solving" domestic violence, give abusers support for the excuses they offer to explain their abusive behavior and undermine abusers' ability to achieve insight about their capacity to stop their abuse against their partners.

Engagement in or referrals to alcohol/other drug treatment programs, mental health services, anger management programs, or psychiatric care facilities should not be used as responses to abusers' violent behavior, although such referrals may be indicated as a response to other issues in addition to the appropriate criminal or civil justice sanctions for the violent behavior.

c.
Providers who have a legal duty to warn, should take appropriate steps to protect the intended victim when they have direct knowledge of an abuser's intent to do harm to that intended victim.

Abusers' threats should be taken very seriously and responded to swiftly, predictably, and consistently. When there is firsthand knowledge of an abuser's threat to do harm, the intended victim and the police must be notified immediately and the victim should be given  the local domestic violence hotline number and offered assistance with safety planning.

d.
Providers' responses should include ways to facilitate the documentation and provision of relevant information to the courts regarding the effects of domestic violence on children. 

Pursuant to Chapter 85 of the Laws of 1996, New York State courts are required to consider the effects of domestic violence as a factor in custody and visitation decisions. It is impossible for courts to determine the best interests of children and to make fully informed decisions about custody and visitation without full and accurate information. Thorough information gathering and accurate documentation can assist the court in deciding custody and visitation cases if such records are subpoenaed by the court.

Research suggests that adult domestic violence may be the primary familial context for child abuse, (17) with the adult male abuser perpetrating abuse on the female partner as well as the children in the household. Further, children who witness adult domestic violence suffer a range of potentially serious effects including somatic problems such as failure to thrive, gastrointestinal distress, headaches, insomnia and bed wetting, behavioral difficulties, and declines in academic performance. As teenagers, these children are more likely than other teens to be involved with alcohol/other drugs, criminal activity, and prostitution. They also comprise a disproportionate number of teen parents and homeless youth. (18) 

3.
SYSTEMS' RESPONSIBILITY 

Despite the significant number of victims and children served each year through the domestic violence service system, it is clear that this represents only a relatively small proportion of all victims who seek help in New York State. In fact, most battered women who enter emergency domestic violence shelters report having made multiple attempts to seek help from other systems-health care, criminal or civil justice, schools, and human services including public assistance, housing, and employment training-prior to their request for assistance from local domestic violence services. In many cases, domestic violence remains unidentified by professionals working in these various service systems. For example, it is estimated that domestic violence is identified in only about one in ten cases in which a victim presents to the health care system with a violence-related  injury or illness. (19) 

An increased rate of identification of domestic violence, coupled with an appropriate response from providers working within these systems, is an essential secondary prevention strategy because of its potential to prevent further harm. The following Guiding Principles are based on the belief that providers across all systems need to develop policies, protocols, and programs to effectively identify and appropriately respond to domestic violence and that they should have adequate knowledge and preparation to implement such policies, protocols, and programs.

a.
Providers should actively seek training on domestic violence from experts in the field including local domestic violence service providers, the New York State Coalition Against Domestic Violence, the New York State Spanish Domestic Violence Hotline, the New York State Office for the Prevention of Domestic Violence, and Pace University Battered Women's Justice Center. Training should be required not only for front line staff, but for management, policy makers, human resources personnel, and security staff. 

In order to develop effective policies, protocols, and programs and to have the ability to implement them effectively, providers need to have accurate, state-of-the-art information about domestic violence. Minimally, such training should prepare staff to assess for domestic violence, assist identified victims in safety planning, make appropriate referrals, and individualize responses in recognition of the physical, social, and cultural realities that may impact an individual victim's situation, in particular, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, and urban vs. rural residency. To be effective, training should be comprehensive and ongoing. 

b.
Interagency cross-training should occur between and among providers from systems that have interrelated services. 

In addition to having accurate information about domestic violence and about the range of services for victims available in the community, providers need accurate information about other systems with which they interact. For example, the health care system is required to notify the police in domestic violence cases that involve injuries resulting from gunshots or stabbings. Understanding the role and responsibility of police in these cases will facilitate effective handling.

Similarly, substance abuse  treatment providers may treat mandated clients who are on probation or parole. A solid understanding by substance abuse treatment providers of the roles and responsibilities of probation and parole will strengthen their abilities to effectively coordinate responses. 

c.
In conjunction with domestic violence service providers, providers across all systems should develop policies and protocols for responding to both victims of domestic violence and abusers, should commit the policies/protocols to paper, and should openly share them with other systems and the public.

Openly sharing policies and protocols demonstrates community accountability for responding to the problem of domestic violence and a willingness to modify responses if necessary. 

d.
Providers across all systems should be adequately supervised and held accountable for their participation in implementing their organization's domestic violence policy/protocol.

Mechanisms should be developed to identify, counsel, discipline, or otherwise hold accountable staff whose conduct is inconsistent with organizational policy/protocols, and to provide opportunities for retraining, if necessary. Similarly, organizations should identify incentives and rewards for exemplary performance.

e.
Providers should establish ways to improve coordination of services with other relevant systems, such as through information-sharing mechanisms, case-tracking systems, case conferencing, and written interagency agreements.

While there are often legal, regulatory, professional, and logistical barriers to openly sharing information, interagency communication mechanisms should maximize the amount of relevant information to be shared without infringing on the privacy and confidentiality rights of the parties involved. Communication mechanisms are essential to ensure that there is consistency and compatibility between court orders, treatment plans, safety plans, and other case plans for individual victims and abusers.

f.
Providers across all systems should ensure that information about victims that is collected and stored is secure, that appropriate precautions are taken to prevent access by abusers to information about their partners, and that there exist clear and commensurate sanctions for security violations. 

Confidentiality is a critical issue for battered women who are often victims of stalking by partners or former partners. One of the ways in which abusers have been successful in locating  partners who have fled dangerous situations is through access to public records and/or databases, or by gaining unauthorized access to confidential records. This practice can be thwarted by the effective use of information security measures combined with the imposition of serious sanctions for violations. 

g.
Providers across all systems should actively participate in local Task Forces or Coalitions dedicated to improving a community's coordinated response to domestic violence. The necessary resources (staff time, travel, etc.) should be provided to this effort, and Task Force/Coalition representatives should have the appropriate authority to make participation meaningful.

Many communities have existing Domestic Violence Task Forces or Coalitions made up of representatives of the criminal and civil justice, health care, human services, and educational systems, as well as employers and unions. These Task Force efforts are strengthened by representation from civic, religious, cultural, and ethnic groups and organizations and those representing the needs of lesbians, elders, people with physical and mental disabilities, and undocumented immigrants. The active participation of providers from all of these systems is essential to the creation of effective coordinated responses to the problem of domestic violence. 

4.
PROMOTING A COORDINATED COMMUNITY RESPONSE

 GROUNDED IN THE PRINCIPLES OF ZERO TOLERANCE 

While the development and implementation of improved responses within formal community systems are primary elements in effecting a coordinated community response to the problem of domestic violence, a strong, clear, consistent, and intolerant response from the entire community is necessary to turn the tide away from the centuries-old ethic of tolerance and support for domestic violence. County and local officials and leaders have tremendous opportunity to engage the larger county community in creating an environment of zero tolerance for domestic violence. The active participation of individuals, groups, and organizations in a coordinated response to domestic violence is an important part of the success of such an effort. Public/private partnerships can further facilitate accomplishment of these goals and the recommendations that follow. 

There is a myriad of community "systems" that should be enlisted in an effort to promote a coordinated community response including civic, religious, cultural, and ethnic groups and  organizations. In addition, an individual within a community often has many relationships independent of participation or membership in a group or organization, for example, as a neighbor, friend, family member, co-worker, or acquaintance of someone who is affected by domestic violence. Community members have significant influence in their personal relationships to advance the ethic of zero tolerance for domestic violence and should be actively challenged to participate in efforts designed to promote victim safety and reinforce abuser accountability. 

The following recommendations are designed to promote the involvement of all members of the community in both responding to and preventing domestic violence. 

a.
County and local officials and leaders involved in local Task Forces or Coalitions dedicated to improving a community's coordinated response to domestic violence should solicit and facilitate the full participation of recognized leaders, including those representing community-based civic, religious, cultural, and ethnic groups and organizations, organizations representing the needs of lesbians, elders, people with physical and mental disabilities, and undocumented immigrants, and representatives of the private sector. 

Many communities have existing Domestic Violence Task Forces or Coalitions made up of representatives of the criminal and civil justice, health care, and human services systems. The inclusion of community members who live and work outside of these formal systems is essential to the creation of effective coordinated responses to the problem of domestic violence, as is participation from representatives of the business community. Equally essential is input from the myriad diverse groups that live in a community regarding the particular needs of victims from these groups so that coordinated responses reflect the diversity of victims.

b.
County and local officials and leaders involved in local Task Forces or Coalitions dedicated to improving a community's coordinated response to domestic violence should solicit and encourage the participation of local television, print, and radio media representatives. They should also encourage the Task Force to develop and provide media outlets with a list of local people who have domestic violence expertise and can serve as media resources. 

An important aspect of community education about domestic violence is the way in which the problem is portrayed  by the media. Increasing media's access to accurate information will help to ensure that domestic violence is depicted as a serious crime, that it is framed accurately, and that the community's response will be appropriately evaluated. Further, media awareness of the seriousness of domestic violence may increase coverage of domestic violence-related news and may prompt the development of feature stories as well.

c.
County and local officials and leaders should initiate and sustain domestic violence education and awareness efforts designed to reach the entire county community. 

While education and awareness efforts are vitally important to ensure that victims in the community know how and where to find information, support, and services, these efforts are also important to the establishment of a coordinated community response to the problem. County and local officials and leaders should support the education efforts of local domestic violence service providers and should undertake efforts to foster the involvement of every member of the community in assuming a reasonable and achievable role in responding to domestic violence, both personally and professionally. Education efforts are essential to promoting community responsibility for the problem of domestic violence. Such efforts can include the use of radio and TV public service announcements and public access television channels as a useful means to reach a large audience.

d.
Community members should be engaged in defining community-based strategies for reinforcing abuser responsibility and supporting victims that are consistent with the Guiding Principles put forward in this document, and that strengthen and support the formal systems' responses.

e. County and local officials and leaders should develop, implement, and widely publicize a mechanism through which community members can provide evaluative information and suggestions for improvements in the formal systems' responses to domestic violence. 

The input of community members regarding the effectiveness of systems' responses is essential in any meaningful effort to evaluate and monitor those responses. Creating and publicizing the availability of a clear and accessible mechanism through which individuals from the community can provide feedback and input not only provides the information needed to further strengthen responses to domestic violence, but also clearly communicates the willingness of public  officials and formal systems to be held accountable. An open and public process also minimizes an individual's perceived risk of experiencing negative consequences for speaking out.

e.
County and local officials and leaders should actively support the development and maintenance of organized responses to domestic violence within diverse informal systems, including the development, printing, and distribution of information on domestic violence and available resources to underserved communities, and should encourage the coordination of these efforts in conjunction with local domestic violence service providers.

While formal systems within a community have a primary responsibility to respond effectively to domestic violence, they are unlikely to fully meet all of the widely varying needs of those affected. In recognition of this reality, community groups and organizations should be supported in their initiatives to develop assistance that either fills gaps in existing formal services or provides what may be a preferable alternative for some victims. For example, in many communities, cultural or religious groups have established support groups for battered women from within those groups. The active support of county and local officials and leaders, along with representatives of the formal systems, is important in expanding the options available to victims and in creating an effective coordinated community response. 

f.
County and local officials and leaders should promote and actively facilitate the provision of domestic violence training for community youth leaders.

While effective intervention in domestic violence cases is considered secondary prevention, it also contributes greatly to primary prevention efforts by modeling actions, based on attitudes and beliefs, that reinforce a zero tolerance ethic. Much more can be done, however, to instill in children and youth attitudes and beliefs that not only reject the beliefs that support men's use of controlling tactics against their intimate partners, but that also promote gender equity. 

There are typically many community members who come in regular contact with children through youth clubs, after school programs, child care and pre-school programs, sports programs, etc. These are community members who often become trusted adults to children and to whom these children often turn for information and help. As a result, the actions, attitudes and beliefs of these  adults often have tremendous impact on the children with whom they work, play, and interact. Engaging youth leaders in community-wide efforts to respond to domestic violence and facilitating their access to education and training on the problem and on what they can do to help is an important component of a primary prevention strategy.

(11) Harlow, "Female Victims of Violent Crime," U.S. Department of Justice, Bureau of Justice Statistics, 1991.

(12) Browne, Angela. When Battered Women Kill. New York: The Free Press, 1987.

(13) Harlow, "Female Victims of Violent Crime," U.S. Department of Justice, Bureau of Justice Statistics, 1991.

(14) Browne, Angela. When Battered Women Kill. New York: The Free Press, 1987.

(15) Bowker, Arbitell & McFerron, "On the Relationship Between Wife Beating and Child Abuse," in Feminist Perspectives on Wife Abuse, eds., Yllö & Bograd. Beverly Hills: Sage Publications, 1987.

(16) Ibid. 

(17) Harlow, "Female Victims of Violent Crime," U.S. Department of Justice, Bureau of Justice Statistics, 1991.

(18) Browne, Angela. When Battered Women Kill. New York: The Free Press, 1987.

(19) Harlow, "Female Victims of Violent Crime," U.S. Department of Justice, Bureau of Justice Statistics, 1991.

Employers 

The responsibility of employers to respond effectively to victims and perpetrators of domestic violence in their employ extends to employers across all systems. Public agencies, with the active involvement of employee unions and other employee organizations, should ensure that existing employee assistance programs, work/family and health benefits, security and supervisory policies, and/or workplace violence policies apply to and are responsive to the needs of victims of domestic violence, and should encourage all agencies with which they contract to do the same. Because employers' responses must be consistent with existing collective bargaining agreements, employers should also encourage labor unions to develop union policy and to adopt contract language that addresses domestic violence. 

Research suggests that as many as 74% of working battered women are harassed by their abusive partners on the job; and, of them, each year 45% miss at least 18 days of work; 56% are late for work on at least 60 days; and 28% leave early on at least 60 days. (20) Another study found that 20% of working battered women lose their jobs altogether. (21) Battered women consistently identify the lack of financial resources as a primary obstacle to separating from their abusive partners. For working women, battering can further weaken their financial security by compromising their ability to perform and keep their jobs. 

In addition, on-the-job harassment of employees by abusive partners may also threaten the safety of co-workers at the job site. Protecting the health and safety of all employees is in the interest of both employer and employee, reducing unnecessary turnover and abuse-related costs to the victim and co-workers, and enhancing continued employee well-being and productivity. Having well-defined responses to domestic violence in the workplace will also better protect employers from potential liability. Whether employers are large or small, have an Employee Assistance Program (EAP) or not, security staff or not, the policy recommendations that follow should provide useful guidance.

In addition to incorporating the recommendations  outlined in the  Guiding Principles into their responses to domestic violence, employers should also integrate the following recommendations specific to employers. The following policy recommendations do not necessarily require the development of new, domestic violence-specific policies or programs. Evaluation and modification of existing policies may be all that's required.

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
Employers should actively promote health and wellness programs that increase awareness of the problem and inform employees of available sources of assistance, including workplace personnel who are trained and available to serve as confidential sources of information, support, and referral to local domestic violence service providers. 

Battered women often legitimately fear that there will be negative consequences if they disclose to their employers that they are victims of domestic violence. Employers' first responsibility, therefore, is to create an environment of support and safety for victims to come forward. Health promotion can take many forms, including the availability of written information in private locations such as women's rest rooms, prominent display of posters informing employees of available assistance for domestic violence, inclusion of information on domestic violence in new employees' benefit packages, Employee Assistance Programs in the workplace, available support from union and labor representatives, distribution of brochures/handbooks/flyers on domestic violence to all employees, articles about domestic violence in agency publications, and lunch-time informational programs.

b.
When an employee needs to be absent from work as a result of being a victim of domestic violence, such as for medical care, counseling, criminal and/or civil court proceedings, legal consultation, or relocation, employers should maximize the employee's options in order to prevent loss of wages.

Effective November 1, 1996, Chapter 331 of the Laws of 1996 made it a crime for employers to penalize an employee who, as a victim or witness of a criminal offense, is required or chooses to appear as a witness, consult with the district attorney, or to exercise his/her rights as provided in the Criminal Procedure Law, the Family Court Act, and the Executive Law. The law requires employers, with prior day notification, to allow time off for victims or witnesses  to pursue legal action related to domestic violence. 

In addition to compliance with the law, however, employers should allow employees to use accrued time off, including personal, sick, and vacation time, if necessary. Where shift work, flexible schedules, or compressed work weeks are feasible, employees should be given these options. Employers should also review and, if necessary, modify any existing Family Leave policies to ensure that leave for reasons due to domestic violence is clearly and specifically permitted.

When employer policies require employees to submit documentation to justify their requests for these benefits, employers should be aware that victims of domestic violence often lack such documentation, such as orders of protection, medical records, or police reports. Further, employers should not require an employee to obtain these specific kinds of documentation because making a police report or petitioning for an order of protection may not be viable, safe, or desirable options for any particular victim. Instead, employers should consult with the employee to identify what documentation she might have or be able to get that won't compromise her safety-related needs and that will satisfactorily meet the documentation requirement of the employer.

c.
Employers should allow an employee who is a victim of domestic violence and leaves a spouse (or domestic partner, if covered), to make changes in benefits at any time during a calendar year and should expedite the process for the employee to make changes in payroll processing.

When victims of domestic violence separate from their abusive partners, with or without a legal separation, divorce, or temporary or permanent order of protection, they may need to obtain benefits in their own names, particularly if these were previously obtained through the abusive partner. Such changes may be needed to prevent the abuser from obtaining information about the location of the employee's new home, as well as information about the identity and address of health care providers. Similarly, pay checks are often deposited automatically to employee bank accounts. Employers should expedite requests for changing the process of electronic transfers in order to assist victims who are employees to protect themselves and their dependents and to protect their financial resources.

d.
Workplace safety procedures should be developed, or evaluated and modified  if necessary, to ensure that they reflect the particular security risks that arise in domestic violence situations. Employers should consult with the victimized employee to identify case-specific concerns and should develop individualized response plans as appropriate.

Many agencies have emergency procedures already in place to deal with trespassing, violence in the workplace, and harassment. It is important to evaluate existing policies to ensure that they are appropriate to domestic violence situations, including stalking. With the consent of the victim, individualized workplace safety plans may include advising co-employees of the situation; setting up procedures for alerting security and/or the police; temporary relocation of the victim to a secure area; options for transfer or permanent relocation to a new work site; reassignment of parking space; escort for entry to and exit from the building; dealing with telephone or mail harassment; and plans for addressing identified contingencies. 

e.
Employers and union representatives should actively utilize Employee Assistance Program (EAP) representatives as resources for themselves as well as the employee. Victims should be encouraged to contact their Employee Assistance Program representative and, if the victim desires, the employer or union representative could facilitate this linkage. 

Employee Assistance Program representatives can be valuable resources to supervisors, managers, human resource personnel, and union representatives, as well as to employees themselves. EAP staff who are appropriately trained can provide knowledgeable referrals to community-based domestic violence service programs, can provide initial and ongoing support, problem-solving and safety-planning assistance and, with the consent of the victim, can serve as a liaison between the employee and other involved parties. 

f.
Employers should cooperate fully in the enforcement of all court orders, including orders of protection (particularly orders in which abusers have been ordered to stay away from the work site) and orders for custody. With the permission of the victim, a copy of any existing orders and/or a photograph of the abuser should be kept in a confidential on-site location, as well as with security staff. 

g.
Employers should have an emergency security response plan in place, and should ensure that all employees have clear instructions about what to do if an  abuser gains unauthorized access to the work site. If the abuser refuses to leave, and/or engages in any acts that threaten the safety of employees or clients and/or that violate an existing order of protection, the police should be called.

Employers should consider the input of the victim in developing a response plan but must also maintain a responsibility to respond quickly to the safety-related needs of other employees. 

h.
In cases in which the abuser and the victim are employed at the same work site, an employer should give due consideration to relocating one or both employees to separate work sites and should, when appropriate, work with EAP to facilitate such relocation. 

The victim should be consulted in making decisions about employee relocations and should not be involuntarily penalized by this process. 

i.
Employers should not inquire about an applicant's current or past exposure to domestic violence, nor should staffing decisions for existing employees be made based on any assumptions about or knowledge of such exposure. 

Education, employment history, skills, and willingness and ability to do the work are the only valid considerations in making recruiting and staffing decisions.

j.
In underwriting individual life or health insurance for victims of domestic violence, insurers must consider objective medical conditions such as injuries or permanent health impairments without respect to their origin or cause. 

In New York State, Chapter 174 of the Laws of 1996 prohibits insurance companies and health maintenance organizations from discriminating against domestic violence victims. It specifically outlaws designating domestic violence as a preexisting condition and denying or canceling an insurance policy or requiring a higher premium or payment where the insured is/has been a domestic violence victim. Current or past exposure to domestic violence is not in and of itself a pre-existing condition and should not be considered in underwriting health and/or life insurance. Impairments arising from domestic violence should be evaluated in the same way as those arising from other causes; that is, to determine if there is an increased risk of mortality or morbidity as a result of those injuries or health impairments.

k.
For employees who experience work performance difficulties as a result of being victims of domestic  violence, employers should ensure that all of the proactive measures outlined in this policy have been taken to resolve the problem, and that the employee has been provided clear information about performance expectations, priorities, and performance evaluation. If a progressive discipline process is initiated, the employer should take special care to consider all aspects of the employee's situation, and should exhaust all available options in trying to resolve the performance problems. 

While performance problems caused by domestic violence should be addressed proactively through the recommendations set forth above, being a victim of domestic violence is not a problem that is easily solved and performance difficulties often persist. Though the progressive discipline process itself should be applied consistently and fairly to all employees, including those who are domestic violence victims, employers should attempt to make every reasonable accommodation possible within the framework of that process.

If, after taking all possible measures to resolve the performance-related problems without success, employers decide to terminate an employee, or a victimized employee resigns, employers should inform victims of their potential eligibility for unemployment insurance, and should respond quickly to any requests for information that may be needed in the claims process. Although New York State Law does not include a provision specifically relating to an individual who is separated from employment due to circumstances involving domestic violence, §591 of New York State Labor Law regarding eligibility for unemployment insurance includes a "good cause" provision. Under this provision, victims of domestic violence can be found eligible for unemployment insurance provided they have made reasonable efforts to protect themselves and their jobs. 

2.
ABUSER ACCOUNTABILITY 

a.
Any employee who is found to have threatened, harassed, or abused a current or former partner at the workplace or from the workplace using any workplace resources such as work time, workplace phones, FAX machines, mail, e-mail, or other means should be subject to corrective or disciplinary action in accordance with existing collective bargaining unit agreements and statutory regulations. 

b.
In cases in which an employer has verification that an employee has been arrested for a domestic violence offense, and said  employee has job functions that include the authority to take actions that may negatively impact victims and/or actions that may protect abusers from appropriate consequences for their behavior, said employee should be subject to corrective or disciplinary action in accordance with existing collective bargaining unit agreements and statutory regulations, pending an investigation.

Within all of the systems included in this policy, there are employees that are in positions in which they have authority to intentionally take actions that may cause harm to victims and/or collude with abusers. This is probably not the case for all employees within a given system, however. For example, clerical staff or financial management staff within a substance abuse treatment program might not have the authority to take actions that could cause harm to victims or collude with abusers receiving services in the program, but a treatment counselor, clinical supervisor, and/or security guard might very well have such authority. 

An issue of concern in taking corrective action against an employee who is arrested for a domestic violence offense is the possibility that the employee is, in fact, the victim of domestic violence, rather than the abuser. Chapter 4 of the Laws of 1997, effective January 12, 1998, states that, in family offense cases, where both parties allege an offense, arrest of both parties is not required if an officer believes one party was acting in self-defense, and, in misdemeanor cross-complaint cases, police are required to arrest the primary physical aggressor. Nonetheless, arrests of victims may still occur. An important consideration in conducting a thorough investigation that would prevent employees who are victims from being unfairly penalized on the job, therefore, is to attempt to determine if an arrest has been made for an offense that was committed in self-defense.

c.
In cases in which an employer has verification that an employee is adjudicated for a domestic violence offense, or is enjoined by a final Order of Protection as a result of domestic violence, and said employee has job functions that include the authority to take actions that may negatively impact victims and/or actions that may protect abusers from appropriate consequences for their behavior, said employee should be subject to corrective or disciplinary action, in accordance with existing collective  bargaining unit agreements and statutory regulations

See discussion in 2. b. above.

d.
Employers should develop a specific policy with regard to employees who are arrested, convicted, or become subjects of Orders of Protection as a result of domestic violence and who are authorized to carry a firearm as part of their job responsibilities. The policy must, at a minimum, be consistent with New York State and federal law. 

While there is no fool-proof way to accurately assess the potential lethality of abusers, the likelihood of homicide is greater when abusers own and have access to weapons and have used them or threatened to use them in the past in their assaults against their partners, their children, family pets, or themselves. The use of guns, in particular, is a strong predictor of homicide. In fact, the 1997 report by the New York State Commission on Domestic Violence Fatalities found that guns were the weapons of choice in most domestic homicides. 

Neither New York State Law, nor federal law prohibits possession of a firearm simply because a domestic violence arrest has been effected. However, employers should develop policies that require employees who are authorized to carry a firearm as part of their job responsibilities to notify the employer if they are arrested on a domestic violence offense and/or served with an order of protection. The employer should require the immediate surrender of all weapons in the employee's custody to a specified representative of the agency/department, pending an investigation. Under New York law, a person who is the named respondent or defendant on an order of protection may have to surrender his firearms while that order is in effect. Under federal law, it is a crime for that same person to possess a gun while an order of protection is in effect (subject to a limited exception for law enforcement officers who must carry guns).

Both New York State law and federal law make it unlawful, under certain circumstances, for a person convicted of a domestic violence-related crime to possess a gun. The federal law further prohibits a person convicted of a "misdemeanor crime of domestic violence" to ship, transport, possess or receive firearms or ammunition. Law enforcement officers are not exempt from this federal prohibition, and it applies no matter when the misdemeanor conviction occurred, even  if prior to the amendment to the Gun Control Act, as long as the crimes were not expunged, set aside, or pardoned, or the person had his or her civil rights restored. Qualifying misdemeanors are those which involved "use or attempted use of physical force or the threatened use of a deadly weapon, committed by a current or former spouse, parent, or guardian of the victim, by a person who is cohabiting with or has cohabited with the victim as a spouse, parent or guardian, or by a person similarly situated as a spouse, parent or guardian of the victim." Employers must require that such persons surrender their firearms and ammunition to their attorney or to their local police agency. 

3.
SYSTEMS' RESPONSIBILITY 

a.
Training on domestic violence and its impact on the workplace should be required for all managers, supervisors, employee assistance professionals (whether on-site or an outside vendor), human resources personnel, and security staff. Training should be strongly encouraged for union and labor representatives.

Training on domestic violence in the workplace should include information on the ways in which domestic violence impacts on the workplace, including the potential impact on worker productivity, in addition to a general overview of domestic violence as outlined in the  Guiding Principles, 3.a.. Training should be thorough and ongoing. 

b.
Employers should coordinate with local law enforcement to establish response plans as part of workplace security.

c.
Employers should coordinate with Employee Assistance Program practitioners to facilitate referrals for victims in the workplace to EAP which can be helpful in linking victims with local community domestic violence programs. 

(20) New York City Victim Services Agency, Report on the Costs of Domestic Violence, 1987.

(21) Schechter and Gray, "A Framework for Understanding and Empowering Battered Women," in Abuse and Victimization Across the Life Span, ed., Straus, 1988.

Criminal Justice, Legal, and Judicial Systems 

Domestic violence cases are brought-and victims and offenders are identified-in both our criminal and civil justice systems. However, a victim's first contact with law enforcement or the courts rarely happens after the first, or even the second, domestic incident. Historically, our legal system has become involved only after the pattern of abuse is well established, the level of physical injury has become serious, or the violence has spread beyond the intimate relationship or family.

The costs to the victim of being involved with the criminal justice and legal systems-in money, time, lost work, lost privacy, and retaliatory acts by the abuser-are daunting. Quite frequently, over time or simultaneously, a victim will be involved in a family offense proceeding, a civil contempt matter, custody, support, and visitation proceedings, a matrimonial action, and criminal proceedings in multiple courts. This fragmentation, coupled with the differing standards of proof, rules of procedure, and an extraordinary diversity of record-keeping practices, exhausts resources and often demoralizes and inadvertently endangers victims and their children.

Early intervention and a coordinated response to domestic violence provide the best path to protecting victims and their children, preventing the escalation of a pattern of abuse, reducing the rate of domestic homicide and felony crimes, and where possible, maintaining family stability. Not only should our legal and public safety institutions, such as police and probation departments, the courts and prosecutor's offices, take affirmative steps to accomplish these objectives, but also the individuals who work within those institutions should direct their work to the same ends. The courts are critical to this coordinated response. Although county government has no oversight or authority over the judicial system, recommendations are made here to include the courts as a partner in this coordination process and to develop protocols within and between the civil and criminal justice systems.

In addition to incorporating the following system-specific recommendations and the recommendations  outlined in the  Guiding Principles and the  Employers sections into their responses to domestic violence, the criminal justice, legal, and judicial systems should also be aware of the potential need for individualized responses based on factors such as age, socio-economic status, sexual orientation, race, ethnicity, employment status, urban vs. rural residency, and marital status. Awareness of and sensitivity to these factors, however, should in no way relieve an offender of responsibility nor reduce the consequences for his violent behavior. 

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
When the pattern of abuse includes acts that are violations of state and federal criminal laws, the responsibility for investigating, pursuing, prosecuting, and supervising the dispositions of these matters shall lie not with the victim, but with the appropriate law enforcement, prosecutorial, court, probation and community corrections professionals.

This includes developing law enforcement policies that, regardless of the crime, require arrest where sufficient probable cause exists, without inquiring as to whether a victim wishes there to be an arrest (see CPL §140.10). While these policies limit the autonomy of victims in deciding whether an arrest should be made, the major concern of law enforcement agencies should be in strict, consistent enforcement of laws and immediate victim safety. The input of victims should be considered when making enforcement and prosecutorial decisions, but responding to the presenting needs of victims need not interfere with law enforcement's primary goal-to enforce the law. (See 1.f. below.)

Investigation, interviewing, evidence collection, and case documentation strategies should be developed that, to the greatest degree possible, allow for "evidence-centered" prosecutions, including prosecuting violations of probation and parole. These strategies use the victim statements as corroboration to the other evidence, rather than relying primarily on the victim's testimony. 

Further, policies should be developed that create mechanisms for sharing information and joint case management between civil and criminal courts. For example, Family Courts, criminal courts, probation and community corrections agencies should develop monitoring and supervision mechanisms that do not rely solely upon victim reports of abuse, particularly in determining compliance with  orders of protection and conditions of probation or parole. 

Finally, guidance is necessary, through law enforcement policy, training, and supervision, in determining the primary aggressor in a domestic incident to avoid the problem of victims being inappropriately arrested or coerced into not pursuing an arrest of their abuser. This policy must be in accordance with Chapter 4, signed into law in October of 1997 and effective on January 12, 1998, with guidelines to be issued by the New York State Division of Criminal Justice Services and the Office for the Prevention of Domestic Violence. 

b.
Criminal justice agencies, courts, and legal professionals should develop protocols and supportive services that ensure that a victim's participation in the legal process will not expose her to unnecessary dangers or costs. 

The procedural needs of the criminal justice and civil court systems should never take priority over victim safety and should never unduly expose the victim to a preventable hazard or cost. Particularly in those instances where a criminal case will go forward regardless of a victim's expressed opposition, it is critical to engage a victim in risk assessment and safety planning, and to assure that New York's fair treatment standards for victims of crime are upheld.

Risk prevention strategies may include: 

¤
consistent use by law enforcement of the Standardized Domestic Incident Report (DIR), as required by law, to document all incidents of domestic abuse, whether or not an offense was committed; 

¤
use of the DIR for local case tracking purposes and for informing the prosecutor of prior abusive acts;

¤
officer-signed criminal informations or accusatory instruments; 

¤
follow-up interviews conducted at a victim-designated convenient site and time; 

¤
a mechanism for developing better law enforcement collaboration and team- building, across jurisdictions or between different governmental units (between local police and the Sheriff's Department, for example); 

¤
vertical prosecution (using the same prosecutor throughout the case); 

¤
to the greatest degree possible, in criminal cases, pursuing the strategy of "evidence-centered prosecution" that does not rely on a victim's testimony; 

¤
a protocol for handling cases in which the defendant is  identified as a victim of domestic violence, whether as a result of a domestic violence-related offense or an unrelated charge; 

¤
appropriate use of the testimony of qualified domestic violence experts in court; 

¤
clear written protocols and guidelines for plea agreements in domestic violence cases;

¤
when the victim's appearance is required, the issuance of subpoenas (even for willing witnesses), unless the use of the subpoena would jeopardize the victim's safety; 

¤
notification to the victim of defendant's release from custody;

¤
setting short adjournment dates; 

¤
arranging or providing assistance with transportation, such as to a shelter or to court; 

¤
courthouse security programs and the provision of escorts-including separate waiting rooms and having court officers intervene when the defendant/respondent or others attempt to interact inappropriately with the victim; 

¤
court-based victim advocacy programs; 

¤
courthouse child care centers; and 

¤
supervised visitation orders for perpetrators of domestic violence when parties have children in common. 

c.
Case files, incident reports, crime reports, witness statements, pre-sentence reports and other materials in domestic violence cases should be clearly designated as "domestic violence." To the extent legally possible, the statements, addresses, and telephone numbers of victims/petitioners should be held confidential.

It serves no purpose for a victim to relocate or seek temporary refuge with friends or family members if the legal system is going to make her whereabouts known. A victim needs to be notified that the defendant's attorney may have access to her address through discovery, and that the district attorney needs proactively to request that the court protect this information. 

Legal practitioners, courts, and court personnel should be alerted to the need for orders of protection for third-party witnesses during the pendency of criminal proceedings. In particular, orders of protection issued in Family Court and criminal court should also protect the safety and interests of children in the household. When appropriate, the court should, in "stay away" orders of protection, specify locations in addition to the victim's primary residence, such as the homes of family members, as well as specifically  including no telephone or mail contact, or contact through third parties. Orders of protection should always be clear, specific, and tailored to the individual circumstances of the case.

d.
Criminal justice and legal professionals should anticipate that, at times, legitimate survival and safety strategies employed by victims (such as unwillingness to give information, resistance to testifying, recanting all or part of previous statements) may come into conflict with the goals or needs of the legal system.

Reducing the amount of necessary victim participation in legal and administrative proceedings is the surest way to reduce the potential for such conflict. Prosecutors and law enforcement professionals who begin from the assumption that the victim will not testify for the People are more likely to avoid the need for her testimony by preparing cases which rest on a foundation of otherwise legally sufficient evidence. This type of evidence can include, but is not limited to, 911 tapes, statements from emergency medical personnel and third party witnesses, photographs of victims, and physical evidence collected at the scene.

Courts, criminal justice, probation and other community corrections agencies should develop strategies for continuing to provide safety planning, support services, and appropriate referrals for reluctant or recanting witnesses, or even to actively hostile victim-witnesses. Prosecutors should give such victim-witnesses the clear message that they will continue to be willing to assist them, regardless of their current level of cooperation.

e.
Domestic violence advocacy and service programs should be used as the primary referral resource for addressing the safety-related concerns of victims of domestic violence.

Domestic violence advocates are available on a 24-hour basis to provide crisis intervention, shelter, and other services. Criminal justice professionals, legal practitioners, and probation and other community corrections staff should actively collaborate with domestic violence advocates to ensure effective responses in domestic violence cases especially in situations involving adult protective services, elder abuse, or child endangerment. To ensure equal access and protection, communities should develop specialized and culturally-competent services for traditionally underserved groups. Services and referrals should not include mediation, or couples or family counseling in cases in which domestic  abuse is identified. (See  Guiding Principles, 1.i.) 

f.
Regardless of whether a legal proceeding of some kind will be initiated, criminal justice professionals and court staff should be prepared to assist victims in short-term risk assessment and safety planning.

In addition to providing information on victims' rights and options and making knowledgeable referrals to domestic violence service providers, this assistance entails providing or arranging for escorts and transportation to shelters or other places of safety. Criminal justice and legal professionals should be prepared to provide basic safety planning information on the premise that some victims may not, at any given point in time, choose to connect with a domestic violence program. (See  Guiding Principles, 1.d.)

g.
Interviews, whether at the scene of a domestic incident or elsewhere, should be conducted in a way that maximizes privacy and confidentiality.

In a preliminary investigation this means, to the greatest degree practicable, keeping parties to an incident out of each other's sight and sound lines. Children should be kept out of spaces in which their parents are being interviewed and specific areas for children should be designated, whenever possible. Follow-up interviews should be done as near to the time of an incident as possible. In accordance with §642 of the Executive Law, which specifies criteria for the fair treatment of crime victims, courts should provide separate waiting rooms for victims and other prosecution witnesses. Similarly, police departments, district attorneys' offices, presentment agencies, and probation and other community corrections agencies should provide settings in which private interviews can be conducted.

h.
When investigation or interviewing indicates that weapons have been used, that their use has been threatened, or that they are possessed by a person who has previously been convicted of certain domestic violence misdemeanors, within the limits of their legal authority, law enforcement and legal professionals should take prompt action to effect the voluntary surrender of and/or seizure of such weapons.

Criminal justice professionals, judges, court personnel, probation, and other community corrections professionals should be fully knowledgeable about relevant state and federal law, including Title 18, U.S.C. § 922 (g) (8) and (g) (9),  which amended the Gun Control Act of 1968 (see  Employers, 2.d.). Judges and prosecutors should instruct offenders that possession of a firearm, including rifles, shotguns, and certain starter pistols can be a violation of this federal law. In addition, courts should routinely include weapons surrender provisions in orders of protection.

i.
As far as practicable, victims should have the opportunity to make their wishes known regarding the terms of orders of protection, conditions of pretrial release, contemplated plea agreements or stipulations, and recommendations for conditions of probation. 

Law enforcement officers, legal practitioners, judges, probation, and court staff should consult with victims to identify specific safety concerns that should be addressed in the court's orders and any conditions of release, and, without placing the burden of decision-making on the victim, courts should craft orders that consider those expressed concerns.

Victims of domestic violence should also be apprised that they are not required to arrange for service of orders of protection, and that such service will be promptly conducted or arranged by the municipal police department or sheriff's department in the jurisdiction. [See FCA §153-b (c)] 

When dealing with victims, providers should be aware that abusers will often attempt to coerce their victims not to pursue the charges or to "drop" the order of protection. Victims should be asked whether they have been contacted, directly or indirectly, by their abusers, with the intent of changing their minds on moving forward with the case. Further, information or statements that victims provide regarding their wishes on the disposition of cases should be held confidential.

j.
Criminal justice agencies, courts, probation, and other community corrections and legal professionals should create clearly designated mechanisms for providing victims with reasonable notice of the issuance, service, modification, or vacating of orders of protection; the issuance and execution of warrants; releases from custody; contemplated plea agreements and stipulations; and changes in conditions of probation or parole.

These contacts can be made directly to the victim or to a person she designates, as appropriate.

k.
Criminal justice agencies, courts, probation and other community corrections and legal professionals should collaboratively develop-and  find resources to implement-victim-witness protection programs utilizing advanced communications and security technologies.

This may involve "panic button" alarm systems, cellular telephones, other home security systems, and electronic monitoring of offenders. The limitations of these devices must be explained to the victim, both verbally and in writing, and the use of such devices should never be used as an alternative to incarceration or probation supervision.

l.
Criminal justice agencies, courts, probation and other community corrections agencies should develop mechanisms for effective case tracking and the timely sharing of information.

Effective sharing of information regarding an abuser's prior history of domestic violence, and his level of compliance with court orders, is crucial to making adequate charging decisions, pretrial release determinations (including bail or release on recognizance), pre-sentencing reports, and investigation/prosecution of probation and parole violations. This kind of communication is necessary in order for courts to make appropriate decisions about mandating educational programs, treatment, and services. Systems should also be developed to record and locally track protective orders issued under CPL 530.13, which are not currently required to be carried on the Statewide Registry of Orders of Protection.

m.
In Family Court and Matrimonial proceedings, legal professionals, courts, and court personnel should routinely screen for domestic violence and take appropriate steps to enhance victim safety, including separation of witnesses and provision of security escorts, if requested.

The court does not compromise its impartiality in any given case by being fully alert to the prevalence, dynamics, and effects of domestic violence. Training on the dynamics of domestic violence and relevant law should be ongoing, and practitioners should be aware of the safety concerns that may arise when victims seek an order of protection, separation agreement, divorce, support, or terms of custody and visitation. Court assigned law guardians and attorneys should be required to receive this training as a condition of appointment. Courts should also consider requiring supervised visitation where there is evidence of domestic violence. The victim herself should never be appointed as the visitation supervisor, nor should the abuser's friends or family members serve in this role, except in rare circumstances such as  in rural communities, where no alternative exists. Additionally, any costs related to supervised visitation should be borne by the abuser-the one whose behavior has created the need for the additional protection.

Legal professionals, courts, probation, and court personnel should be aware that, where there is a history of domestic violence, victims and their children should never be ordered to participate in mediation, couples counseling, or family counseling (see  Guiding Principles, 1.i.). Probation adjustment or diversion services should not be utilized where there is evidence of domestic violence. 

n.
Family Court staff, law enforcement, and probation officers should routinely screen for domestic abuse in child abuse, child fatality, sexual abuse, juvenile delinquency, and PINS cases.

Legal professionals, probation, courts, and court personnel should be aware that truants and runaways are often victims, perpetrators, or child witnesses to domestic violence. Children exposed to domestic violence often suffer behavioral difficulties directly related to the reasons for their appearance in Family Court. Screening mechanisms should be developed for identifying and intervening in these cases. In addition, sexual assault cases, child abuse, and child fatalities, are often linked with domestic violence victimization, and this assessment should be made routinely in such cases.

2.
ABUSER ACCOUNTABILITY 

a.
Criminal justice, legal, probation and other community corrections professionals should advocate with the courts for prompt issuance, with clear and enforceable terms, of both temporary and dispositional orders of protection, orders of support, and orders for restitution. 

Where the victim requests and circumstances warrant, temporary orders of custody (including safe and reasonable conditions of visitation) and temporary orders of support should be issued simultaneously with a temporary order of protection.

It is the responsibility of the court to inquire as to the existence of any other orders of protection involving the parties to help alleviate the problem of the issuance of conflicting orders (See CPL §530.12, 6-a). Before entering any order in a domestic violence-related case, the court should check both the NYSPIN Registry (for currently active orders of protection) and the Unified Court System's Domestic Violence System (which  provides a historical record of protective orders). Only court staff can access this information through the Unified Court System at 800-266-9511 by phone or 800-266-7924 by fax. The Domestic Violence System can provide important information to the courts on existing orders and their conditions or whether the order has been vacated or has expired. 

There should be communication between the courts should there be a need to issue an order of protection that conflicts with an existing order of protection, visitation, and/or custody. This may be necessary to provide for victim protection such as a criminal court issuing a stay-away order that conflicts with an existing visitation order. When such circumstances arise, the court should explicitly state on the order that, due to new circumstances, it is issuing the order with knowledge of a prior conflicting order. This will help clarify the situation for law enforcement when faced with enforcing two differing orders of protection.

Similarly, courts should give due consideration to structuring visitation orders that are consistent with the safety needs of both the mother and the children. Visitation orders should not conflict with more stringent terms of existing orders of protection. Orders establishing visitation should set forth a specific plan of visitation, with pick-ups and drop-offs at a neutral location, and, if necessary, a designated supervisor. 

b.
When petitions for temporary orders of protection contain allegations of aggravating circumstances, the Family Court should exercise its authority to issue a warrant for the immediate arrest of the respondent.

c.
Criminal justice agencies and courts should develop mechanisms to ensure that there will be timely issuance and expedited execution of warrants in cases where a suspect has left the scene of a domestic incident, and there is probable cause to believe that a crime has been committed.

Whenever possible, the law enforcement officer should initiate the necessary paperwork for the warrant, rather than require the victim to do so. In cases where the victim's signature is required, a mechanism should be developed to obtain this signature at the scene, rather than require her to come down to the station or the court. This avoids unnecessary delay in the warrant process, as well as the problem of cases "falling through the cracks" when victims  are unable for whatever reason to come down to the station or the court. This helps ensure a consistent response and accountability for abuse in all cases, whether or not the offender is at the scene.

d.
Criminal justice agencies and courts should develop mechanisms to ensure timely arraignments of suspects.

Domestic violence involves a pattern of coercive conduct, and abusers routinely attempt to punish victims for seeking help, or manipulate them into "non-compliance" with the legal system. Therefore, it is important for the court to intervene authoritatively at the earliest possible moment, and to establish the seriousness of its intention to protect victims and other witnesses.

If it is at all possible, when there has been a domestic violence-related arrest, law enforcement should not set desk bail or issue appearance tickets. To prevent the need for pre-arraignment release, counties that lack temporary holding facilities should pursue developing procedures for temporary lockup with Sheriff's Departments or neighboring police agencies. 

At arraignment, judges have the responsibility of making bail determinations, coupled with the responsibility of making safety-related decisions involving the specific terms of orders of protection and establishment of conditions of pretrial release.

e.
Criminal justice agencies, probation and other community corrections professionals, and courts should ensure that alleged violations of orders of protection and violations of conditions of release, probation, or parole, are prosecuted with the same vigor as other crimes.

The integrity of the system is protected when courts act to ensure compliance with orders. Regardless of the court of issuance, every violation of an order of protection or other court order issued in a domestic violence-related proceeding should result in a charge of criminal contempt in the first or second degree, and separate charges for any associated crime. Law enforcement, prosecutorial and judicial responses to valid out-of-state orders of protection must provide full faith and credit and consistent enforcement, as required by the Violence Against Women Act, 18 U.S.C. §2265.

f.
Courts, criminal justice agencies, and community corrections professionals should develop strategies for effectively sanctioning domestic violence offenders.

All interventions should reinforce an offender's accountability for his behavior, and  the court's intention that the offender stop the use of violence and coercion in his intimate relationships.

Appropriate graduated sanctions should be used in response to domestic violence offenses. For first offenses and at the misdemeanor level, courts should make effective use of supervised probation, day reporting, restitution, community service, and weekend jail. For cases involving physical injury, violations of orders of protection, repeat offenses, and/or failure to complete or termination from batterers' intervention programs, there should be a stronger response, including jail and electronic monitoring.

Where appropriate, conditions of probation and parole should include "stay-away" and "no-contact" provisions. Referrals to batterers programs should only be used in conjunction with a criminal or Family Court sanction and supervision, and there should be a clear mechanism in place for the program to regularly report to the court regarding the offender's participation and compliance with program rules.

Courts, in accordance with PL §60.35, must collect a mandatory surcharge and crime victim assistance fee at sentencing for a felony, misdemeanor, or violation level conviction. 

g.
Intervention programs for men who batter are not to be used as a mechanism for adjustment, diversion, or as an alternative to incarceration, if incarceration would otherwise be considered in sentencing. Courts, probation and other community corrections agencies should work with intervention programs for men who batter to develop mechanisms for regular reporting of program participation and compliance. 

Batterers Intervention Programs (BIPs) are an element of a predictable and comprehensive court response to domestic violence, not a substitute for one. Criminal and Family Courts should work in conjunction with enforcement agencies, such as probation, and with batterers programs, to develop monitoring systems that are responsive to the needs of particular communities and that prioritize victim safety. Probation or local contractors who provide supervision services are best equipped to monitor compliance with the BIP. 

Non-compliance should carry significant consequences, such as a violation of probation. In situations in which participation in a batterers program has been mandated but is not part of a formal sentence, such as through a Family Court order of protection or pre-trial release, courts and BIPs should develop written protocols  for monitoring compliance. In addition, mechanisms should be developed that allow the BIP to file the petition for a violation of the order of protection with the court in cases involving lack of compliance with the program, rather than require the victim to do so. BIPs need to be in regular communication with probation and designated court staff in order to ensure compliance with the program, and offenders should be informed that such communication will occur and that violations will be acted upon. 

Courts should not order interventions such as substance abuse or mental health counseling for batterers as a response to the abusive conduct, or in lieu of a criminal justice sanction, such as probation supervision. Of course, such referrals may be indicated as a response to a non-domestic violence-related issue, such as a mental health or substance abuse problem. When battering is subsequently identified in a case unrelated to domestic violence, the policy of substance abuse professionals should be to inform the court of this assessment as a potential relapse issue (see  Substance Abuse Treatment System, 2.d.). The court should then consider a modification of the court order to include other special conditions, an order of protection, or probation supervision.

3.
SYSTEMS' RESPONSIBILITY 

a.
Comprehensive written domestic violence policies and protocols should be developed and regularly updated for each court, criminal justice agency, probation department, and other community corrections agencies.

To the fullest extent possible, such policies/protocols should be developed with the active participation of line staff and others who will be responsible for day-to-day implementation. It is critical that such policies be developed in consultation with local domestic violence advocates, service providers, and task forces, and be representative of all members of the community. In addition, such policies/protocols should be made publicly available and efforts should be made to conduct outreach to victims and potential victims to inform them of any policy changes.

b.
Written procedures should be developed for intervening in situations where officers of the court, court staff, law enforcement, or probation and other community corrections professionals are involved in domestic incidents, become the subject of an order of protection, or are  identified as having been convicted of domestic violence misdemeanors or felonies.

In addition to ensuring compliance with relevant state and federal law, such policies should outline appropriate supervisory/administrative action, such as reassignment pending investigation, confiscation of weapons, suspension, and referral to employee assistance or psychological services, when indicated. (See  Employers, Abuser Accountability.)

In addition, judges should recuse themselves from cases in which they have a personal relationship with any of the parties involved, which is a particular issue in smaller, rural communities.

c.
All judges and court staff, legal practitioners, criminal justice agency staff, probation officers, and community corrections professionals should receive training in the dynamics and prevalence of domestic violence, in relevant provisions of state and federal law and regulations, in the organization's domestic violence policy/protocol, and in job-specific responsibilities. Training should also be provided to develop basic skills in identifying and documenting cases, conducting risk and danger assessments, basic safety planning, and intervention strategies. 

Specialized in-service training and legal updates should be provided on a regular basis; similar material should be included in orientation programs for all new staff. Wherever possible, training should be multi-disciplinary and opportunities should be created for cross-training between contingent systems (i.e., detectives and prosecutors; juvenile officers, law guardians, and child welfare staff). Training plans and programs should be developed in consultation with, and include the active participation of, local domestic violence service providers. 

d.
In domestic violence-related cases, courts should limit the appointment of assigned counsel and law guardians to those attorneys who can demonstrate, to the court's satisfaction, that they have received adequate domestic violence training.

For law guardians, this training should include the prevalence and dynamics of domestic violence, relevant provisions of state and federal law, the effects of domestic violence on child witnesses, and the relationship between witnessing domestic violence and subsequent juvenile delinquency or crime. Counties should develop a mechanism for providing well-trained attorneys for victims of domestic violence in Family Court at the onset of the proceeding, such as through an agreement  with a local law school or legal clinic. 

e.
All criminal justice, community corrections, and legal system professionals should be adequately supervised and held accountable for their participation in implementing their organization's domestic violence policy/protocol.

Mechanisms should be developed to identify, counsel, discipline or otherwise hold accountable staff whose conduct is inconsistent with organizational policy/protocols and to provide opportunities for retraining, if necessary. Similarly, organizations should identify incentives and rewards for exemplary performance.

f.
Criminal justice, legal, and judicial agencies should develop mechanisms to monitor and improve the implementation of their agency policy/protocol.

This includes regular and ongoing supervisory review of reports, case files, supervision and/or service plans; the development of systems of crime analysis and case management; the development of measures for tracking adjournments in contemplation of dismissal; the development of plans for regular policy review and revision; the development of surveys of victims to assess their experiences with the system; and the assignment of domestic violence cases to experienced, rather than novice, staff.

g.
Organizational policies/protocols should identify at least one person, preferably a team, to coordinate training and implementation activities, and to participate in case management teams, interagency meetings, and community task forces or coalitions.

Ideally, such representatives will have sufficient authority to enter into joint decision-making and mutual agreements.

h.
As part of participating in domestic violence task forces or coalitions, criminal justice agencies, probation and other community corrections agencies, and courts should develop interagency agreements that provide mechanisms for effective communication and case management.

Written interagency protocols or agreements should be developed between contingent elements of the criminal justice, legal, and judicial systems. Again, it should be noted that such protocols exist to establish clear lines of communication and accountability, and in no way reflect a prejudgement of the facts in any given case. Similar agreements should be developed with other institutions and community agencies (i.e., domestic violence service providers, victim advocates, emergency medicine, hospitals and health care providers, child protective, mental health). These agreements should form a basis for clear communication, shared expectations, and reinforcing responses.

Health Care System 

In addition to suffering injuries from physical attacks by their abusers, victims of domestic violence often suffer a wide range of health-related problems caused or exacerbated by the abuse, problems for which an apparent etiology is often lacking. Victims frequently present to the health care system with an array of complaints including, but not limited to, headaches and migraines, musculoskeletal complaints, fatigue, insomnia, anxiety symptoms such as palpitations and hyperventilation, gastrointestinal disorders, eating disorders, and chronic pain. In addition to these common complaints, victims of domestic violence may also be at increased risk of contracting HIV and other sexually transmitted diseases, of developing alcohol/other drug problems, depression, and suicidal ideation. Further, abusers' physical attacks often result in distinct injury patterns that are"red flags"for identifying abuse including, but not limited to, injuries during pregnancy, bilateral injuries, multiple injuries in various stages of healing, patterned injuries, defensive injuries, and fractures, particularly of the nose and eyes. 

Despite the common clues and indicators of domestic violence that emerge in the health care system, research consistently indicates that a majority of health care providers fail to identify patients as victims and that this failure leads to a medical response that provides symptomatic treatment without addressing the underlying health threat-the violence. (22) Even when domestic violence is identified, it is often viewed as having little or no clinical significance. Without appropriate intervention, victims are at increased risk of developing serious, complex medical and psychosocial problems. 

Research also indicates that battered women continuously seek help from the health care system and that health care providers are frequently the first or only professionals with whom they have contact. (23) Early identification, appropriate treatment, documentation, and referral of victims who seek health care may be one of the most effective ways to prevent repeated injury, pregnancy complications, and the multiple medical and psychosocial sequelae associated  with ongoing abuse. 

The health care system is itself a vast array of systems including, but not limited to, emergency medical services, medical transport services, hospitals, clinics, private practitioners including dentists, obstetricians, and gynecologists, managed care organizations (HMO's), county public health agencies, home health care providers, visiting nurse associations, rehabilitation centers, and veterans' health facilities. It is critical that all segments of the health care system respond appropriately and consistently. Many times, victims will be seen solely by one part of the system, such as emergency medical services. At other times, they may receive an array of health care services, such as from hospitals, health maintenance organization clinics, and private practitioners. It is crucial that all health care services within a county be represented in any county-wide attempt to develop and coordinate services for victims of domestic violence.

In addition to incorporating the recommendations outlined in the  Guiding Principles and the  Employers sections into their responses to domestic violence, and being mindful of the potential need for individualized responses based on factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status, health care providers should also integrate the following recommendations specific to the health care system.

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
Private, routine screening for domestic violence should be conducted with all female patients to determine if they are being abused by their intimate partners. 

Because domestic violence and its medical and psychiatric consequences for women are so prevalent, both the New York State Department of Health's protocol, Identifying and Treating Adult Victims of Domestic Violence, and the American Medical Association's Diagnostic and Treatment Guidelines on Adult Domestic Violence, recommend routine screening of all women patients for domestic violence. In addition, the AMA Guidelines recommend routine screening of all women patients in emergency, surgical, primary care, pediatric, prenatal, and mental health settings. Some recent research recommends more intensive screening for"high risk"populations including pregnant  and suicidal women.

Including a screening question for domestic violence in routine questionnaires increases identification significantly. When a female patient is either identified or strongly suspected of being a victim of domestic violence, it is incumbent upon the health care provider to engage in a more intensive screening process. 

In order to maintain patient confidentiality and safety, patients should always be screened alone and out of earshot and eyesight of any accompanying partners, as well as being screened away from their children who may repeat information to the patient's partner. Police should be called only to report legally mandated injuries or with the patient's knowledge and consent. Current Penal Law requires the reporting of gunshot and stab wounds, and life-threatening injuries to the local police. Burn injuries and wounds must be reported to the Office of Fire Prevention and Control.

Male victims of domestic violence present to the health care system so infrequently that routine screening of male patients for victimization is not typically recommended. However, male patients who exhibit clinical clues and indicators of abuse should be screened for domestic violence and knowledgeable referrals to resources should be made for these patients. 

b.
Health care providers working in hospitals and diagnostic and treatment centers must provide a copy of the Victim's Rights Notice to all suspected and confirmed victims of domestic violence. All other health care providers should provide a copy of the Notice to all suspected and confirmed victims.

Under the Family Protection and Domestic Violence Intervention Act of 1994, all hospitals and diagnostic and treatment centers in New York State are required to provide a copy of the Victim's Rights Notice to all suspected and confirmed victims of domestic violence. While not required to by law, other health care providers should also provide a Victim's Rights Notice to patients who are suspected or confirmed victims of domestic violence. 

The Victim's Rights Notice provides information, in both English and Spanish, on the assistance available to victims of domestic violence from the police, Family Court, and criminal court, and also provides statewide and local domestic violence hotline numbers. (The Notice has also been translated into Russian, Arabic, and Chinese. Copies are available through OPDV.)

c.
Health care providers working in hospitals with maternity/newborn services and diagnostic and treatment centers that offer prenatal care services must disseminate information about the effects of domestic violence and the services available to women and children who are victims. All other health care providers who treat pregnant and post-partum patients should disseminate this same information. 

In New York State, Chapter 271 of the Laws of 1997 requires hospitals that have maternity/newborn services, and diagnostic and treatment centers that offer prenatal care services (health centers, Planned Parenthoods, some HMO's, etc.), to disseminate to all patients at prenatal visits, or post-delivery, a notice regarding family violence. The law takes effect on January 23, 1998. The notice will provide information about the effects of child abuse/maltreatment and domestic violence and the services available to women and children who are victims. 

In addition to those health care providers who must disseminate this notice in compliance with the law, other health care providers should also provide this notice to pregnant and post-partum patients. 

d.
When domestic violence is identified, health care providers should collaborate with the victim in evaluating her ability to comply with recommended treatments and follow-up care, and should modify prescribed regimens, when necessary, in order to better achieve health and safety for the victim. 

The ability of victims to follow through on recommended treatments can be compromised by the actions of their abusive partners. Victims should not be expected to comply with medical regimens that require them to do things that directly or indirectly endanger them. Health care providers should integrate safety planning into a victim's treatment plan in order to reduce the risk of further harm from her abusive partner and to increase the chances of a successful treatment outcome. Providers should coordinate safety planning efforts with a domestic violence service provider, if a victim so desires. See  (See Guiding Principles, 1.d., re: safety planning.)

e.
Health care providers should recognize that, at times, legitimate survival and safety strategies employed by victims (such as resistance, non-compliance and dishonesty) may conflict with recommended treatments and follow-up care. Recommended treatments and/or follow-up care should be continually reviewed  and modified, as necessary, to reflect a victim's ongoing safety-related needs.

The safety-related concerns of victims do not necessarily remain constant. As a result, victims may attempt to protect themselves from the violent and coercive acts of their partners in ways that conflict with agreed upon medical regimens. A victim's use of survival strategies related to safety should be supported and encouraged and not seen as a failure to comply with the treatment plan, but as an indication that the treatment plan needs to be reviewed and modified.

f.
Health care providers should cultivate cooperative relationships with domestic violence service providers, advise patients who are identified as victims of the availability of domestic violence residential and non-residential services, and assist women in making linkages with those services if they desire. 

Health care providers should also advise patients who are victims of domestic violence of any in-house services that may be helpful such as a domestic violence coordinator, or the social work department. Health care providers should not refer victims to couples counseling, marital counseling, and/or mediation services; these are all contraindicated in cases of domestic violence.  (See Guiding Principles, 1.i.)

g.
For patients who are victims of domestic violence and who are also alcohol/other drug-involved, health care providers should be alert to the possibility of prescription drug abuse and/or addiction and should weigh carefully the risks and benefits of prescribing drugs to victims for symptom relief. 

Many chemically dependent victims begin to use substances as a way to manage their fear and cope with the physical and emotional effects of the battering. The success of a safety strategy, however, can be compromised by continued drug use. Health care providers who prescribe medications should carefully weigh the benefits of a given drug against the possible negative effects of that same drug. Particular attention should be given to medications that may affect a victim's cognitive or motor abilities in such a way that she may be compromised in her ability to protect herself from a physical assault, flee from a violent attack, or otherwise respond quickly to a potentially life-threatening situation. 

In addition, the success of substance abuse treatment can be compromised by continued violence. An  important role, therefore, for health care providers is helping a victim make the connection, when appropriate, between her health problems and the battering. It is helpful to acknowledge the role that the chemicals may play in victims' attempts to cope with the violence and to express a willingness to assist women in accessing help for both problems. Inform the patient that her alcohol or other drug use is not the cause of the violence though her partner may use that as an excuse for his violent behavior. Accurate and supportive information can empower her to make decisions that enhance her safety and therefore reduce her risk of future injury and illness.  (See Substance Abuse Treatment System.)

h.
Health care providers engaged in discharge planning should ensure that any patient who is an identified victim of domestic violence or who the health care provider strongly believes is a victim of domestic violence, has a safe place to go upon discharge.

Under hospital requirements from the NYS Department of Health, Title X Rules and Regulations Part 405.9 10 NYCRR, hospitals are required to ensure that each patient has a discharge plan which meets the patient's post-hospital needs. In addition, the hospital is responsible for ensuring that the discharge planning staff have current information available regarding support services within the hospital's primary service area including their range of services, admission and discharge polices, and payment criteria. 

Therefore, health care providers engaged in discharge planning should be very familiar with the local domestic violence services in their area and be able to describe the range of services available, i.e., residential and non-residential services and how to access those services. The patient should be provided both written and verbal information about local domestic violence services and should be provided the opportunity to speak directly with the local domestic violence service provider, if desired. 

No victim should be discharged if the patient states it is unsafe for her to return home and that she has no alternative safe place to stay. Hospitals must either hold the victim in their facility or work with the victim to identify a safe and appropriate option. The patient should retain the right to determine what options will meet her safety-related needs. 

i.
When making referrals,  and in particular, when referring to mental health providers or substance abuse treatment programs, health care providers, with the victim's consent, should inform the provider of the patient's history of domestic violence and related safety needs. Health care providers should refer victims to practitioners in these settings who are knowledgeable of and experienced with the provision of appropriate treatment and services to victims and who prioritize victim safety and abuser accountability. (See  Mental Health System and  Substance Abuse Treatment System.) 

Referral to mental health services and/or substance abuse treatment services should not be made in lieu of a referral to the local domestic violence service provider, but in those cases in which the specific services are either clinically indicated and/or requested by the patient. In all cases, a referral should be made to the local domestic violence service provider. 

j.
Health care providers should keep accurate medical record documentation of a victim's statements, injuries, symptoms, treatments, and referrals, including providing and/or arranging for appropriate evidence collection and retention, and taking or arranging for appropriate photographs to be taken of a victim's injuries.

The medical record is a legal document and, as such, is maintained for a period of six years in New York State or three years past the age of majority (age 18). Documentation and photographs in the medical record are very important since they can be used as evidence of assault, particularly in legal proceedings. For example, medical records can be subpoenaed into court should another incident occur or if the patient decides to divorce and/or seek child custody or support. Victims of domestic violence should also be afforded appropriate evidence collection that follows recommendations set forth in the New York State Department of Health's Sexual Assault protocols.

Health care providers should not refrain from accurate and thorough medical record documentation out of concern that the patient might lose insurance coverage because she is a victim of domestic violence. In New York State, Chapter 174 of the Laws of 1996 prohibits insurance companies and health maintenance organizations from discriminating against domestic violence victims. Specifically, Chapter 174 outlaws designating domestic violence as a preexisting condition  and denying or canceling an insurance policy or requiring a higher premium or payment when the insured is/has been a domestic violence victim. 

k.
Strategies should be developed that ensure confidentiality in cases in which a provider/facility is treating both the abuser and the victim. 

In cases where a health care provider or facility is treating both the victim and the abuser, ensuring that confidentiality procedures are strictly followed becomes even more critical. To this end, it is crucial that the victim and abuser be seen separately. Victim information should be kept strictly confidential and should not be disclosed to the patient who is the abuser without the express written consent of the victim. 

l.
Managed Care Organizations should ensure that their plans provide for coverage/reimbursement of emergency department visits by victims of domestic violence who may seek emergency care or shelter from an impending domestic violence assault.

While primary care settings are important for early identification and referral of domestic violence victims, they are generally not accessible 24 hours a day or on short or no notice. As a result, victims of domestic violence may seek refuge from an impending assault by accessing emergency department services. Many times, emergency departments may be best equipped to deal with victims in immediate crisis. Hospital emergency departments may have an established working relationship with local police and/or district attorney's office should the patient decide to pursue a criminal justice response to her victimization, and they are the prime providers of evidence collection in most communities. 

In fact, Managed Care Organizations may be legally required to reimburse patients for emergency care delivered under the above described circumstances based on Article 49 of the NYS Managed Care Omnibus Bill of 1996.

2.
ABUSER ACCOUNTABILITY 

a.
As employers, health care facilities that have knowledge of a physician, physician's assistant, or specialist assistant who has been convicted of any domestic violence crime should ensure that a report is generated from the District Attorney's office to the New York State Department of Health's Office of Professional Medical Conduct.

b.
As employers, health care facilities that have knowledge of a licensed health care professional  (other than a physician, physician's assistant, or specialist assistant) who has been convicted of any domestic violence-related crime should file a report with the New York State Education Department's Office of Professional Discipline.

c.
In the case of a victim's partner coming on-site, providers should activate appropriate in-house security measures. If the abuser refuses to leave, and/or engages in acts that threaten the safety of staff or patients and/or that violate an existing order of protection, the police should be called. Health care providers should consider the input of the victim in developing a response plan but also maintain a responsibility to respond quickly to the safety-related needs of staff and other patients. 

3.
SYSTEMS' RESPONSIBILITY 

a.
Staff of hospitals and diagnostic and treatment centers must receive education in the identification and treatment of victims of domestic violence. All other health care providers and health care facility administrators should receive training and education on domestic violence and appropriate treatment and response within the health care system.

New York State Department of Health Regulatory Code 751.6 requires that all hospital staff receive education in the identification and treatment of victims of domestic violence. The Joint Commission on Accreditation of Health Organization (JCAHO), under PE.1.8, requires staff of hospitals, and diagnostic and treatment staff to be trained in identifying and assessing possible victims of abuse. 

Although not required, all health care providers should be trained on domestic violence. The training should include an understanding of the dynamics of domestic violence, assessment tools, appropriate interview and intervention skills, and an adequate knowledge of domestic violence resources in the community, as outlined in the  Guiding Principles, 3.a. In addition, health care providers should receive training on relevant state laws and regulations, their organization's domestic violence protocol and job-specific duties, the health consequences of domestic violence, identification of clinical indicators, basic safety planning, medical record documentation, and how to make appropriate referrals. Training should be comprehensive and ongoing.

b.
With the appropriate releases of information, health care providers should coordinate a victim's care both  internally and externally with other systems the victim may be involved with including domestic violence services, mental health, substance abuse, law enforcement, etc.

Case management and coordination is key to the success of victims in developing and implementing effective safety plans. Health care facility administrators and directors should develop and support efforts that facilitate coordination of services for victims.

c.
Hospitals, diagnostic and treatment centers, and emergency services must develop and implement written polices and procedures for identifying and treating domestic violence. All other health care facilities, provider organizations, health care delivery systems and subsystems should also develop, implement, and regularly update comprehensive written policies, protocols, and standards of care that outline an effective response to domestic violence victims. 

The New York State Department of Health Regulatory Code 751.5 requires hospitals and Diagnostic and Treatment Centers to develop and implement written policies and procedures on the identification and treatment of domestic violence. Section 405.9 requires emergency services to develop and implement policies and procedures"which provide for the management of cases of suspected or confirmed domestic violence victims."While not required by Regulatory Codes, other health care facilities, provider organizations, and health care delivery systems should also develop and implement such policies and procedures.

To the fullest extent possible, such policies/protocols should be developed in consultation with local domestic violence service providers. Such policies and protocols should be developed with active participation of the line staff and others who will be responsible for day-to-day implementation.

d.
Health care facilities should develop ongoing mechanisms to maintain/ improve the system's response. 

Examples of this are inclusion of domestic violence education into all ongoing in-service education programs, orientation programs for new staff, inclusion of domestic violence identification and response into Continuous Quality Improvement (CQI) systems, and the establishment of case management teams.

e.
Health care facilities should develop mechanisms to hold staff accountable for performing their duties in a manner consistent with the facility's protocol.

Administrators and supervisors should create incentives for good performance and provide clearly articulated  sanctions for staff who fail to comply or who engage in actions which may further endanger victims/patients. Administration should publicly demonstrate a commitment to improve facility response to victims and should appoint a person, or preferably a team of persons, to act as liaison for the facility, participating in the coordination of training and implementation activities, attending interagency meetings and community coalitions or task forces. Administration should provide support for such appointed persons by ensuring that the appointed representative can attend to such duties during the performance of regularly scheduled work hours and by providing such person or persons necessary support to engage in the additional duties that such an appointment adds.

f.
Information on domestic violence as a public health problem for women and children, including its correlation with other significant public health problems, such as unintended pregnancy, low-birth weight, infant mortality, low immunization rates, HIV infection, sexually transmitted diseases, etc., should be broadly disseminated throughout the county.

g.
Cross-training should be conducted between health care providers, domestic violence service providers, the child welfare system, mental health system, substance abuse treatment system, the police, and the courts. Written interagency protocols should be developed between the health care systems and these other systems. 

(22)"Domestic Violence Intervention Calls for More Than Just Treating Injuries."JAMA. August 22/29, 1990. Vol. 264, No. 8.

(23) Flitcraft, Anne, Evan Stark, Diana Zuckerman, Anne Grey, Judy Robinson, and William Frasier."Wife Abuse in the Medical Setting: An Introduction for Health Personnel."Monograph 7, Washington, D.C., Office of Domestic Violence. 
Substance Abuse Treatment System 

Despite the significant correlation between domestic violence and chemical dependency, very little research has been conducted and even less has been done to assist victims with chemical dependency problems to meet their dual need for both safety and sobriety. Similarly, little has been done to develop intervention strategies that address both the domestic violence and substance abuse problems of chemically dependent men who batter, and even less to address the needs of battered gay men and lesbians in alcohol/other drug treatment programs. As a result, workers in both systems are often ill-equipped to provide the range of services needed by battered women, lesbians and gay men, and abusers who are affected by chemical dependency.

For women, revictimization is predictive of relapse. Many victims begin or increase their use of alcohol/other drugs in response to the violence, as a way to medicate the physical and emotional effects of victimization. In fact, many chemically dependent victims are addicted to sedatives, tranquilizers, stimulants, and hypnotics, drugs that were prescribed by health care providers from whom they sought help. Elder victims may be at particularly high risk for prescription drug and alcohol interaction. About 2.5 million older persons (65-plus) have alcohol-related problems (24) and older people account for approximately 25% of all prescriptions filled, although they comprise only 12% of the total U.S. population. (25) In addition, many victims' use of substances is coerced by their partners as a mechanism of control. As a result, victims' recovery efforts are often directly sabotaged by their partners. Effectively addressing the safety needs of chemically dependent victims is an essential part of a successful recovery strategy. 

Alcohol and other drug use and addiction do not cause men to perpetrate abuse in their intimate relationships, (26) and substance abuse treatment alone is unlikely to stop the violence. Victims with drug-dependent partners consistently report that during their partner's recovery the abuse not only continues, but often escalates, creating  greater levels of danger than existed prior to their partners' abstinence. In the cases in which victims report that the level of physical abuse decreases, they often report a corresponding increase in other forms of coercive control and abuse-the threats, manipulation, and isolation intensify. (27)

Abusers who are also alcohol or other drug-involved need to address the alcohol/other drug problem separate from, and in addition to, being subject to appropriate criminal or civil justice sanctions for their abusive behavior. Not only is this a critical strategy to enhance victim safety, but abusers' continued use of coercive and violent acts against their partners is often a precipitant to relapse. Addictions self-help groups and substance abuse treatment programs were not designed to address battering and are not equipped to enforce abuser accountability, a role more appropriate to the criminal and civil justice systems.

In addition to incorporating the recommendations outlined in the Guiding Principles and the  Employers sections into their responses to domestic violence, and being mindful of the potential need for individualized responses based on factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status, substance abuse treatment providers should also integrate the following recommendations specific to the alcohol/other drug treatment system. These recommendations are designed to promote responses that enhance victim safety, reinforce abuser accountability, and support recovery from chemical dependency.

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
Private, routine screening for domestic violence should be conducted with all female clients to determine if they are being abused by their intimate partners. 

Failure to identify domestic violence as a problem in the lives of chemically dependent women can compromise the effectiveness of substance abuse recovery strategies. Abusers often are resistant to their partners' attempts to seek help of any kind and may, therefore, sabotage the recovery process by preventing victims from attending meetings or keeping appointments, or they may increase their use of violence or threats in order to reestablish control. Many chemically dependent victims leave  substance abuse treatment in response to the increased danger or are otherwise unable to comply with treatment demands because of the obstacles constructed by their partners. Even if a victim is able to complete a substance abuse treatment program, being revictimized is predictive of relapse.

b.
When domestic violence is identified, substance abuse treatment providers should collaborate with the victim in evaluating the impact of substance abuse treatment strategies on her safety, develop treatment plans that give priority to safety-related needs, and pro-actively assist victims in developing short and long-term safety plans. If a victim desires, arrangements should be made for her to meet with a local domestic violence service provider on or off-site. 

The ability of victims to follow through on chemical dependency treatment plans can be compromised by the actions of their abusive partners. Victims should not be expected to comply with treatment plans that require them to do things that directly or indirectly endanger them. 

Substance abuse treatment providers should integrate safety planning into a chemically dependent victim's treatment plan in order to reduce the risk of further harm from her abusive partner and to increase the chances of a successful treatment outcome. Providers should coordinate safety planning efforts with a domestic violence service provider, if a victim so desires. (See  Guiding Principles, 1.d. re: safety planning.)

This need for individualized substance abuse treatment planning that integrates the safety-related concerns of victims becomes even more critical when participation in the alcohol/other drug treatment program is court-mandated, for example, as a result of a DWI arrest. The absence of safety-related strategies in treatment planning increases the risk of danger to victims, interferes with their ability to comply with the plan, increases the risk of relapse, and may result in a report to the court of "non-compliance." Integrating the safety-related needs of a victim into her substance abuse treatment plan increases the likelihood of her ability to successfully comply with the plan, and to therefore fulfill the mandates of the court.

c.
Substance abuse treatment providers should recognize that, at times, the legitimate survival and safety strategies employed by victims (such as resistance, non-compliance, and dishonesty) may conflict with recovery  strategies. Recovery strategies and activities should be continually reviewed and modified, as necessary, to reflect a victim's ongoing safety-related needs. 

The safety-related concerns of victims do not necessarily remain constant. As a result, victims may attempt to protect themselves from the violent and coercive acts of their partners in ways that conflict with agreed upon recovery strategies. A victim's use of survival strategies related to safety should be supported and encouraged and not seen as a failure to comply with substance abuse treatment, but as an indication that the treatment plan needs to be reviewed and modified.

d.
Substance abuse treatment providers should cultivate cooperative relationships with domestic violence service providers, provide victims with accurate information about available domestic violence residential and nonresidential services, and should actively assist victims in making the linkage with those services, if they so desire. 

In residential substance abuse treatment settings, patients should be allowed to meet with a domestic violence service provider for individual counseling or support, if so desired, in order to get the information they need to adequately plan for their safety. Accommodations should also be made to allow victims to leave the substance abuse treatment program in the company of a domestic violence service provider in order to attend a battered women's support group. 

e.
When a victim is a mother and cannot or does not take the children to an in-patient substance abuse treatment program with her, the treatment provider should permit her to contact the caretakers and the children regularly to assess their well-being and to advise the children of her safety.

Although in-patient substance abuse treatment programs often have "no contact" rules during the first week of treatment, if a victim is a mother, the rule should be waived to allow regular communication between the victim and her children while she is in treatment. In addition to alleviating concerns that children might have about their mother, allowing contact is important to protect victims from charges of "abandonment" or "neglect" in custody cases.

f.
If a victim in an in-patient substance abuse treatment program has initiated legal action for an order of protection, custody, and/or support, and it is not possible or advisable for her  to obtain a continuance, accommodations should be made by the substance abuse treatment provider to allow her to meet with legal counsel, a court advocate, and/or a district attorney, and to appear at all court hearings.

g.
Because client records may be subpoenaed by the courts, particularly in custody cases, substance abuse treatment providers should ensure that client records are accurate, objective, and maintained in keeping with professional standards.

Information obtained from the patient, as well as any pertinent observations, should be carefully and fully entered into the client record. Any future or pending legal proceedings might very well draw on the information recorded in the case record. The failure to document the abuse may be used by the abuser to deny its existence, or the provider may be held liable for failing to recognize the abuse and respond to the patient's complaints.

While thorough and accurate case recording is necessary, be alert to the potential harmful uses of the information in the case record, such as an abuser using a partner's alcohol/other drug problem as evidence of the victim's unfitness as a custodial parent. 

h.
In the event that an abuser and a victim of domestic violence are seeking treatment at the same substance abuse treatment site, and the victim has independent knowledge of her partner's participation in treatment and raises it with the treatment provider as a safety-related concern, full consideration should be given to transferring one or the other client to another treatment program or site, in consultation with the victim.

Client transfers in these circumstances may or may not be in a victim's best interests. Providers should confer with the victim to determine the safest course of action and take the steps necessary to respond to her safety-related needs. For example, a victim may desire that her partner be transferred to another site, but doesn't want him informed that she is participating in substance abuse treatment or that she has made such a request. In such cases where staff are unable to divulge the reason for the transfer, it may or may not be feasible for the substance abuse treatment provider to effect a transfer. In some cases, it may be a victim's judgment that a transfer of either party may in fact increase her danger. When a transfer is neither a desired  nor viable option, the substance abuse treatment provider should investigate the feasibility of alternative measures to increase safety for the victim, such as limiting the abuser's access to the victim by scheduling appointments for each party at different times, alerting security staff of the situation, arranging for security escorts when appropriate, etc. 

i.
Substance abuse treatment providers should conduct initial, individual screenings for domestic violence before making referrals to or engaging couples or families in couples or family counseling, or mediation; and should conduct ongoing screening and assessment for domestic violence with couples or families who are engaged in these services.

Providers should be prepared to share information with a victim about the risks and limitations of utilizing services that require joint participation with her partner (see  Guiding Principles, 1.i.). Providers should be aware that abusers often actively engage in efforts to sabotage their partners' recovery and, even more seriously, may jeopardize the physical safety of their partners. Further, providing an abuser with the opportunity to participate in "interventions" or sessions designed to give feedback to the victim on how her addiction negatively affected him or the family simply gives an abuser one more opportunity to blame the victim and rationalize his own conduct. 

Consequently, an abuser should not be invited to participate in the victim's substance abuse treatment plan. Instead, victims should be allowed to identify other significant persons in their lives who may be in better positions to help and support their recovery efforts. Similarly, victims should not be asked to participate in their partners' substance abuse treatment plans, but should be offered safety-related services and/or referrals. 

In cases in which the domestic violence is not identified in an initial screening, but is recognized or exposed later in the intervention process, providers should develop strategies for terminating the family or conjoint sessions without further endangering victims.

j.
With the consent of the victim, substance abuse treatment providers should inform all staff when a client has an order of protection and should keep a copy of the order of protection in a confidential on-site location.

It is helpful for staff of the substance abuse treatment program to be informed and/or  have access to information regarding program clients who have orders of protection so that they will be prepared to take appropriate action regarding enforcement of the orders, if necessary. With a victim's consent, this information should be made available to all staff even if they do not have direct program responsibility for a particular client. 

k.
Victims of domestic violence should be provided with a safe (gender and culturally affirmative) environment to discuss their safety-related concerns, such as in women-only groups with female leaders, and should be offered female clinicians if so desired. 

While most victims of domestic violence are likely to be more concerned about the nature of the clinician's response to their victimization, rather than to the gender or specific cultural, religious, or ethnic background of the clinician, clinicians should be sensitive to the particular needs and desires of individual clients, and when appropriate and possible, should offer clients the opportunity to work with a female clinician or a clinician from the same cultural background. 

l.
When victims of domestic violence are not themselves involved with substances, but request or receive substance abuse treatment as family members of alcohol/other drug abusers, they should be referred to domestic violence services regarding their safety-related needs, and should be informed of the potential limitations of 12-step groups or co-dependency treatment to effectively address their safety-related concerns.

Many of the behaviors that are associated with co-dependency-enabling, caretaking, over-responsibility for a partner's behavior, not setting limits or defining personal boundaries-are often, for victims, the life-saving skills necessary to protect themselves and their children from further harm. When victims are encouraged to stop these behaviors through self-focusing and detachment, they are, in essence, being asked to stop doing the very things that may be keeping them and their children most safe. 

Because resources such as 12-step groups or co-dependency groups were not designed to meet the needs of victims of domestic violence, there is no assurance of accuracy in the information victims might get about domestic violence in 12-step groups. In fact, the kinds of behavior changes encouraged in such forums may well result in an escalation of abuse, including physical violence. 

Victims need accurate  and complete information about the purposes of 12-step groups and co-dependency groups and the potential limitations of these forums as sources of help regarding safety-related concerns. While participation in 12-step groups may provide victims with useful information about addiction and may serve as a potential support network, victims should be given referrals to a local domestic violence service provider who is trained to assist them in addressing their safety-related needs.

2.
ABUSER ACCOUNTABILITY 

a.
Routine screening for domestic violence should be conducted with all male clients to determine if they are perpetrating abuse in their intimate relationships.

It is helpful for substance abuse treatment professionals to know if their male clients are perpetrators of domestic violence in order to effectively assist chemically dependent abusers in successful substance abuse recovery strategies and to take appropriate and allowable measures to protect the safety interests of victims.

b.
Substance abuse treatment providers should reinforce abusers' sole responsibility for their violent and coercive behavior as the issue emerges in any forum, including individual and group sessions. 

Domestic violence is behavior over which abusers have control and should never be justified, excused, or minimized. Abusers will often use alcohol and other drugs as the excuse or explanation for their violent and controlling behavior. Research, however, consistently indicates that alcohol/other drugs are neither a necessary context for domestic violence, nor is their use a sufficient explanation for the violence. 

c.
If a court orders an abuser into substance abuse treatment as a response to the individual's violent and controlling behavior in an intimate relationship, the substance abuse treatment provider should respectfully refer the case back to the court with a recommendation for the imposition of appropriate criminal or civil justice sanctions. 

Perpetration of violence and coercion in an intimate relationship is not a result of chemical dependency. Substance abuse treatment providers can best support the goal of abuser accountability by refusing to accept cases in which abusers are court-ordered into substance abuse treatment as a response to their violent and controlling behavior. 

If a provider has conducted an assessment on such a client  and determines that the client is indeed chemically dependent, such information can be provided back to the court. The provider should be clear, however, that chemical dependency treatment is not an appropriate response to the violence, even though it is a concurrent problem for the abuser.

The appropriate response of the courts in dealing with abusers is to impose sentences of incarceration, probation, restitution, or fine, or some combination of these. Where available, mandated participation in a Batterers Intervention Program may be part of a coordinated sentence. Abusers should neither be referred to nor mandated to dispute mediation, mental health services, or substance abuse treatment as a response to the domestic violence. Providers in all of these systems should be referring the cases back to the court for appropriate adjudication.

d.
When a client is mandated into substance abuse treatment in response to a non-domestic violence-related offense, and subsequently identified as an abuser who is not on probation or parole for a domestic violence-related offense and/or does not have a current order of protection issued against him, substance abuse treatment providers should alert the court, parole or probation officer that domestic violence has been identified as a potential relapse issue and request that the court, parole or probation officer, when within their appropriate authority, impose sanctions related to the domestic violence. 

An abuser's success in substance abuse recovery may be related, at least in part, to his decision to stop his violent and coercive patterns of behavior in his intimate relationship. For example, some abusers rely so heavily on the availability of their alcohol/other drug use as the excuse for their coercion and violence that their success at maintaining abstinence from substances may be compromised by their continued use of violence and coercion in their intimate partnerships. Interventions designed to reinforce abusers' accountability for their violence may therefore be helpful to the success of an abuser in a substance abuse recovery program. 

Accountability for domestic violence is possible only when there is an ability to impose swift, consistent, and meaningful sanctions for the abusive behavior, a role that rests primarily, if not exclusively, with the criminal and civil justice systems. When a substance abuse treatment provider has an  opportunity (without violating confidentiality) to inform the appropriate criminal or civil justice authority that a mandated client is a perpetrator of domestic violence and to make a concurrent recommendation that such authority make appropriate mandated referrals and/or set relevant conditions of supervision, the provider should do so.

e.
In the case of a victim's partner coming on-site, substance abuse treatment providers should activate appropriate in-house security measures. If the abuser refuses to leave, and/or engages in acts that threaten the safety of staff or clients, and/or that violate an existing order of protection, the police should be called. Substance abuse treatment providers should consider the input of the victim in developing a response plan but also maintain a responsibility to respond quickly to the safety-related needs of staff and other clients.

f.
Substance abuse treatment providers who have a legal duty to warn, should take appropriate steps to protect the intended victim when they have direct knowledge of a client's intent to do harm to that intended victim.

Abusers' threats should be taken very seriously and responded to swiftly and consistently. When there is firsthand knowledge of an abuser's threat to do harm, the victim and the police should be notified immediately, and the victim should be provided the local domestic violence service program hotline number and offered assistance with safety planning. 

3.
SYSTEMS' RESPONSIBILITY 

a.
Training on the relationship between domestic violence and alcohol/other drug use and addiction should be required for all substance abuse counselors, supervisors, and clinical directors. 

All substance abuse providers should be trained on the issue of domestic violence. The training should include an understanding of the dynamics of domestic violence, assessment tools, appropriate interview and intervention skills, and an adequate understanding of domestic violence resources, as outlined in the Guiding Principles, 3.a. In addition, substance abuse treatment providers should receive training on the relationship between domestic violence and the development of alcohol/other drug problems in women, the use of alcohol/other drug use as an excuse for abusers' coercive and violent behavior, the ways in which abusers use alcohol/other drug use as a mechanism of  control, and strategies for intervention that promote victim safety, abuser accountability, and recovery from addictions. Training should be thorough and ongoing.

b.
With the appropriate releases of information, substance abuse treatment providers should coordinate case management for chemically addicted men who batter with probation, parole, law enforcement, the courts, and Batterers Intervention Programs, as appropriate.

Coordinated efforts are of particular importance to effectively reinforce abuser accountability. If a substance abuse treatment program has responsibility for a component of a domestic violence offender's sentence and becomes aware of a violation of any term of the sentence, or any new domestic violence offense, the substance abuse treatment provider should report the violation to the sentencing court or Probation Department. 

c.
With the appropriate releases of information, case management for chemically addicted victims should be coordinated, as appropriate, with domestic violence service programs, and the health care, mental health, child welfare, and legal systems.

Case management and coordination is key to the success of victims in developing and implementing effective safety plans. It is essential that involved systems work together to ensure that substance abuse treatment and intervention goals support victims' attempts to be safe.

d.
Accurate information on domestic violence should be included in alcohol/ other drug education and prevention efforts.

The community, including its young people, needs to know that alcohol/other drug use does not cause domestic violence, and will therefore not be accepted as an excuse for such behavior. Accountability for violence needs to be reinforced at every opportunity.

(24) Select Committee on Aging, House of Representatives. Alcohol Abuse and Misuse Among the Elderly. Washington, CD: Government Printing Office, 1992.

(25) Abrams, R., and Alexsopoulues, G. Substance Abuse in The Elderly: Alcohol and Prescription Drugs. Hospital and Community Psychiatry (38) 12, 1286, 1987.

(26) American Medical Association, Report of the Council on Scientific Affairs: Alcohol, Drugs and Family Violence, A-93, 1993.

(27) Minnesota Coalition for Battered Women, Safety First: Battered Women Surviving Violence When Alcohol and Drugs Are Involved, 1992.

Child Welfare System 

Historically, service providers and policy makers have viewed domestic violence and child abuse as separate problems, resulting in a pronounced lack of coordination between the two service systems. This lack of coordination is exacerbated by the disparate approaches of the two systems, based in part on the legal and social status of the child versus adult victim of abuse. The child welfare system is authorized by the state to intervene on the child's behalf, and commits significant resources to its reporting and investigation systems. The domestic violence service system, on the other hand, responds to adult victims' need for safety by empowering them with information and support, and supporting their right to self-determination. (28)

Research suggesting that wife battering may be the single most important context for child abuse (29) necessitates improved coordination between the domestic violence and child abuse service systems in order to effectively promote the safety interests of all family members. According to the New York State Office of Children and Family Services (formerly the NYS Department of Social Services), domestic violence is a factor in 45% of all foster care placements. In New York City, the Child Fatality Review panel reported that partner abuse was present in 70% of households in which a child homicide occurred. (30)

There is also considerable research documenting the serious threat that domestic violence poses to children. Men who batter their female partners are likely to also assault their children. In fact, research suggests that more than half of all men who are physically assaultive to their female partners are also physically assaultive to their children. (31) In addition, as many as 90% of children of abusers witness their fathers battering their mothers, or witness the aftermath of these assaults. (32) Both children who are direct targets of abuse and child witnesses to domestic violence often exhibit evidence of somatic, behavioral, or emotional problems. (33)

Separation from an abusive partner often does  not end the abuse, nor does it necessarily mitigate the detrimental effects on children. Custody and visitation orders that are entered without adequate regard to the history of abuse can pose a serious threat to both the abused mother and to her children. In recognition of these dangers, Chapter 85 of the Laws of 1996 in New York State requires judges to consider the effects of adult domestic violence in assessing the best interests of a child, or children, when making custody and visitation determinations. 

Further, more than half of the estimated 350,000 child abductions that occur annually, happen in the context of domestic violence. Forty percent of these abductions occur after the separation and divorce of the parents. Nearly one-third of these children suffer mild to severe emotional damage as a result of the abduction. (34) 

It has been demonstrated that an effective strategy in achieving and maintaining safety for children living in households where there is adult abuse is to identify the safety needs of the vulnerable caretaker or parent and to integrate into case and/or service plans responses that address those safety needs as a primary issue. (35) Put simply, protecting mothers also provides protection to children. When an adult victim's safety needs are acknowledged and met, she is in a far better position to develop an alliance with a child welfare worker that focuses on protecting the safety interests of her children. This is true even when the battered mother has herself been abusive to the children. One study found that eight times as many battered women reported using physical discipline against their children while living with their abusive partner than when living alone or with a non-battering partner. (36)

It is critical therefore that all child welfare workers-protective, investigative, preventive, foster care, and adoptive-heighten their awareness of the connection between adult domestic violence and child abuse and neglect, and integrate strategies that address the safety-related needs of adult victims into strategies to protect the safety interests of children. While individual workers' roles and responsibilities will often vary across the spectrum of protective, investigative, and preventive functions (CPS workers, for example, are often not involved in the development of service plans), appropriate responses to adult domestic violence  within the context of all job functions can significantly improve case outcomes.

In addition to incorporating the recommendations outlined in the  Guiding Principles and the  Employers sections into their responses to domestic violence, and being mindful of the potential need for individualized responses based on factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status, child welfare workers should also integrate the following recommendations specific to the child welfare system.

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
Private, routine screening should be conducted with each adult household member to determine if an adult in the household utilizes coercive and abusive tactics to control other household members. When domestic violence is not identified through an initial screening, ongoing assessment should be conducted throughout all phases of a case. 

Domestic violence is included as a specific assessment element in the New York State Office of Children and Family Services' Risk Assessment and Services Planning Model, which was developed as a tool for child welfare workers. In addition to the more overt effects of domestic violence, however, domestic violence is often an underlying problem creating or exacerbating a wide variety of other difficulties that compromise family functioning. For example, domestic violence often has a significant impact on the development of alcohol/other drug use by women, children's response to caretakers, availability of social supports, and living conditions, areas of family functioning that are also included in the Risk Assessment.

The ability of child welfare workers to make the connection between the effects of domestic violence and the variety of elements that make up the Risk Assessment is instrumental in the development of effective service plans. Therefore, domestic violence assessment should be conducted in every phase of a case, from an initial investigation to service planning and delivery.

Separate interviews should be routine. Questions about domestic violence should not be asked in the presence of a partner or children, for to do so puts a victim at risk of retaliation for what she may or may not say. Whether the interview is in  the client's home or the worker's office, it is important that all female clients are given an opportunity to respond in a safe and private setting. 

b.
Child welfare workers should inform victims of the extent and limits of confidentiality with regard to information on domestic violence. 

Victims of domestic violence should be aware of the extent to which anything they say will be divulged and to whom. Workers should avoid using information provided by the victim to confront the abuser. In cases in which the use of third party information is unavoidable, providers should give prior notification to the victim of what information is to be shared and when, and engage the victim in planning for her safety. (See also  Guiding Principles, 1 g.)

c.
Child welfare workers should assess for dating violence in families with one or more adolescent children. Once identified, workers should provide referrals to appropriate services, if available. 

Domestic violence occurs at alarming rates in adolescent dating relationships and teen abusers utilize the same range of coercive tactics that adult abusers do, including physical violence. Assessments for teen dating violence should be a part of a comprehensive approach to developing service and safety plans for adult and/or child victims. Once identified, workers should be prepared to provide information to both the teen and/or the teen's parent(s) about dating violence, and the community resources available. 

d.
When domestic violence is identified, child welfare workers should collaborate with the victim in evaluating the impact of any recommended service plan strategies on her safety, develop service plans that do not compromise her safety-related needs, and pro-actively assist victims in developing short and long-term safety plans.

The ability of victims to follow through on service plans can be compromised by the actions of their abusive partners. Victims should not be expected to comply with service plans that require them to do things that directly or indirectly endanger them. For example, a service plan activity for a client might be to attend parenting classes. Without the cooperation of her partner, however, a victim may not be able to make the necessary child care arrangements, or her partner may simply threaten her with harm if she attempts to leave the house  unaccompanied by him. Abusers are often resistant to their partners' access to outside sources of help or support and may increase their use of violence and threats in order to reestablish control. The consequences of service plans should be evaluated with regard to immediate and long-term safety. 

Studies demonstrate that when adult domestic violence and child abuse exist simultaneously, advocating for the safety of all vulnerable victims is the most successful strategy. Child welfare workers should be trained to develop both short and long-term safety plans with both mothers and children. (See  Guiding Principles, 1.d.)

e.
Child welfare workers should recognize that, at times, the legitimate safety and survival strategies employed by victims (such as resistance, non-compliance, refusal of services, and dishonesty) may conflict with service plan strategies. Service plans should be continually reviewed and modified, as necessary, to reflect a victim's ongoing safety-related needs. 

The safety-related concerns of battered women do not necessarily remain constant. As a result, victims may attempt to protect themselves from the violent and coercive acts of their partners in ways that conflict with agreed upon service plans. A victim's use of survival strategies related to safety should be supported and encouraged and not seen as a failure to comply with the service plan, but as an indication that the service plan is in need of review and modification. 

Follow through will be most successful if the victim does not have to jeopardize her own safety for the safety of her children. Actively acknowledging the dilemmas created for victims when service plans conflict with their own safety goes a long way in building a collaborative relationship based on trust, understanding, and concern. Collaborative alliances with adult victims strengthen the ability of child welfare workers to develop strategies in which the immediate and long-term safety needs of all family members are considered. 

f.
Child welfare workers should not refer families in which there is domestic violence to family therapy, marriage or couples counseling, mediation, or other programs in which the victim and abuser must cooperatively participate, and should not recommend that families in which there is domestic violence be required to participate in such services.

In domestic violence cases, the  provision of "family" services to children in cooperation with the non-abusing parent may be helpful, but should not include the participation of abusers. Intervention strategies that require cooperative participation between a victim and her abusive partner are collusive and dangerous. (See  Guiding Principles, 1.i.) 

g.
Child welfare workers should cultivate cooperative relationships with domestic violence advocates, provide victims with accurate information about available domestic violence residential and nonresidential services, and should actively assist victims in making the linkage with those services, if they so desire. 

Child welfare workers should provide victims with information about resources in the community. Workers should be informed about eligibility and availability of local services. In addition, printed material should be available for victims to access, discreetly if necessary. Domestic violence services should never be required, and workers should make every effort to work cooperatively and collaboratively with local domestic violence advocates when providing services to mutual clients.

2.
ABUSER ACCOUNTABILITY 

a.
Child welfare workers should reinforce abusers' sole responsibility for their violent and coercive behavior as the issue emerges in any forum.

Domestic violence is behavior over which abusers have control and should never be justified, excused, or minimized. Abusers will often offer excuses or "explanations" for their violent and controlling behavior. It is important that workers continually reinforce abusers' sole responsibility for their choices to use violent and controlling behavior.

b.
When there is reason to believe that an abuser's behavior constitutes a crime or family offense that creates harm or a risk of harm to a child or children, child welfare workers should file a petition and/or complaint against the abuser with the appropriate court or law enforcement authorities. 

Certain situations of domestic violence constitute crimes. Child endangerment charges, should be brought against the abuser whenever possible. When possible, initiating a complaint, having charges brought, and subsequent prosecution should not rely on the victim's testimony or cooperation. Rather, they should be a result of a comprehensive investigation and assessment by the worker and law enforcement. 

Whether criminal charges are  brought against an abuser or not, child welfare workers should utilize the Family Court, as appropriate, to assist victims in obtaining orders of protection, custody, visitation, and/or child support. 

3.
SYSTEMS' RESPONSIBILITY 

a.
Child welfare workers should receive comprehensive and ongoing training on domestic violence, the connection between domestic violence and child abuse and neglect, the effects of domestic violence on children, and child safety-planning. 

All child welfare workers should be trained on the issue of domestic violence. The training should include an understanding of the dynamics of domestic violence, assessment tools, appropriate interview and intervention skills, and an adequate understanding of domestic violence resources, as outlined in the  Guiding Principles,3.a.. In addition, child welfare workers should receive training on the connection between domestic violence and child abuse and neglect, the ways in which domestic violence can affect areas of family functioning included in the New York State Risk Assessment and Services Planning Model, the effects of domestic violence on children, and the many ways in which abusers can undermine investigations, assessments, safety planning, and overall service planning. Child welfare workers also need state-of-the-art information on safety strategies for child victims and information to enable them to make appropriate referrals. 

b.
Interagency protocols and agreements should be developed to handle domestic violence cases. 

Such protocols should be developed between child welfare systems and schools, health care, mental health, substance abuse treatment, law enforcement, prosecutors, and the courts. These documents should be developed in conjunction with domestic violence service providers, and should include mechanisms for implementation, review, and enforcement. 

c.
Child welfare workers should help develop and participate in domestic violence response teams, similar to child sexual assault teams. 

Where they exist, child sexual assault teams have proven to be an asset in responding to the needs of both the child victim and the non-abusing parent. They offer an advantage in the investigative process, as well as in the supportive elements of case planning. Similar response teams patterned after this model can be developed for intervention in domestic violence cases. 

d.
Initial and ongoing assessments for adult domestic violence should be conducted with all potential foster and adoptive parents and, if domestic violence is identified, these families should not be used as a child placement option. Further, the adult victim should be provided, at a minimum, with information about local domestic violence services and the statewide domestic violence hotline number.

Protocols should be developed regarding proper procedures to follow if domestic violence is identified. A denial of eligibility for a foster/adoptive family on the basis of domestic violence may precipitate an escalation of an abuser's violence and coercion, increasing the victim's danger. A protocol should include provisions for the safety of the adult victim. For example, the family should not be notified of being denied until the adult victim is provided with information on local domestic violence services, a local or the statewide domestic violence hotline number, and an opportunity to develop and enact a safety plan, if needed.

Conducting ongoing assessments are the best way to accurately identify if domestic violence is occurring. It is possible that domestic violence will not be identified in an initial screening, but will be recognized or exposed after a child placement has already occurred. In these cases, child welfare workers should follow the recommended guidelines outlined in this policy for intervening with the family.

e.
Child welfare agencies and individual workers should serve as primary advocates with courts, law guardians, and county attorneys for cases in which adult domestic violence and child abuse coexist.

Whenever possible, and with the adult victim's knowledge and consent, child welfare workers should be proactive in their advocacy within ancillary systems. This includes making the appropriate legal representative(s) aware of the presence of domestic violence and enlisting their assistance in facilitating the court's action with regard to orders of protection, stay away orders, and the imposition of appropriate penalties for the abuser's behavior.

(28) National Woman Abuse Prevention Project, in The Exchange: A Forum on Domestic Violence, Vol.2, No.3, August 1988.

(29) Stark and Flitcraft, "Women and Children at Risk: A Feminist Perspective on Child Abuse," International Journal of Health Services, Vol. 18, No.1, 1988. 

(30) Report of the Task Force on Family Violence, Behind Closed Doors: The City's Response to Family Violence, New York City, April 1993. 

(31) Bowker, Arbitell & McFerron, "On the Relationship Between Wife Beating and Child Abuse," in Feminist Perspectives on Wife Abuse, eds., Yllö & Bograd. Beverly Hills: Sage Publications, 1987.

(32) Walker, Lenore. The Battered Woman Syndrome, 1984.

(33) Jaffe, Wolfe and Wilson, Children of Battered Women, 1990.

(34) Finkelhor, Hotaling and Sedlak, 1990, as cited by B. Hart in Protective Services Quarterly, 1993.

(35) Schechter, S., with Gary, L.T. Health care services for battered women and their abused children: A manual about AWAKE. Boston: Children's Hospital. 1991.

(36) Walker, ibid.

Mental Health System 

Numerous studies have shown high rates of victimization among those with a variety of psychiatric diagnoses, such as depression, some anxiety disorders, somatic complaints, eating disorders, substance abuse, suicide attempts, sleep disorders, and certain personality disorders. While many biological and psychosocial factors may facilitate the development of any such illnesses, victimization is a strong contributory factor. (37)

There are certain characteristic symptoms seen in many people following highly traumatic life events. Some women experience these symptoms as a result of the trauma associated with adult domestic violence. These symptoms may include hyper-vigilance, re-experiencing aspects of the trauma, and/or emotional numbing. These symptoms are normal psychological responses to stressful life events, much as fever, elevated white blood cell count, and activation of the immune system are normal reactions to infection and are the body's attempts to begin a reparative process. 

Many victims experiencing the symptoms mentioned, find that these symptoms spontaneously remit when they become safe from further harm from their abusive partners. In order to appropriately diagnose and treat women presenting with these symptoms, therefore, mental health providers must identify if clients are being abused and develop treatment plans that integrate safety-related concerns.

Men who are abusive use emotional, psychological, economic, sexual, and physical abuse to control their intimate partners. In general, abusers act from a set of attitudes and beliefs about how men and women should relate in intimate relationships. Domestic violence does not result from personal or moral deficits, childhood trauma, diseases, diminished intellect, addiction, mental illness, other persons' behaviors, or external events. Responses to abusers' violent behaviors that focus on these issues, therefore, simply give abusers support for the excuses they offer to explain their abusive behavior and undermine their ability to achieve insight about their capacity to stop their abuse against their partners. 

In addition to incorporating the recommendations outlined in the  Guiding  Principles and the  Employers sections into their responses to domestic violence, and being mindful of the potential need for individualized responses based on factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigrant status, education, employment status, urban vs. rural residency, and marital status, mental health providers should also integrate the following recommendations specific to the mental health system.

1.
VICTIM SAFETY AND SELF-DETERMINATION 

a.
Private, routine screening for domestic violence should be conducted with all female clients to determine if they are being abused by their intimate partners.

Universal screening of female clients for domestic violence should be part of all intakes, especially since conventional clinical questions may miss important indicators of abuse and battering. Most forms of domestic violence and abuse are chronic in nature and there are many factors that influence the nature of the clinical picture seen, such as the specific acts and temporal pattern of her partner's abuse, the victim's psychological make-up, the victim's developmental stage, and the availability of external resources. Direct assessment for domestic violence is essential to understanding the clinical presentation. 

b.
Mental health providers should routinely screen all child clients for the presence of adult domestic violence and for concurrent child abuse and neglect. 

Frequently, the presenting problems of children are related to or a result of domestic violence, including a wide variety of somatic, behavioral, or emotional problems. Proper and early identification of domestic violence as a factor helps to ensure both appropriate diagnoses and treatment plans.

c.
For clients identified as victims, mental health providers should elicit and document complete health histories, including trauma histories. With the victim's consent, this should include obtaining copies of relevant medical records from other sources. Providers should maintain thorough, objective, and accurate case records.

Information obtained from the victim, as well as any pertinent observations, should be carefully and fully entered into the client record. Any future or pending legal proceedings might very well draw on the information recorded in the case record. The failure to document  the abuse may be used by the perpetrator to deny its existence, or the provider may be held liable for failing to recognize the abuse and respond to the victim's complaints. Client statements are best recorded through the use of direct quotations, when possible. Injuries should be either photographed, or detailed in careful schematic drawings. The fact of abuse and any sequelae noted should become part of the master problem list.

While thorough and accurate case recording is necessary, be alert to the potential harmful uses of the information in the case record, such as an abuser using a partner's mental health diagnosis as evidence of the victim's unfitness as a custodial parent. 

d.
When domestic violence is identified, mental health providers should collaborate with the victim in evaluating the impact of any recommended treatment strategies on her safety, develop mental health treatment plans that give priority to safety-related needs, and pro-actively assist victims in developing short and long-term safety plans.

The ability of victims to follow through on mental health treatment plans can be compromised by the actions of their abusive partners. Victims should not be expected to comply with mental health treatment plans that require them to do things that directly or indirectly endanger them. For example, a goal for a client in mental health treatment might be to increase their independence through becoming more assertive, setting clear limits and personal boundaries, and/or expanding their social networks. For victims, these behaviors may, in fact, precipitate increased violence from their abusive partners. Abusers are often resistant to their partners' attempts to seek help of any kind and may increase their use of violence and threats in order to reestablish control. The consequences of treatment plans should be evaluated with regard to immediate and long-term safety. 

Victims with histories of psychiatric illness might have even greater difficulty in getting safe or planning to leave their violent partners. A victim might rightfully fear the abuser's threats of institutionalizing her and of losing custody of her children. She might not have outside support from family, friends, and other resources. Safety-planning and an expansive identification of options is critical. (See  Guiding Principles, 1.d.)

In some cases, medication may be indicated and might support  a woman's attempts to become safe. Some medications, such as psychotropic drugs, however, also have the potential to impair a woman's ability to assess risk and respond accordingly. Medications should be prescribed only after careful assessment by the professional of both a victim's medical needs and safety-related needs, and should be re-evaluated on a regular basis. Frequently, once a victim is safe, presenting symptoms dissipate without medication.

e.
Mental health treatment providers should recognize that, at times, the legitimate survival and safety strategies employed by victims (such as resistance, non-compliance, and dishonesty) may conflict with mental health treatment strategies. Treatment strategies and activities should be continually reviewed and modified, as necessary, to reflect a victim's ongoing safety-related needs. 

The safety-related concerns of victims do not necessarily remain constant. As a result, victims may attempt to protect themselves from the violent and coercive acts of their partners in ways that conflict with agreed upon recovery strategies. A victim's use of survival strategies related to safety should be supported and encouraged and not seen as a failure to comply with the mental health treatment plan, but as an indication that the treatment plan needs to be reviewed and modified.

f.
Mental health providers should cultivate cooperative relationships with domestic violence service providers, provide victims with accurate information about available domestic violence residential and nonresidential services, and should actively assist victims in making the linkage with those services, if they so desire. 

Even when women are receiving treatment for mental health problems, domestic violence service providers can often lend additional support for women. For example, mental health providers can refer women to peer support group meetings, if desired and appropriate. Inpatient providers should routinely include referral to local domestic violence programs as a part of discharge planning.

Since many domestic violence service providers are not equipped to deal with victims experiencing serious emotional distress, mental health providers should also know what restrictions may exist on the provision of domestic violence services. 

g.
Mental health providers should conduct initial, individual screenings for domestic violence before making referrals to or engaging couples or families  in couples counseling, family therapy, or mediation; and should conduct ongoing screening and assessment for domestic violence with couples or families who are engaged in these services.

Providers should conduct a thorough assessment for domestic violence before engaging couples in family or conjoint counseling/therapy. These assessments should be conducted with each individual in private. In cases in which domestic violence is identified or suspected, these modalities should not be used. In cases in which the domestic violence is not identified in an initial screening, but is recognized or exposed later in the intervention process, providers should develop strategies for terminating the family or conjoint therapy without further endangering victims. (See  Guiding Principles, 1.i.) 

h.
In the event that an abuser and a victim are being treated or housed at the same site, and the victim has independent knowledge of her partner's participation in mental health treatment and raises it with the mental health provider as a safety-related concern, full consideration should be given to transferring one or the other client to a different site, in consultation with the victim. 

Client transfers in these circumstances may or may not be in a victim's best interests. Providers should confer with the victim to determine the safest course of action and take the steps necessary to respond to her safety-related needs. If it is a victim's judgment that a transfer of either partner may, in fact, increase her danger, the providers should investigate the feasibility of alternative measures to increase safety for the victim, such as limiting the abuser's access to the victim by scheduling appointments for both parties at different times, alerting security staff of the situation, arranging for security escorts when appropriate, etc.

i.
With the consent of the victim, mental health providers should inform all staff when a client has an order of protection and should keep a copy of the order of protection in a confidential on-site location.

It is helpful for staff of the mental health treatment program to be informed and/or have access to information regarding program clients who have orders of protection so that they will be prepared to take appropriate action regarding enforcement of the orders, if necessary. With a victim's consent, this information  should be made available to all staff even if they do not have direct program responsibility for a particular client. 

2.
ABUSER ACCOUNTABILITY 

a.
Routine screening for domestic violence should be conducted with all male clients to determine if they are perpetrating abuse in their intimate relationships.

While mental health treatment is not recommended for responding to abusers' use of coercion and violence in their intimate relationships, screening male clients for domestic violence can be helpful. Awareness that a client is an abuser creates an opportunity for the mental health provider to provide information and education to the abuser about his abusive behavior (see 2.b. below). In addition, such awareness can assist a provider in developing a treatment plan for whatever the presenting mental health issue is, in a way that does not undermine an abuser's responsibility for his coercion and violence and that does not undermine a victim's safety.

b.
Mental health providers should reinforce abusers' sole responsibility for their violent and coercive behavior as the issue emerges in any forum, including individual and group counseling sessions.

Domestic violence is behavior over which abusers have control and should never be justified, excused, or minimized. Abusers, even those with mental health problems, should be held accountable for their battering and abusive behavior. Alcohol/other drug treatment, mental health treatment, or psychiatric care should not be used as a response to an abuser's violent behavior, although such care may be warranted as a response to other issues prior to or in addition to an appropriate criminal or civil justice response. Providers should be aware of the socio-cultural roots of domestic violence and not perceive their treatment of an abuser as a "cure" for his violence. Further, providers should not do anything in providing services to abusers that might compromise a victim's safety.

c.
If a court orders an abuser into mental health treatment as a response to the individual's violent and controlling behavior in an intimate relationship, the mental health provider should respectfully refer the case back to the court with a recommendation for the imposition of appropriate criminal or civil justice sanctions. 

Perpetration of violence and coercion in an intimate  relationship is not a mental health issue. Mental health providers can best support the goal of abuser accountability by refusing to accept cases in which abusers are court-ordered into mental health treatment as a response to their violent and controlling behavior.

The appropriate response of the courts in dealing with abusers is to impose sentences of incarceration, probation, restitution, or fine, or some combination of these. Where available, mandated participation in a Batterers Intervention Program may be part of such a coordinated sentence. Abusers should neither be referred to nor mandated to dispute mediation, mental health services, or substance abuse treatment as a response to the domestic violence. Providers in all of these systems should be referring the cases back to the court for appropriate adjudication.

d.
Mental health providers should maintain thorough and accurate case records. 

Information obtained from the client, as well as specific observations, should be carefully and fully entered into the client record. Future or pending legal proceedings might very well draw on the information recorded in client records. 

e.
In the case of a victim's partner coming on-site, mental health providers should activate appropriate in-house security measures. If the abuser refuses to leave, and/or engages in acts that threaten the safety of staff or clients and/or that violate an existing order of protection, the police should be called. Mental health treatment providers should consider the input of the victim in developing a response plan but also maintain a responsibility to respond quickly to the safety-related needs of staff and other clients.

f.
Mental health providers who have a legal duty to warn, should take appropriate steps to protect the intended victim when they have direct knowledge of a client's intent to do harm to that intended victim. 

Abusers' threats should be taken very seriously and responded to swiftly and consistently. When there is firsthand knowledge of an abuser's threat to do harm, the victim and the police should be notified immediately, and the victim should be provided the local domestic violence service program hotline number and offered assistance with safety planning.

3.
SYSTEMS' RESPONSIBILITY 

a.
Mental health providers should receive comprehensive  and ongoing training on domestic violence and the ways in which victims and abusers may present to the mental health treatment system.

All mental health providers should be trained on the issue of domestic violence. The training should include an understanding of the dynamics of domestic violence, assessment tools, appropriate interview and intervention skills, and an adequate understanding of domestic violence resources, as outlined in the  Guiding Principles, 3.a. In addition, mental health providers should also receive training that will help them identify the clinical clues and indicators of domestic violence in the mental health treatment setting. Training should be thorough and ongoing.

b.
With the appropriate releases of information, case management for victims should be coordinated, as appropriate, with domestic violence service programs, and the health care, mental health, child welfare, and legal systems.

Case management and coordination is key to the success of victims in developing and implementing effective safety plans. It is essential that involved systems work together to ensure that mental health treatment and intervention goals support victims' attempts to be safe.

c.
All mental health facilities should develop written policies and protocols in collaboration with domestic violence service programs that should be widely disseminated. To the fullest extent possible, staff of these facilities should be included in the development of these policies. 

(37) American Medical Association, Diagnostic and Treatment Guidelines on Mental Health Effects of Family Violence, 1995.

Education System 

As national data readily confirm, there is a significant correlation between partner violence and child abuse and neglect, with domestic violence surfacing as one of the leading risk factors with regard to the physical and emotional safety of children. (38) In addition, children exposed to domestic violence in their homes often suffer a range of potentially serious effects including somatic problems such as gastrointestinal distress, headaches, insomnia, bed wetting, behavioral difficulties, and declines in academic performance. (39) Children who witness domestic violence often feel responsible for the violence, and subsequently experience guilt, shame, and self-blame. As teenagers, these children are more likely than other teens to be involved in alcohol and other drug use and criminal activity, and they comprise a disproportionate number of teen parents and homeless youth. For boys, there is the additional risk of engaging in abusive and controlling behavior in their adolescent and adult relationships. (40) 

Abuse and violence in dating relationships occurs at alarmingly high rates. Studies of high school and college students conducted during the 1980's have reported rates of violence in dating relationships ranging from 12% to 65%. (41) As with adult partner violence, teen and young adult abusers generally engage in a pattern of repeated violence and coercion that escalates and increases in severity the longer the relationship continues. Teenaged abusers can and do perpetrate assaults that result in serious and life-threatening injury and death. Their abuse may also take the form of sexual harassment and/or date rape. 

Efforts to promote the health and well-being of children and families has been a priority goal for New York State's Department of Education based on the simple premise that when children are healthy and safe, they are better learners. Because school, pre-school, and Head Start personnel have continuous contact with children, they have significant opportunities to identify the negative effects on children of violence in the home and to provide information and support. School personnel including administrators,  teachers, guidance counselors, nurses, and staff psychologists should be prepared to respond to disclosures by students of domestic violence as well as to participate in creating an environment of zero tolerance for violence in the school community. 

The frequency with which abuse and violence occur in dating relationships virtually ensures that this problem will emerge in educational environments, particularly at the junior high, high school, and college levels. Junior high, high school, college, and university personnel should be actively engaged in both prevention and intervention efforts and, therefore, need to be adequately prepared to deal with the problem. In addition, intervention and education efforts at the primary grade levels may prevent interpersonal violence in their young adult and adult relationships. 

In addition to incorporating the recommendations outlined in the  Guiding Principles and the  Employers section into their responses to domestic violence, and being mindful of the potential need for individualized responses based on factors such as socio-economic status, race, ethnicity, sexual orientation, age, religious affiliation, physical and mental disabilities, immigration status, and urban vs. rural residency, educational institutions should also integrate the following recommendations specific to the education system.

RECOMMENDATIONS FOR PRIMARY AND SECONDARY EDUCATION SYSTEMS
a.
Schools should create a domestic violence response team made up of school personnel with specialized training in conducting in-depth assessments, safety planning, making appropriate community referrals, and facilitating linkages with appropriate services. Alternatively, a school could train existing student support services, family wellness centers, and/or child abuse or crisis teams to fulfill these functions.

Response teams can consist of personnel from all levels of the school community, including teachers, administrators, guidance counselors, school nurses, and staff psychologists, as well as local domestic violence service providers. These teams should coordinate with any already existing child abuse or crisis teams, or can be integrated into any existing child abuse or crisis teams. Participants on the team should be screened to ensure their appropriateness for participation.

Response team members should routinely inform students of the limitations to confidentiality as part of conducting assessments and making  appropriate referrals. Where referral resources are inadequate to meet the identified needs, the response team should advocate within the school, the school district, and the community for the development of services to meet the needs. 

In addition, response team members should be prepared to advise student victims of their legal rights and collaborate with the student in developing safety plans. Such plans could include appropriate notification to the students' other teachers and parental notification. Response team members should also be prepared to intervene with student abusers and to develop strategies for reinforcing accountability. 

Duties of the team should also include conducting active education and outreach efforts to reach students who may be affected by domestic violence and/or teen dating violence. 

b.
School personnel should be prepared to respond appropriately to disclosures of domestic violence and/or violence in teen dating relationships. 

All school personnel should be prepared to respond to spontaneous disclosures of students by offering support and assisting them in connecting with the school's domestic violence response team.

c.
Schools should cooperate fully in the enforcement of all court orders, including orders of protection and orders for custody. 

More than half of the annual 350,000 child abductions occur in the context of domestic violence and 40% of these occur post-separation and divorce. (42) When valid custody orders or orders of protection exist, all relevant school personnel should be informed and prepared to ensure that children are not improperly released to a non-custodial parent and to ensure that a parent against whom an order of protection is issued is not given access to the child(ren). School personnel should actively encourage parents/guardians to provide the school with copies of existing orders to facilitate enforcement. Copies of orders can be kept in students' files.

Schools should have written authorization from the custodial parent regarding the persons to whom the children can be released in the event of an emergency. This may include having photographs of both the abuser and the persons to whom a child can be released on file with the school. 

Schools should also cooperate in maintaining the confidentiality of the address of a victim of domestic violence and should, whenever possible, remove this information  from school documents that are accessible to anyone other than the victim.

d.
Schools should actively promote a zero tolerance ethic for domestic violence in the school community, including the development of written policies and procedures for reinforcing accountability and imposing consequences on students who perpetrate violence on school grounds.

The response to student abusers should be swift, consistent, and commensurate. Appropriate safety-related procedures should be implemented, including necessary school security procedures. These policies should be developed in conjunction with the in-house response team and domestic violence advocacy programs, and should be communicated to parents and to the public at large. 

e.
Schools should develop written policies and protocols for dealing with a situation in which a student has been a victim of another student's abuse in a dating relationship.

Such policies and procedures should be developed for responding to the needs of student victims and reinforcing the accountability of student abusers, whether or not a victim has chosen to pursue or has a current order of protection. While student victims should be consulted regarding the development of a safety plan (see  Guiding Principles, 1.d.) and their needs taken into account and responded to, school personnel have a responsibility to provide a safe school environment for all students and should act accordingly. Student victims should be supported in their choices to seek legal assistance and protection, such as pursuing criminal charges or, when the abuser is under age 16, seeking assistance from Family Court.

Clear expectations should be provided to the student abuser regarding any prohibited behavior. All relevant school personnel should be apprised of the situation and required to report any potential violations to the appropriate authority. In addition, school personnel should take actions to limit the abuser's access to the victim including requiring the abuser to change his schedule to avoid shared classes, lunch or free periods, and/or home rooms. Student victims should not be involuntarily penalized in the implementation of safety-related strategies. 

School personnel should also integrate parental notification into the policies and procedures should there be a violation of school imposed expectations of the abuser and/or a violation of an order of protection.

f.
Schools should develop a plan by which to provide crisis debriefing to students and faculty in the event a domestic violence-related incident occurs on school grounds and/or a fellow student or teacher is harmed in a domestic violence-related incident. 

Most schools have mechanisms in place to provide support to students and faculty when tragedy strikes, such as a student being seriously hurt or killed in a car crash, a student's suicide or suicide attempt, or a student's accidental drug overdose. Schools should make full use of crisis debriefing in response to injury or death of a student or teacher as a result of a domestic violence-related assault. Crisis debriefing teams should be knowledgeable about domestic violence and could include a local domestic violence service provider.

g.
Domestic violence and, when age-appropriate, abuse and violence in teen dating relationships should be addressed in classes dealing with health and/or life skills, such as Health Education. Education should include issues related to gender equity, sexual harassment, and safety planning, and should also provide information on the services and support available for affected students and/or their parents. In addition, domestic violence-related information should be integrated into other subjects areas.

Before raising issues about domestic violence and/or violence in teen dating relationships, teachers should be adequately prepared to respond to the needs of students that may arise and ensure that these opportunities for intervention and the provision of assistance are supportive experiences for the students. Local domestic violence service providers can be a valuable resource to ensure that the information provided in the classroom is accurate and age-appropriate, and/or to provide a guest speaker to conduct the class and/or to co-teach the class. 

In all cases, referral information both within and outside of the school community should be provided to students who may be experiencing violence at home or in their own dating relationships. Of particular importance is providing instruction on safety planning to children who are exposed to domestic violence in the home as a strategy to increase their own levels of safety. School personnel should also be prepared to respond to disclosures of child abuse and neglect and to fulfill their mandated reporting responsibilities to the State Central Registry.

h.
Resources available through school libraries should include age-appropriate books and other information on domestic violence, violence in teen dating relationships, gender equity, and sexual harassment. 

Available information should include informational resources, as well as information regarding potential sources of help, both through the school and the larger community.

i.
All school personnel should receive comprehensive and ongoing training on domestic violence, including violence in teen dating relationships. 

Personnel who should receive training include school faculty, nurses, health office assistants, teachers' aides, bus drivers, superintendents, school board members, and employee relations staff. The training program should include indicators of domestic violence, the impact of domestic violence on children, the dynamics of battering, and resources available in the community and in the school. Training should also include guidance in teaching issues related to gender equity and sexual harassment. 

RECOMMENDATIONS FOR POST SECONDARY EDUCATION SYSTEMS
As mentioned previously, the frequency with which abuse and violence in teen dating relationships occur virtually ensures that this problem will emerge on the college and university campus. College and university personnel should be actively engaged in both prevention and intervention efforts and, therefore, need to be adequately prepared to deal with the problem.

A common obstacle to colleges and universities developing and implementing effective dating violence responses is that they often experience significant internal and external pressure to present the institution's campus as a safe and secure environment. Ironically, institutions that acknowledge dating violence and respond effectively provide much greater safety for students than institutions that create an illusion of safety through denial of the problem and subsequent inaction. In any case, such internal or external pressures should not take priority over victim safety. 

a.
Colleges and universities should create a domestic violence response team made up of school personnel and students who have received specialized training on domestic violence that prepares them to conduct assessments, assist victims with safety planning, make appropriate referrals to local domestic violence service providers, and facilitate linkages to appropriate services.

Response teams should consist of personnel from all levels  of the institution including faculty, administrators, student advisors, staff psychologists, housing personnel, health care providers, and student peers. Participants on the team should be screened to ensure appropriateness for participation.

Response team members should routinely inform the student of the limitations to confidentiality as part of conducting assessments and making appropriate referrals. In addition, response team members should be prepared to advise student victims of their legal rights and collaborate with the student in developing a safety plan. When interacting with student abusers, response team members should also be prepared to reinforce abusers' sole responsibility for the violence and coercion they perpetrate. 

Responsibilities of the team should also include active campus education and outreach efforts to reach students who may be affected by domestic violence or dating violence.

b.
College and university personnel should be prepared to respond appropriately to disclosures of domestic violence and/or violence in dating relationships by students who are victims. 

All campus personnel should be prepared to respond to spontaneous disclosures by student victims by offering support and making the appropriate community or campus-based referrals. Referrals should include community-based domestic violence services, campus-based dating violence services (if available), and the campus-based domestic violence response team. 

c.
Colleges and universities, in conjunction with local domestic violence service providers, should develop a written protocol for responding to a victim's need for emergency safety services, including shelter or safe home services and crisis intervention, and maximizing the options available to a student to continue her studies when it is not safe for her to attend class on campus. 

One of the difficulties facing a victim of domestic violence whose abuser lives on the same college or university campus, is the access the abuser has to the victim. This poses a significant risk to student victims, particularly during times of separation and/or if the student victim has reported a domestic incident to the authorities. 

Local domestic violence service providers can work in conjunction with institutions to arrange for emergency shelter for student victims in need. Institutions should develop protocols that encourage flexibility for victim students being temporarily housed in an emergency  shelter to take a leave of absence, or receive support for continuing their studies off campus until they are able to more safely resume their campus-based activities. 

d.
Colleges and universities should actively support victims who choose to seek relief from local law enforcement agencies or the local criminal court, and should fully cooperate in the enforcement of orders of protection. 

Domestic violence is a crime, whether an incident occurs on or off campus. College and university personnel should inform victims of their rights to legal relief and support their choices to pursue legal remedies. Further, campus personnel should cooperate fully in local law enforcement investigations and criminal prosecutions. 

Campus security, with the consent of a victim, should have copies of any existing order of protection, a photograph of the abuser, and the students's schedule in order to readily respond to any threat of harm to the student and/or others. Campus security should work closely with local law enforcement agencies to ensure a victim's safety on and off campus and to enforce violations of orders of protection in a swift and appropriate manner. (See also  Criminal Justice, Legal, and Judicial Systems.)

e.
Colleges and universities should actively promote a zero tolerance ethic for domestic violence on campus, including the development of written policies and procedures for holding student abusers accountable.

Most institutions deal with disciplinary actions of students in a closed, on-campus hearing, occasionally resulting in a suspension and, in some cases, expulsion. Such a response is an effective part of discouraging criminal action and preserving the integrity of the institution with regard to its efforts to provide a safe campus environment. 

In addition, colleges and universities should adopt the same standard of holding abusers accountable that has been adopted by the criminal justice system in communities across the state. (See  Criminal Justice, Legal, and Judicial Systems.) They should work with local domestic violence service providers, students, and representatives from all levels of the institution to develop written policies and procedures for reinforcing accountability and consequences for student abusers of violence in dating relationships. The response to abusers should be swift, consistent, and commensurate. Appropriate response  procedures should be developed and implemented, including campus security procedures. 

When there is a "stay-away" order of protection and the abuser shares one or more classes with the victim, the responsibility for changing class schedules to limit access should fall on the abuser. A victim should not be involuntarily penalized in the implementation of safety-related strategies.

f.
Colleges and universities should ensure that relevant personnel, including infirmary and clinic staff, disciplinary boards, campus security, counseling staff, and the domestic violence response team members, keep thorough and accurate records regarding dating violence incidences.

Relevant campus personnel should ensure that interactions and observations of abuser behavior are well-documented, including the results of any disciplinary hearings related to violence in dating relationships. Further, accurate documentation of injuries or other presenting health problems that are determined to be violence-related should be so entered in the medical records of student victims. Future or pending legal proceedings or disciplinary hearings might very well draw on the information recorded in an institution's records. In all cases, victims should be informed of the documentation protocol and how to gain access to the records if needed.

g.
Colleges and universities should conduct extensive domestic violence education and outreach to students who may be affected, and should develop on-campus support services to respond to students in need.

In conjunction with community-based domestic violence service providers, the domestic violence response teams can be instrumental in developing and implementing student outreach and education strategies, and in fostering the development of on-campus support services for affected students. Services for students can include victim support groups, crisis counseling services, legal advocacy, and assistance in pursuing relief that may be available through the institution. Further, victims should not be discouraged from seeking relief from local law enforcement agencies or the local criminal court. Institutions should be prepared to deal with the media and public awareness of campus-based violence and should use these opportunities to highlight their efforts to respond effectively. 

Educational opportunities should be offered to students on the nature and dynamics of domestic violence, signs of a controlling partner, campus domestic  violence policies and procedures, what to do if someone you know is being abused, and the availability of community-based and campus-based supportive services. 

h.
Comprehensive and ongoing domestic violence training should be required for all campus residence staff, counseling staff, medical staff, disciplinary boards, and the domestic violence response team. Training should also be offered to faculty and other professional staff, other campus housing personnel, student advisors, administrators, and students. 

The training should be developed in conjunction with the local domestic violence program and should include indicators of dating violence, nature and dynamics of dating violence, the impact of domestic violence on victims and the campus community, what to do if you or someone you know is being victimized, how to reinforce accountability for abusers, and what referral resources are available for victims on campus and within the larger community.
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Appendix A

 Resources for Training and Technical Assistance

New York State Office

 for the Prevention of Domestic Violence 

	Capital View Office Park 

52 Washington Street, Room 366 

Rensselaer, NY 12144

 Phone (518) 486-6262

 Fax (518) 486-7675 
	New York City Program

 5 Penn Plaza, Room 307

 New York, NY 10001

 Phone (212) 613-4398

 Fax (212) 613-4997 


The New York State Office for the Prevention of Domestic Violence (OPDV) is available to assist with the development, adaptation, or review of your local policies and procedures. OPDV also offers training for a wide range of professionals, an essential element in the effective implementation of any policy. Please feel free to contact OPDV with any questions or requests for additional information or assistance. 

Pace University

 Battered Women's Justice Center

 School of Law

 78 North Broadway 

White Plains, NY 10603 

914-422-4069

 Web site -  http://orion.law.pace.edu/bwjc/bwjcmai4.htm 

The Battered Women's Justice Center is a partnership between New York State and Pace University School of Law. The Center conducts training and policy development for prosecutors, trains civil and criminal attorneys providing legal representation for battered women, and publishes the Domestic Violence Update for New York Prosecutors.

TRAINING AND TECHNICAL ASSISTANCE IS ALSO AVAILABLE FROM:

New York State Coalition Against Domestic Violence

 Women's Building 

79 Central Ave.

 Albany, NY 12206 

518-432-4864 

New York State Spanish Domestic Violence Hotline Project

 P.O. Box 3089 

Middletown, NY 10940

 914-343-1519

 New York City Gay and Lesbian Anti-Violence Project

 Domestic Violence Program

 647 Hudson Street

 New York, NY 10014

 212-807-6761

 Web site -  http://www.avp.org

 Victim Services, Inc.

 2 Lafayette Street

 Third Floor

 New York, NY 10007

 212-577-7700

 Web site -  http://www.victimservices.org

TRAINING  AND TECHNICAL ASSISTANCE RELATED TO DIVERSE GROUPS

New York State Office for the Aging Hotline

 1-800-342-9871

 Can direct you to your Area Agency on Aging

 New York Association for New Americans, Inc.

 Center for Women and Families

 17 Battery Place

 New York, NY 10004-1102

 212-425-5051 Ext. 3116

 Center for Immigrants Rights

 48 St. Mark's Place

 New York, NY 10003

 212-505-6890

 New York State Advocate's Office for Persons with Disabilities

 1 Empire State Plaza

 Suite 1001

 Albany, NY 12223-1150

 518-473-4538

 1-800-522-4369 voice and TTY

 Web site -  http://www.state.ny.us/disabledadvocate 

E-mail - information@oapwd.state.ny.us

 New York State Office of Mental Retardation and Developmental Disabilities

 44 Holland Avenue, 3rd Floor

 Albany, NY 12229

 518-473-9689

 TDD 518-474-3694 

Appendix B

 Print Resources
New York State Office for the Prevention of Domestic Violence

 The following are materials available from the Office for the Prevention of Domestic Violence. There is no charge for single copies.

 
New York State Office for the Prevention of Domestic Violence Domestic Incident Policy: Model Law Enforcement Policy Language 

 
New York State Office for the Prevention of Domestic Violence New York State Draft Standards for Working With Men Who Batter  
OPDV Agency Brochure 

 
OPDV Bulletin (issued semi-annually)

  
Domestic Violence: Finding Safety and Support, handbook for victims and helpers.

  
Domestic Violence and Men Who Batter: Facts for Women Brochure

  
Criminal Justice RADAR Card: A Domestic Violence Intervention Guide

  
Health Care RADAR Card: A Domestic Violence Intervention Guide

  
Physicians Desk Reference Card on Treating Domestic Violence

  
Domestic Violence Posters (8 ½ x 11)


Hotline Palm Cards for Victims (Upstate Resources)


Hotline Palm Cards for Victims (Downstate Resources)


Monograph: The Pattern of Abuse


Monograph: Adult Domestic Violence: The Alcohol Connection

Domestic Violence Intervention Guide for Health Care Professionals

New York State Office of Children and Family Services

 40 North Pearl Street

 Albany, NY 12243

Contact Kathy Crowe at (518) 432-2985 for information on and copies of the Department of Social Services (now OCFS)/Division of Criminal Justice Services Protective Services for Adults (PSA): Model Protocol Concerning the Working Relationship Between Police and PSA.

New York State Division of Probation and Correctional Alternatives

 4 Tower Place

 Albany, NY 12203

 For copies of State Director's Memorandum No. 5-95, Domestic Violence Policy Statement, contact David Singer at (518) 485-5168.

New York State Division of Criminal Justice Services

 Bureau of Municipal Police

 4 Tower Place

 Albany, NY 12203

For copies of the Municipal Police Training Councilµs Model Domestic Violence Policy for Law Enforcement, contact the Office of Public Safety Training Unit at (518) 457-2667.

New York State Department of Health

 Publications

 Box 2000

 Albany, NY 12220 

Available Materials: Sample palm/wallet cards for victims (Form #4604), posters (Form #4603), Physician's Desk Reference Cards (Form #4602). Information on protocols, regulations, and codes regarding domestic violence for hospitals can be obtained by contacting the Bureau of Hospital Services at(518) 402-1003. 

