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Survivors of violence against women seek services to address victimization and its effects in a
variety of settings. This report addresses providers of those services in community settings.
Specifically, the report addresses staff of domestic violence, rape crisis, and victims services
programs; mental health providers employed in such settings as family service agencies, mental
health centers, and substance abuse treatment settings; staff employed in State and county social
services and child protective service programs; and clergy from all denominations to whom
victims of violence may turn for support and other assistance. Research indicates that these are
the kinds of providers to which victims of violence against women turn most frequently for
assistance (Gordon, 1996). The task of synthesizing research on violence against women for this
audience is challenging because this group of providers is extremely varied with respect to the
centrality of violence against women within their professional roles, the extent of their knowl-
edge about such violence, the extent of formal education and training, especially regarding
research, and their values and beliefs about violence against women.

The purpose of this report is to summarize and synthesize the vast and growing body of empirical
research on violence against women—intimate partner violence, rape and other sexual assault,
and stalking—that is most germane to the service providers described above. An integrated
discussion of violence against women is a challenge, because

In stark contrast to the experiences reported by women, regardless of their ethnicity,
research on violence against women has developed categorically. Sexual assault research-
ers often know little about physical violence and battering, battering experts often fail to
acknowledge women’s coercive sexual experiences, and, separate from these two groups
is a set of researchers who examine psychological and emotional maltreatment.
(Sorenson, 1996, p. 138)

The research to be addressed covers the following topics: health and emotional effects of
intimate partner violence, sexual assault, and stalking; how victims cope with violence against
women, including what is known about their help-seeking behavior; the role of race and
ethnicity; effects on children of exposure to intimate partner violence; and intervention and
prevention. The report concludes with a discussion of gaps in the research literature and the
implications of the research findings reviewed for practice with victims of violence against
women and social policy.

Health Effects

Intimate Partner Violence
Because most violence against women consists of less severe forms of violence such as pushing,
slapping, grabbing, and shoving, most women who endure these acts do not require medical
intervention (Stets and Straus, 1990). Half of the victims of criminal intimate partner violence
reported injuries to the National Crime Victimization Survey, but only one in five of those
injured sought medical treatment (Greenfeld et al., 1998); 41 percent of women in the National
Violence Against Women Survey reported injuries but only 30 percent received medical
treatment. Injuries do not appear to be the most common health-related aftereffect of intimate
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partner violence. Instead, a wide range of physical health complaints have been found to be
associated with physical abuse, including gastrointestinal disorders, chronic pain or fatigue, loss
of appetite and eating disorders, and gynecologic and urologic disorders.1

Sexual Assault
Rape and other sexual assault are associated with a variety of physical health consequences,
including injury, stress-related problems, and chronic health problems (reviewed by Koss and
Heslet, 1992). The National Violence Against Women Survey found that 32 percent of rape
victims reported injuries and 36 percent sought medical treatment (Tjaden and Thoennes, 1998a).
An examination of the health-related effects of sexual assault among patients in a gastrointestinal
practice found that overall health status was associated with being raped, even though three-
quarters of the reported rapes occurred more than 10 years prior to the study. Serious injury as a
result of rape was associated with significantly more reported pain, somatic symptoms, more
days in bed due to disability, and more functional disability (Leserman et al., 1997). Thus, it
appears that sexual assault is associated not only with injury and short-term physical health
problems, but also with more long-term health problems in some women. These health-related
problems are associated with a significantly increased use of medical services (Golding et al.,
1988; Goodman, Koss, and Russo, 1993a; Leserman et al., 1997).

Emotional and Psychological Effects of Violence Against
Women

Intimate Partner Violence 
A substantial body of research has investigated the effects of intimate partner violence on
emotional well-being. The effects of physical abuse by intimate partners have been studied more
extensively than the effects of emotional abuse. A significant limitation of most of this research
is that it is based on groups of abused women who seek help rather than the broader group of
abused women who do not seek help.2 The effect of this bias is to overestimate the harmful
effects of physical and emotional abuse, because women who seek help due to the effects of
abuse tend to have experienced significantly more severe abuse than women who do not seek
help (Weaver and Clum, 1995). This is important because the research clearly indicates that the
effects of intimate partner violence are closely related to the severity of abuse experienced, as
discussed below. In addition, most research studies the effects of abuse at one point in time and
therefore cannot determine whether the emotional problems measured are causes of intimate
partner violence, are caused by intimate partner violence, or are caused by some other factor.

Overall, physical abuse is associated with depression and suicide attempts, posttraumatic stress
disorder (PTSD),3 other forms of anxiety, and substance abuse. Depression is the most commonly
studied correlate of intimate partner violence (Andrews and Brewin, 1990; Arias, Lyons, and
Street, 1997; Campbell, Sullivan, and Davidson, 1995; Follingstad et al., 1991; Plichta and
Abraham, 1996; Stets and Straus, 1990) and has been found in as many as three-quarters of
abused women studied in help-seeking samples (Campbell, Sullivan, and Davidson, 1995;
Follingstad et al., 1991). The pervasiveness of depression may be partly explained by the sense of
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self-blame some abused women experience (10 to 40 percent, depending on the study) and the
sense of powerlessness that develops as abuse escalates in frequency and severity and the victim
comes to realize that it is out of her control.

Several studies have reported higher than average rates of suicide attempts or ideation for
physically abused women (e.g., Hilbert, Kolia, and VanLeeuwen, 1997; Plichta and Abraham,
1996; Stark, Flitcraft, and Frazier, 1979). This has been said to be particularly problematic for
African-American victims of intimate partner violence, whose options to terminate an abusive
relationship may be more limited than those of white women due to poverty and the pervasive
cultural belief that African-American women are responsible for maintaining the family and
preserving the race (Heron et al., 1997, p. 413).

PTSD is also associated with intimate partner violence (Astin et al., 1995; Houskamp and Foy,
1991; Kemp, Rawlings, and Green, 1991; Saunders, 1994; Vitanza, Vogel, and Marshall, 1995;
Weaver et al., 1997). There is a growing consensus that if it is necessary to apply mental health
diagnoses to victims of violence against women and other trauma, PTSD is the best diagnosis
because it views the aftereffects as normal reactions to abnormal circumstances4 (Goodman,
Koss, and Russo, 1993a). PTSD is more prevalent in shelter samples of abused women (84
percent met diagnostic criteria for the disorder in one study) (Kemp et al., 1991) than in groups
of abused women who seek help in other settings (Saunders, 1994). Saunders found that intrusive
memories of the abuse were the most common symptom. Although the research suggests that
more severe and more recent abuse are associated with worse PTSD (a “dose-response effect”;
Saunders, 1994), even emotional abuse and minor physical abuse are sufficient to cause PTSD
symptoms in some victims (Follingstad et al., 1991; Loring, 1994), and PTSD has been docu-
mented in nonclinical as well as clinical samples (Vitanza, Vogel, Marshall, 1995).5

Other anxiety symptoms are also well documented as correlates of intimate partner violence
(Follingstad et al., 1991; McCauley et al., 1998). This is not surprising in light of the buildup of
tension that can be associated with domestic violence and the fear and apprehension associated
with trying to prevent outbursts of violence and maintain the safety of oneself and one’s children.
Anxiety is also associated with psychosomatic symptoms, such as headaches and gastrointestinal
problems (e.g., Follingstad et al., 1991; McCauley et al., 1998; Stets and Straus, 1990).

Elevated rates of alcohol and drug abuse have also been found in survivors of intimate partner
violence (Kilpatrick et al., 1997; Koss and Heslet, 1992; McCauley et al., 1998; Miller and
Downs, 1993; Plichta and Abraham, 1996). Because many victims of adult intimate partner
violence have also experienced childhood victimization (Plichta and Abraham, 1996; Weaver
and Clum, 1996; Weaver et al., 1997), the lowered self-esteem that sometimes results may lead
them into early use of alcohol as a coping strategy (Miller and Downs, 1993; Weaver and Clum,
1996). Because little research has studied women over time, it is difficult to determine whether
substance use contributes to the risk of assault, is a consequence of assault, or both. Kilpatrick et
al. (1997) tested these possible explanations in a national study following women for 2 years and
concluded that there is a vicious cycle in which violent victimization leads to increased drug and
alcohol use, which in turn increases the risk of future violent victimization. Stark, Flitcraft, and
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Frazier (1979) also found that alcohol and drug abuse rates increased for abused women over
time. Because a subset of victims of intimate partner violence (almost one in four in Plichta and
Abraham’s [1996] national study, compared with one in eight nonvictims) attempts to cope with
the effects of abuse by medicating their feelings with drugs and alcohol, some of these women
will develop a problem with substance abuse or addiction. 

Effects on parenting in relation to intimate partner violence have also been studied. Given the
stress associated with being physically and emotionally abused and the psychological correlates
of intimate partner violence, such as depression and PTSD, it would be surprising for a woman’s
parenting not to be affected in some ways (Levendosky and Graham-Berman, 1998). Levendosky
and Graham-Berman found that both physical and psychological partner violence are associated
with parenting stress. Another study found that the extent of physical abuse and the number of
other stressful life events predicted maternal adjustment (measured in terms of physical prob-
lems, anxiety and insomnia, depression, and social dysfunction) of abused women; maternal
adjustment was found to be a better predictor of children’s behavior problems than the violence
to which they had been exposed (Wolfe et al., 1985).

Psychological or emotional abuse, although less well studied, typically precedes physical abuse,
which rarely occurs in the absence of psychological abuse (O’Leary, Malone, and Tyree, 1994).
Consisting of both overt behavior such as threats and ridicule and more subtle behaviors like
undermining, psychological abuse has been shown to have emotional consequences as serious as
those of physical abuse, such as depression and diminished self-esteem (Follingstad et al., 1991;
O’Leary, 1999; Rollstein and Kern, 1998; Sackett and Saunders, 1999). Women who have
experienced both physical and emotional abuse often report that emotional abuse is more harmful
(Follingstad et al., 1990). In addition, the research of Jacobson et al. (1996) indicates that
psychological abuse is more highly predictive of women ending a relationship than physical
abuse.

There is a strong consensus in the research on health and emotional effects of intimate partner
violence that the more severe, frequent, and long-lasting the abuse—physical or psychologi-
cal—the more likely women are to experience symptoms and the more severe those symptoms
are likely to be (Follingstad et al., 1991; McCauley et al., 1998; Stets and Straus, 1990). As abuse
escalates, physical and emotional health are likely to deteriorate. This compromised well-being is
likely to continue for some even after abuse ends, although the overall picture is one of gradual
improvement after abuse ends (Follingstad et al., 1991). Interestingly, the impact of partner
violence on its victims’ well-being does not appear to be affected by demographic factors such as
age, race, or education (Weaver and Clum, 1995). However, a history of childhood physical and
sexual abuse, which are experienced by significant numbers of adult partner violence victims,
may exacerbate the emotional difficulties associated with abuse (Plichta and Abraham, 1996;
Weaver and Clum, 1996).

Sexual Assault 
The psychological aftereffects of rape and sexual assault have been extensively studied, although
as is the case with physical abuse, studies typically are not based on representative samples. Few
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studies follow victims over time, so they are unable to draw conclusions about causality. Short-
term emotional reactions to sexual assault include “shock, intense fear, numbness, confusion,
extreme helplessness, and/or disbelief . . . [s]elf-blame is common and often severe” (Goodman,
Koss, and Russo, 1993b, pp. 82–83). According to a review of research, symptoms begin to
subside for most victims at about 2 to 3 months postassault, although little recovery occurs
spontaneously after 1 year; a subset of victims experiences chronic problems long term (Resick,
1993).

The most common mental health aftereffects of rape include fear, PTSD, other anxiety such as
phobias and obsessive-compulsive disorder, depression and suicide attempts, sexual dysfunction,
reduced self-esteem, relationship problems, and substance abuse (Goodman, Koss, and Russo,
1993b; Kilpatrick, Edmunds, and Seymour, 1992; Resick, 1993; Zweig, Barber, and Eccles,
1997). Sorenson and Siegel’s (1992) study of Los Angeles adults found that 43 percent of sexual
assault victims suffered from depression and 40 percent reported anxiety. The Kilpatrick,
Edmunds, and Seymour (1992) national study found that 13 percent of rape victims had at-
tempted suicide, compared with only 1 percent of nonvictims. The predominant group of women
with PTSD are said to be sexual assault survivors (Goodman et al., 1993b), and an estimated 4
million U.S. women are said to have experienced rape-related PTSD (Kilpatrick, 1993). Cog-
nitive effects have also been reported following sexual assault, which has been found to alter
beliefs such that feelings of personal invulnerability, the view that the world is meaningful, and
feelings of personal safety are destroyed (Janoff-Bulman, 1985). Finally, it is common for sexual
assault survivors to cope with the distress associated with victimization by medicating them-
selves with drugs or alcohol (Collins, 1998; Goodman, Koss, and Russo, 1993b; Teets, 1997).
The majority of women in some substance abuse treatment programs are said to be survivors of
childhood or adult sexual assault (Teets, 1997).

Three kinds of factors have been found to affect rape-related distress and recovery from the
effects of sexual assault:

� Preassault variables (prior psychological functioning, history of victimization, coping
abilities).

� Assault-related variables (frequency, severity, especially whether force was used, form, and
duration of assault; injury).

� Postassault variables (how the assault is perceived, self-blame, concurrent stressors, extent of
support, and resources available for recovery) (Gidycz and Koss, 1991; Goodman, Koss, and
Russo, 1993b; Resick, 1993). 

Sexual assault and rape by an intimate partner are no less traumatic than sexual assault by a
stranger (Riggs, Kilpatrick, and Resnick, 1992). Although factors such as education and race do
not predict distress or recovery from sexual assault, younger victims have been found to report
more distress (Sorenson and Siegel, 1992), perhaps because the assault was more recent.



Violence Against Women: Synthesis of Research for Service Providers

6

Survivors who blame themselves (Weaver and Clum, 1995) and survivors of childhood sexual
abuse (Cohen and Roth, 1987) have also been found to report more distress.

Because of the extensive impact on health and well-being, survivors of sexual assault use a
broader array of both mental health and general health services compared with nonvictims
(Sorenson and Siegel, 1992), even when gender, ethnicity, age, and type of insurance are
considered. Rape and sexual assault cause virtually universal distress in the short term, with most
victims recovering to some extent by about 3 months postassault, although a subset of victims
exhibits problems long term. Such problems include fear and anxiety, PTSD, depression and
suicide attempts, sexual difficulties, and substance abuse. These postassault aftereffects are
associated with substantial increased use of physical and mental health services.

Stalking
The effects of stalking on its victims have been empirically investigated only in the recent
National Violence Against Women Survey (Tjaden and Thoennes, 1998b). Significantly more
prevalent than previously estimated (8.1 percent lifetime prevalence, an estimated 8.2 million
women), stalking disproportionately affects younger women; half of its victims are between ages
18 and 29. Women are most likely to be stalked by a current or former intimate partner, and the
majority of those stalked by a partner were also physically abused by that partner; almost one-
third were also sexually abused by that partner. Although two-thirds of cases lasted less than 1
year, 10 percent lasted 5 years or more. Typically the stalking ended not because of legal actions
but rather because the victim relocated, the perpetrator found a new partner, or the victim
persuaded the perpetrator to stop. Interestingly, stalking victims perceived informal law enforce-
ment actions such as the police talking to the perpetrator to be more effective in getting the
stalking to stop than more formal actions such as arrest (Tjaden and Thoennes, 1998b).

Coping With Violence Against Women

Intimate Partner Violence
How abused women cope with the ongoing violence in their lives and, in particular, why women
remain in abusive relationships for a period of time are important questions. Individual, situa-
tional, and societal factors may play a role. The dynamics and characteristic patterns of intimate
partner violence may also be a factor. In most cases, intimate partner violence begins with
emotional abuse and minor, infrequent acts of physical aggression, such as an occasional slap or
shove, accompanied by the abuser’s promises that it will not occur again (Cascardi et al., 1995).
If abuse escalates and the victim’s efforts to make it stop are not successful, economic depend-
ency on the abusive partner and difficulty in obtaining an alternative living situation can serve as
barriers to leaving, as can emotional dependency. Fear is another factor that can entrap women in
abusive relationships (Strube and Barbour, 1983). The presence of children and concern for their
welfare, too, can also serve as a barrier to women leaving a violent relationship. Thus, a com-
bination of internal and external barriers have been found to hinder women from leaving abusive
relationships.
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Despite the factors discussed above, it appears that many—maybe most—battered women
eventually end their abusive relationships (Campbell et al., 1994; Jacobson et al., 1996; Okun,
1986). However, terminating an abusive relationship seems to be more a process than a discrete
event (Campbell et al., 1998). That is, as domestic violence program staff are well aware, most
women seem to leave and return several times before they leave permanently. Shelter-based
studies of women’s decisionmaking show that many return to the abusive relationship after
leaving a shelter, and some of those who do not return immediately return eventually (Hilbert,
Kolia, and VanLeeuwen, 1997; Schutte et al., 1986; Snyder and Scheer, 1981).

How do women cope with physical and emotional abuse while it is occurring? Although some
studies have found that battered women cope less effectively than nonabused women because
they use fewer active problem-solving strategies and more passive strategies, such as avoidance
and denial (Finn, 1985), most researchers and service providers have found that abused women
are highly resourceful and cope extremely well considering the types and extent of stress they
confront (Campbell et al., 1998; Wolfe et al., 1985). One explanation for the use of passive
coping strategies is that people in general tend to cope less effectively when the amount of stress
is overwhelming or perceived to be outside their control. Abused women must contend with not
only the abuse itself, but typically many other sources of stress, such as poverty and lack of
sufficient resources, child-related problems, and so forth. One example of a passive coping
strategy used by abused women is rationalization of the violence, such as denying that it will
continue, perhaps by believing that their partner will change as promised or by assuming
responsibility for the violence, thereby perceiving that they have the ability to control it in the
future (Ferraro and Johnson, 1983).

Examples of other coping strategies include seeking social and spiritual support (Finn, 1985).
However, research has documented that abused women tend to be socially isolated and have
fewer social supports (often because of the abuser) that can be relied on for practical and
emotional assistance as compared with nonabused women (Nielsen, Endo, and Ellington, 1992).
O’Keefe (1994) found that a quarter of the abused women she studied from Los Angeles shelters
reported having no support system at all. One reason for not seeking assistance more often from
family and friends may be concerns for their safety. But even when abused women have family
and friends, the embarrassment, stigma, or depression associated with abuse may interfere with
their willingness or ability to actively seek or receive support (Mitchell and Hodson, 1983). In
cases of severe, long-term abuse, others may withdraw from victims (Mitchell and Hodson,
1983). It is not known whether lack of social support contributes to intimate partner violence, is a
result of it, or both. Some research suggests that the strategies used by women to cope with abuse
change over time. The initial denial that abuse will continue is no longer effective if occasional
abuse escalates to recurrent battering, and new strategies to manage the violence must be devel-
oped. More active problem-solving strategies may be used to try to avoid the violence or its
effects, such as calling the police, trying to soothe the abuser, and leaving temporarily to stay
with family, friends, or in a shelter. Anecdotal reports indicate that by the time women have
resorted to a domestic violence program or shelter, they usually have tried a range of tactics to
cope with and stop the violence, having sought help from family and friends as well as counsel-
ors, clergy, lawyers, and other professionals; one study found that women who eventually escape
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an abusive relationship had used an average of nine resources (Gondolf and Fisher, 1988; Horton
and Johnson, 1993; Wauchope, 1988).

Sexual Assault
It is unfortunate that there is relatively little research on coping with sexual assault, because type
of coping is related to postassault adjustment. In particular, poorer adjustment has been found to
be associated with avoidance coping, including efforts to avoid dealing with the source of stress
or its consequences, such as social withdrawal, dissociation,6 or use of drugs or alcohol as a
means of medicating assault-related distress (Ullman, 1996b). Research has not explained why
one survivor may attempt suicide, whereas another actively seeks social support in the aftermath
(Sorenson and Siegel, 1992). One explanation may be the reactions of others to disclosure.
Ullman (1996a) found that most victims disclosed to someone following a sexual assault,
although only one-third did so immediately; more than one-third waited 1 year or more to tell
someone. Generally, victims prefer to disclose to family and friends rather than professionals
(Neville and Pugh, 1997; Ullman, 1996a). Disclosure may also be related to the relationship with
the offender; when the offender is an acquaintance or dating partner, disclosure may be delayed
due to confusion about whether what occurred was actually sexual assault. Delayed disclosure is
associated with avoidance coping, “suggesting that women delaying disclosure may be attempt-
ing to avoid dealing with the assault by drinking, withdrawing from others, or dropping out of
school or work” (Ullman, 1996a, p. 567). Ullman (1996b) reported that negative social reactions
are associated with poor postassault adjustment. 

Some survivors seek professional services to cope with the aftereffects of sexual assault, al-
though apparently not the majority. Sorenson and Siegel (1992) reported that only 21 percent 
of whites and even fewer Hispanics (9 percent) sought counseling following a sexual assault;
Hispanics (7 percent) were more likely than whites (3 percent) to seek help from clergy; and only
3 percent of assault survivors sought assistance from a rape crisis center. Little is known about
why some survivors seek counseling and others do not. Some victims choose to report the assault
to law enforcement, although estimates of the frequency of police reports are quite variable, up to
half in one study (Bachman and Saltzman, 1995) but only 12 percent in another (Kilpatrick,
Edmunds, and Seymour, 1992). Resick’s (1993) review indicates that following through with
criminal justice actions can be very stressful for victims. This factor, along with the negative
social reactions from police (as well as physicians) reported by Ullman’s (1996a) respondents,
may help explain the low levels of reporting to law enforcement.

Victims of marital rape, estimated by some to be the most common form of sexual assault
(Russell, 1990), are in an especially difficult position in that they have an ongoing relationship
with the abuser. Two large-scale studies suggest that rape occurs in 10 to 14 percent of all mar-
riages (Campbell, 1989b; Russell, 1990). Typically, marital rape occurs in the context of severe,
ongoing physical abuse (Campbell, 1989a), and its victims use coping strategies similar to those
used by victims of intimate partner violence. In the beginning, the rape tends to be seen as a one-
time aberration. But when sexual assault occurs again, victims may devise other strategies to
avoid its occurrence, such as active resistance, placating or avoiding their partner, or minimizing
the consequences, such as complying with their husband’s sexual demands to avoid getting
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injured (Bergen, 1998). Other women dissociate, become numb, or try to distract themselves by
thinking of more pleasant things (Bergen, 1998). Research has debunked the myth that marital
rape is less harmful than stranger rape. Being raped by one’s husband involves a greater violation
of trust than being raped by a stranger and is associated with injury, suicide attempts, stress,
depression, and low self-esteem (Campbell, 1989b; Mahoney and Williams, 1998). Furthermore,
women sexually assaulted by their husbands are more likely to experience multiple assaults and
less likely to seek medical, police, or other help than women sexually assaulted by acquaintances
or strangers (Mahoney, 1999).

Stalking
Little research has investigated how women cope with stalking, but it appears that stalking takes
a substantial toll on its victims. In the Tjaden and Thoennes (1998a) study, almost one in three
victims sought counseling as a result of the stalking, one in four lost time from work, 22 percent
took extra precautions, 18 percent sought help from friends or family members, and 17 percent
obtained a gun. Another study found that the most frequent coping strategies reported by college
women were ignoring or confronting the stalker, changing her schedule to avoid him, or carrying
a spray weapon (Fremouw, Westrup, and Pennypacker, 1997).

Impact of Race, Culture, and Ethnicity

Limited research has examined cultural factors in relation to violence against women, most of it
focused on whether there are ethnic differences in the prevalence of violence against women,
especially domestic violence. As discussed in Carlson et al. (2000), no consensus has emerged
from the results of that research, and thus we cannot say with certainty whether there are ethnic
differences in the incidence of physical violence in intimate relationships when other important
variables, such as socioeconomic factors, are considered. A recent review concluded that

In summary, at first glance, partner violence appears to be more prevalent among African
Americans, American Indians, and some Latino groups than among Anglos. On closer
inspection, these ethnic differences often disappear when age, social class, and husband’s
employment status are taken into account. When ethnic differences remain, they may be
explained by level of acculturation, binge drinking, and normative approval of violence.
(West, 1998, p. 201)

Two large-scale studies have found sexual assault rates for whites, blacks, and Hispanics to be in
the same range, with the highest rates being reported by American Indian women (Koss and
Harvey, 1987; Tjaden and Thoennes, 1998b). In contrast, the Los Angeles study found signifi-
cantly lower rates of sexual assault for Hispanics (primarily Mexican American) than for whites
(Sorenson and Siegel, 1992), and Wingood and DiClemente (1998) cite studies finding higher
rates for African-American women. Rather than focus on whether certain ethnic groups have
higher rates of violence against women, it may be more valuable to practitioners to understand
how cultural factors shape both help-seeking patterns and the ways in which intimate partner
violence, sexual assault, and stalking are experienced or interpreted (Coley and Beckett, 1988;
West, 1998). For example, Neville and Pugh (1997)—who note that African-American women
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have traditionally been even more reluctant to report sexual assault to law enforcement than
white women—point out that rape has been viewed in the context of oppression of black women,
who have been perceived historically as sexually loose (Asbury, 1987).

Some writers have maintained that African-American women who are physically abused are
more prone to suicide than white women (Heron et al., 1997; Koss and Heslet, 1992). Although it
is widely believed that black women are more reluctant to call the police in response to domestic
violence as a result of the risk of being perceived as disloyal to the race (Brice-Baker, 1994;
Sorenson, 1996), national survey data have reported the opposite to be true; 68 percent of
African-American women versus 49 percent of white women contacted police (Greenfeld et al.,
1998). Neville and Pugh (1997) reported low rates of professional help seeking in their small
sample of African-American sexual assault victims; respondents’ explanations for not seeking
counseling revolved around the need to be strong, historically an adaptive survival strategy for
black women that can be a burden if it interferes with victims getting the help they need to
recover. Other research has suggested cultural differences in the acceptability of terminating an
abusive marriage; for example, Hispanic wives may have greater difficulty than white or black
wives in getting family support for ending an abusive marriage (Gondolf and Fisher, 1988).

Immigrant victims of violence against women are especially vulnerable, as discussed in Hagen
and Postmus (2000). The immigration experience can disrupt family and community ties and
loosen social control mechanisms, thereby increasing the risk of violence against women. Fears
about deportation can inhibit victims from seeking police protection or other kinds of assistance
(Sorenson, 1996). However, for the most part, studies that have examined race in relation to the
effects of intimate partner violence or sexual assault have found few, if any, racial differences
(e.g., O’Keefe, 1994; Sorenson and Siegel, 1992; Sullivan and Rumptz, 1994). This suggests that
the pervasive effects of violence against women may largely transcend the impact of culture.

Effects on Children of Exposure to Intimate Partner Violence7

Wide-ranging estimates suggest that as few as 3.3 million (Carlson, 1984) and as many as 17.8
million (Spaccarelli, Sandler, and Roosa, 1994) children from two-parent homes may be witness
to intimate partner violence. Young children are at particular risk for such exposure (Fantuzzo et
al., 1997) because rates of intimate partner violence are significantly higher for younger couples
(Greenfeld et al., 1998). Researchers began to study the effects of exposure to domestic violence
on children in the 1980s. Early studies were based almost exclusively on children who resided
with their mothers in domestic violence shelters, although investigators soon realized that such
children were not representative of all children exposed to intimate partner violence insofar as
women in shelters tend to have experienced the most severe forms of violence. Other studies
have surveyed college students and other adults about the effects of exposure to violence between
parents.

The results of these two strands of research suggest that young people exposed to intimate
partner violence can be affected in diverse ways. There is no single profile of response. Many
studies report findings that seem to conflict with other, similar studies. In general, these studies
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find that a substantial subgroup of children suffer from “externalizing problems” (e.g., anger,
physical aggression, oppositional or destructive behavior) and/or internalizing problems (e.g.,
depression, fears, anxiety, withdrawal). In addition, children exposed to intimate partner violence
can show deficits in social competencies (e.g., lack of empathy, poor peer relationships). As
many as half of children in domestic violence shelters may exhibit signs of PTSD (Lehmann,
1997). Younger children may respond with frequent somatic problems, such as fussiness or poor
sleeping or eating habits (Jaffe, Wolfe, and Wilson, 1990). There has been a tendency to attribute
the problems observed in these children to the effects of witnessing intimate partner violence, but
the same kinds of problems are also frequently associated with other sources of stress that are
frequently present in the lives of such children. Thus, it is difficult to disentangle the effects of
exposure to intimate partner violence from the effects of other stressors such as physical or
sexual abuse, poverty, substance abuse, and ineffective parenting (Henning et al., 1996; Holden,
Geffner, and Jouriles, 1998). For example, Wolfe et al. (1985) found that maternal adjustment,
perception of stressful events, and family crises accounted for as much of children’s behavior
problems as did exposure to parental violence. Exposure to emotional abuse of their mother, 
such as threats and insults, can also contribute to children’s problems (Jouriles et al., 1996;
Levendosky and Graham-Berman, 1998).

Interestingly, not all children exposed to intimate partner violence exhibit problems. Some
studies find that even children interviewed in domestic violence shelters are no more likely to
have conduct problems than comparison groups of children not exposed to intimate partner
violence (Kolbo, Blakely, and Engleman, 1996). Despite a violent home environment, some
children are resilient and function quite well because of the presence of protective factors such as
social support (Kolbo, Blakely, and Engleman, 1996) and healthy coping skills (O’Brien et al.,
1997).

Retrospective studies of adults reporting on their childhood exposure to violence between their
parents have found a number of negative outcomes associated with such exposure, including
depression, antisocial behavior, dating violence, and trauma symptoms (Maker, Kemmelmeier,
and Peterson, 1998; Silvern et al., 1995). Other studies have failed to find that witnessing
interparental violence is associated with subsequent dysfunction (Langhinrichsen-Rohling et al.,
1998). However, recent studies have found that when the effects of co-existing stressors such as
exposure to emotional abuse toward a parent, their own physical or sexual victimization, or
parental alcoholism were considered, some or all of the unique effects of exposure to intimate
partner violence disappear (Henning et al., 1996; Maker, Kemmelmeier, and Peterson, 1998).

Intervention With Victims of Violence Against Women

Intimate Partner Violence
Initially, concerns about intervention focused on victims but quickly turned to offenders; as a
result, in recent years, less research has focused on interventions for victims. In contrast to the
common stereotype of abused women as helpless, two large-scale studies have shown that 
most abused women seek help repeatedly before seeking shelter (Gondolf and Fisher, 1988;
Wauchope, 1988), which for many survivors may be a last resort. Most abused women who seek
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help go first to family and friends and are quite satisfied with the substantial assistance they
receive from such supporters (Bowker, 1984; Davis and Srinivasan, 1995; Horton and Johnson,
1993; Pakieser, Lenaghan, and Muelleman, 1998). Regarding formal sources of help, a recent
review noted:

Services for victims have not changed dramatically in the last 20 years; they still tend to
be organized around community-based shelters that emphasize ensuring the immediate
safety of victims. . . . [E]valuating the psychological status of victims, even for the
purpose of evaluating outcome or facilitating recovery, is still controversial. (Hamby,
1998, p. 221)

Underlying this controversy is the belief of many practitioners within the battered women’s
community that mental health approaches pathologize victims.

Gordon’s (1996) review of research on use of services by abused women concluded that the most
commonly used formal services (starting with the most frequent) were criminal justice (law
enforcement, lawyers), social service agencies, medical services, crisis counseling, mental health
services, clergy, support, and women’s groups. However, the most frequently contacted services
were not necessarily viewed as the most valuable. Most helpful were “crisis counselors, psy-
chologists and/or counselors, physicians, social workers and lawyers” (Gordon, 1996, p. 319),
although there was wide variability in the perceived helpfulness of mental health and social
service professionals, crisis counselors, and doctors. More than three-quarters of Horton and
Johnson’s (1993) sample of women who had escaped abuse recommended counseling to other
victims. Counselors who were knowledgeable about abuse and understood the situation in which
abused women find themselves were perceived as most helpful. A Canadian study found that
women reported helpful responses to include listening and taking the woman seriously, believing
her story, and helping her to see her strengths (Hamilton and Coates, 1993). A U.S. national
study of 1,000 abused women concluded that women’s groups were rated higher than traditional
social services, “with clergy a distant third” (Bowker and Maurer, 1986, p. 73). Women’s pro-
grams have generally received high marks, despite being used less frequently than many other
services (Davis and Srinivasan, 1995; Gordon, 1996; Horton and Johnson, 1993).

Although much has been written about intervention with victims of intimate partner violence,
limited empirical research has evaluated the effectiveness of recommended interventions. Two
broad types of interventions are described in the literature: services of domestic violence
programs and group, couple, and individual counseling. Evaluating shelter-based services is
extremely important because shelters and related domestic violence programming have spread
rapidly and are generally seen as the most appropriate intervention for abused women. More than
2,000 domestic violence programs exist nationally; 1,200 of them are shelters (Sullivan and
Rumptz, 1994). At a minimum, these programs provide emergency respite for abused women
and their children (up to 90 days); advocacy; safety planning information about domestic
violence, victims’ rights, and service options; and peer support. Many also provide transporta-
tion, support groups, longer term counseling, children’s services, and parenting education
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(Hamby, 1998). In addition, many provide such prevention services as community education and
consultation to schools.

An early review noted that three kinds of outcomes of shelter-based programs have been studied:
decisions to leave the abusive relationship, recurrence of violence, and women’s reports of
helpfulness. Although several studies have evaluated the number of women who intend to end
the relationship with the abuser upon shelter exit, this is viewed as a poor measure of shelter
effectiveness for several reasons. First, not all those who enter a domestic violence shelter do so
with the intention of ending the relationship with their partner; some use it as respite from the
violence or as a coping strategy (Okun, 1986). Other women use a shelter stay to pressure their
partners to change, returning home with the hope that they will refrain from future violence. Such
public disclosure of intimate violence “is one of the most common and most effective strategies
used by women to stop their partners’ violence” (Aldarondo and Sugarman, 1996, p. 1,017).
Thus, shelters may be part of the “progressive process in which women exert increasing leverage
upon their violent mates to change, while the women simultaneously become more familiar and
more competent with living separately from their mates” (Okun, 1986, p. 230). However, many
continue to be abused despite ending the relationship, as discussed below. The few studies that
have evaluated the number of women who remain violence free after shelter exit have found that
many continue to be at risk (e.g., Berk, Newton, and Berk, 1986; Dutton-Douglas and Dionne,
1991; Sullivan and Rumptz, 1994). One small study found that, ironically, women who returned
to their partners reported more severe violence and longer relationships; in contrast, those who
ended the relationship were older, had experienced more frequent abuse, had an independent
source of income, and had stayed at the shelter longer (Hilbert and Hilbert, 1984).

Sullivan and her colleagues evaluated a postshelter intervention using a control group that did not
receive the intervention for comparison purposes. The intervention consisted of 10 weeks of
postshelter advocacy services provided by trained undergraduate students. The goals of the
intervention were to increase social support and mobilize community resources to meet needs for
goods and services, education, transportation, financial assistance, health and employment
services, housing, and child-related services. Half of the 141 women were randomly assigned to
the intervention group; the remainder did not receive the intervention and served as the control
group. A wide array of outcomes were measured to evaluate the intervention’s effect at five
points in time (intake, immediately following the intervention [10 weeks postshelter], and 6, 18,
and 24 months later) on depression, fear and anxiety, attachment to the abuser, social support,
and well-being. At 6 months, 43 percent were still being abused, women were overwhelmingly
satisfied with the services provided, and the intervention was effective in the short run at
increasing social support. No differences were found in postshelter involvement with the abuser
or in the percent being abused between the intervention and control groups. Across both groups,
those who relied on the abuser for half or more of their income were more likely to still be
involved with him (Sullivan et al., 1994; Sullivan et al., 1992; Tan et al., 1995).

However, at 24 months a very different picture emerged: Most of the original 75 percent of the
sample who said they wanted to end the relationship at shelter exit had done so; those who had
worked with an advocate were significantly more likely to have ended the relationship (96 versus
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87 percent). Three-quarters were involved in new relationships; quality of life had improved for
both groups, but significantly more so for those who had received the advocacy intervention. No
long-term group differences in depression or social support were found. However, at the 24-
month point, 89 percent of the control group and 76 percent of the intervention group had been
reabused, although not necessarily by the original partner (Sullivan and Bybee, 1999).

Several studies have evaluated counseling interventions for abused women, including an
intervention to increase safety behaviors. One study tested an intervention during pregnancy
designed to increase women’s safety behaviors, such as hiding money, extra clothes, or an extra
set of car keys (McFarlane et al., 1998). Significant increases in all 15 safety behaviors were
found. Attending a nurse-delivered, 30-minute “empowerment protocol” covering how to access
legal services, information about violence, and other resources in addition to safety behaviors
was associated with a greater drop in physical and emotional abuse than just receiving a wallet
card with resource phone numbers (Parker et al., 1999). Another study without a control group
found that 2 to 3 months of individual counseling following termination of abuse did not seem to
make a difference in psychological functioning (Rollstein and Kern, 1998). Mancoske, Standifer,
and Cauley (1994) compared a feminist-based group intervention with a grief-based one. All
women received crisis intervention, information, and referral. Women in the grief-based group
had significantly improved scores on self-esteem and self-efficacy. Another evaluation of an
unstructured group intervention was based on only six women from whom data were available
both before and after treatment. The author concluded that the “data do not provide substantial
grounds for optimism about the effectiveness of [this] counseling and support group interven-
tion” (Rubin, 1991, p. 351). In contrast, a Canadian evaluation of a social worker-facilitated
support group for abused women found improvement in those who attended in the areas of self-
esteem, marital functioning, and perceived stress (Tutty, 1996). Although there were reductions
in both physical and nonphysical abuse and significant improvements in marital satisfaction,
abuse did not totally cease (Tutty, Bidgood, and Rothery, 1993). McNamara and colleagues
(1997) compared the effects of one to three sessions of individual counseling with case manage-
ment and found that counseling clients reported more improvement in coping and reduced abuse,
but clients who were higher functioning and had experienced less severe abuse benefited most.
Those evaluating interventions for abused women have reported many challenges such as
significant dropout (McNamara et al., 1997) and poor attendance or participation in the actual
intervention (Rubin, 1991).

Interventions for couples that have experienced violence have been controversial. Many believe
they should never be used because of the danger they pose to victims, the message they convey
about who is responsible for the violence (both parties), the potential for coercing the victim to
continue the relationship against her will, and so forth. Others, however, maintain that couples
interventions can be appropriate if certain conditions are met, including no history of severe
violence, successful completion of a group intervention for batterers by the male partner, and the
desire by both parties to preserve the relationship and participate in counseling together. Brannen
and Rubin (1996) compared a couples group intervention with gender-specific group interven-
tions for batterers and domestic violence victims. The goals were to reduce violence, increase
conflict resolution skills, and enhance communication and problem solving. A sample of men
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referred from probation and their partners were randomly assigned to either condition. Two-
thirds of the men had a history of minor violence; the remainder had used severe violence toward
their partners. Extensive safety procedures were put in place to reduce the likelihood that women
would continue to be abused during treatment. In the couples group, a 12-week cognitive-
behavioral intervention program was used that focused on abusers taking responsibility for their
violence and learning techniques to avoid future violence. Victims reported that the majority of
men in both groups (92 to 93 percent) were violence free at 6 months postintervention. Consider-
ing the differential levels of alcohol problems across the two groups, no differences in psycho-
logical abuse were reported across interventions. Men with alcohol problems did better in the
couples group, which they attended with their partners, where their tendencies to deny and
minimize could be more effectively confronted. Two couples from each group (out of a total of
42 participating couples) experienced incidents of ongoing physical or emotional abuse,
challenging the commonly held notion that couples treatment is more dangerous to victims’
safety than individual men’s treatment (Brannen and Rubin, 1996). A major limitation of this
study was the small sample size.

In conclusion, although most abused women do seek help from both informal and formal
sources, few interventions for victims of intimate partner violence have been evaluated. There is
only mixed support for the effectiveness of these interventions in helping women reduce the
violence in their lives or improve their well-being, perhaps because such interventions have not
been sufficiently potent or are too short term to have the desired effects, or because women have
little control over their partners’ violence. However, there is evidence of the potential effective-
ness of advocacy and group interventions. There are no evaluations of shelter interventions per se
and no agreement on what outcomes should be evaluated following shelter stays.

Sexual Assault
Rape crisis centers have been the cornerstone of intervention efforts on behalf of survivors of
sexual assault. Although many adult survivors of sexual assault are served in these settings, rape
crisis centers also serve significant numbers of survivors of child sexual abuse. The most
commonly used interventions in such centers are crisis intervention and psychotherapy/support
groups (Foa, Rothbaum, and Steketee, 1993). For the most part, these interventions have not
been subject to rigorous evaluation. The typical short-term interventions offered by rape crisis
centers are not sufficient for the subset of victims that exhibit long-term problems. The most
carefully evaluated treatments for rape and sexual assault victims have been cognitive and
behavioral interventions. Foa, Rothbaum, and Steketee (1993) critically review these studies. A
variety of cognitive and behavioral intervention strategies have been found to be effective in
reducing the aftereffects of sexual assault, such as fear and anxiety, PTSD, cognitive distortions,
depression, and sexual dysfunction. Examples of such techniques are systematic desensitization,
relaxation training, and stress inoculation (coping skills) training. Some of these techniques
address the original trauma directly, such as systematic desensitization, whereas others address
the resulting distress only, such as Kilpatrick and Veronen’s (1983) composite model, which uses
a variety of techniques and has been shown to be effective in reducing “rape-related fear, anxiety,
phobic anxiety, tension, and depression” (Foa, Rothbaum, and Steketee, 1993, p. 267). Other
studies have compared the effectiveness of different types of cognitive and behavioral interven-
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tions and have generally concluded that all are associated with improved postassault functioning
compared with no treatment (e.g., Foa et al., 1991; Resick, 1993). Foa, Rothbaum, and Steketee,
(1993) conclude their review by noting that “several cognitive/behavioral treatment programs
have been developed or adapted for rape victims. These programs have been found to be
successful in treating rape-related distress, but no one intervention has proved superior” (p. 271).

Intervention With Offenders

It is widely believed by practitioners that once partner violence occurs, it will inevitably not only
continue but escalate. The research does not bear out that assumption, however. Several longi-
tudinal studies challenge the assumption that intimate partner violence inevitably continues or
escalates. Using the National Youth Survey data, Woffordt, Mihalic, and Menard (1994) found
that half of the victims at the first point in time were still victims at the second point in time.
Several factors predicted continuance, including severity and poverty. Quigley and Leonard
(1996) found that about one in four newlywed men desisted, with severity again predicting con-
tinuation. Another study followed couples from early marriage to 30 months later and found that
the likelihood of those who used aggression initially continuing to do so at 18 months and 30
months varied considerably (O’Leary et al., 1989). The conclusion from this research is that
although there is substantial stability in marital aggression, a minority of men do cease their
violence, even without intervention, especially those whose violence is not severe initially.
Emotional abuse has not been evaluated over time.

Fagan’s (1989) review of research concluded that desistance is typically a lengthy process that
involves reduction in frequency and severity over time rather than an abrupt cessation all at once.
It occurs frequently in response to actions taken by the female partner as well as a range of other
negative social sanctions and consequences, such as run-ins with the law and threats from family
members. The first stage of the process involves developing the motivation to stop, which occurs
when the rewards for using violence are outweighed by the costs. This process can be lengthy
and has implications for working with victims who prefer to remain with their partners if the
violence stops. Providers might consider discussing with victims ways to increase the negative
sanctions for battering to increase its costs, thereby enhancing their partner’s motivation to stop.

Although many authors describe a single pattern of violence, research indicates that intimate
partner violence is “not a homogeneous phenomenon” (Fagan, 1989, p. 416). Johnson (1995) has
identified two patterns of violence, which he terms “common couple violence” and “patriarchal
terrorism.” “Patriarchal terrorism, a product of patriarchal traditions of men’s right to control
‘their’ women, is a form of terroristic control of wives by their husbands that involves the
systematic use of not only violence, but economic subordination, threats, isolation, and other
control tactics” (Johnson, 1995, p. 284). In contrast, common couple violence, the most common
type of violence observed in large-scale, random surveys, is used by both men and women, has
different causes, consists largely of acts of minor violence, occurs with low frequency in a
relationship, and is less likely to escalate into a serious or life-threatening problem (Johnson,
1995).
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In light of this research, it is important to consider formal interventions with abusive men and
their effectiveness. These interventions have been a source of considerable controversy,
especially among advocates for battered women, and are discussed in detail in Saunders and
Hamill (2003). Research on batterer intervention programs proliferated in the 1990s, resulting in
a better understanding of what types of interventions work most effectively with different kinds
of abusive men. Although such interventions show promise in helping men who have been
violent toward their partners to reduce their abusive behavior, it would be premature at this time
to suggest that all such men can be effectively helped.

Much was written in the 1990s about treatment of sex offenders, and there is empirical research
showing that the cognitive-behavioral programs commonly in use are effective with at least some
offenders (Marshall and Serran, 2000). Current issues in treatment of sex offenders are length of
treatment (longer not necessarily better), addressing pre-offense planning, selection of targets of
treatment (e.g., denial, lack of empathy), relapse prevention strategies, and appropriate therapist
stance or style (Marshall and Serran, 2000).

Gaps in the Research Literature

Despite the considerable research on violence against women conducted since the early 1980s,
numerous gaps remain regarding both the nature and dynamics of abuse as well as how society
should address violence against women and its effects. For example, little is known about how
survivors of this type of violence cope and factors that might protect them from the harmful
effects of abuse, such as social support. Why do some survivors become depressed, while others
abuse substances or develop PTSD? More empirical research on all aspects of stalking, as well as
the effects of emotional abuse and marital rape, is needed. To better understand the cultural
aspects of violence against women, research is also needed on special populations of victims,
such as women with disabilities, lesbians, immigrants, and Native Americans. Longitudinal
studies that follow women over time, especially survivors of intimate partner violence, are
necessary to better understand the process of symptom development and recovery from the
effects of abuse after it has stopped. Many women appear to be resilient in the face of the
harmful effects of abuse, and this needs to be better understood.

Research is needed on effective interventions for survivors of intimate partner violence, using
larger samples and focusing especially on what is most effective in shelter settings and group and
individual counseling models. Shelter-based programs targeted to children and maternal
parenting interventions also need to be evaluated. More up-to-date evaluations of rape crisis
centers are also needed to determine whether the interventions they offer shorten recovery time.
Comparisons of individual versus group interventions for survivors of both sexual and physical
assault, and professional versus peer interventions would also provide valuable information.

Implications for Practice

An important reality in thinking about practice recommendations for victims of violence against
women is that many service providers have not undertaken professional education and have
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limited training to support their work with victims (Hamby, 1998). This is unfortunate in light of
the pervasive, complex, and sometimes severe aftereffects of violence against women. Working
with survivors of sexual assault, partner violence, and stalking requires a high level of skill
because of the complexity of their needs and problems as well as their emotional ties to the
perpetrator. Facilitating self-determination by allowing women to make their own decisions after
they have been informed about options and choices is often challenging.

Several effective intervention approaches to working with rape and sexual assault survivors exist,
as discussed above. Practitioners in rape crisis and other service settings who see sexual assault
victims should be familiar with and use these cognitive and behavioral approaches. It is more
difficult to make recommendations for service providers who work on behalf of victims of
partner violence because of the dearth of research supporting specific types of interventions.
Because so many effects of intimate partner violence are similar to the effects of sexual assault,
the same types of counseling interventions should also prove effective. Hamby (1998) recom-
mends that, at a minimum, providers should receive training in basic screening and assessment
skills that will facilitate asking directly about the existence of partner violence, whether injuries
have occurred, any risk to children, assessing level of danger (e.g., Does the perpetrator have
access to weapons? What is the most serious act of violence he has committed in the past? Has
he made direct threats?), and suicide risk to victim or perpetrator. A standard recommendation of
most who write about interventions with victims of intimate partner violence pertains to the
importance of safety planning (Davies, Lyon, and Monti-Catania, 1998), and the research of
McFarlane et al. (1998) supports the effectiveness of an intervention to increase safety behaviors.

Davies, Lyon, and Monti-Catania (1998) provide detailed (although not empirically evaluated)
suggestions for safety planning focused on helping survivors evaluate the potential risks and
benefits of staying with the abuser versus leaving him, a process that most survivors engage in
continually. Negative outcomes associated with abuse, such as injury, depression, PTSD,
substance abuse, and harm to or loss of children resulting from child protective action are
potential risks of remaining in the abusive relationship. On the other hand, abuse may escalate if
the woman tries to leave, and she might lose her housing or her children in a custody battle
(Davies, Lyon, and Monti-Catania, 1998). Helping a woman evaluate the potential risks and
benefits of leaving versus staying can be a valuable intervention offered by service providers in
different settings, such as mental health, domestic violence programs, and social service
agencies.

Because violence against women can be associated with significant emotional problems, a
substantial subset of victims will need more intensive and longer term interventions than the
crisis intervention and short-term support and advocacy offered in typical rape crisis and
domestic violence programs. It is important that practitioners providing mental health services do
so in a manner that avoids pathologizing or labeling abuse survivors. In the sexual assault arena,
this problem seems to have been largely avoided, and many rape crisis programs have profes-
sional mental health staff trained to assess for emotional problems and provide appropriate
services (Harvey, 1985). Domestic violence programs that lack mental health staff should train
staff to conduct well-being assessments (or contract for professional services) and thorough
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1. For a more detailed discussion of the research on the health-related effects of intimate partner
violence and sexual assault, see Campbell and Boyd, 2000.

2. A noteworthy exception is the Gelles and Harrop (1989) report based on the 1985 Second
National Family Violence Survey.

3. PTSD is an anxiety disorder characterized by three kinds of responses to a traumatic event:
persistent re-experiencing of the event (e.g., through nightmares or flashbacks; avoidance of

assessments of children and make referrals as necessary. For example, several methods for
assessing depression levels and PTSD are available that are easy to score8 and would be helpful
in making referrals. Ideally, domestic violence programs can develop referral relationships with
knowledgeable mental health providers or find resources to contract with providers who can
perform assessments and provide treatment on site.

Implications for Social Policy

Although many communities are moving toward enhanced coordination of the systems used by
abused women, services for abused women continue to be fragmented in the “absence of a
coherent system of family violence interventions” (Chalk and King, 1998, p. 52). A more
comprehensive and accessible system of services should be developed in the hopes of attracting
victims of violence against women who have not traditionally used formal services. It is impor-
tant to determine why so few survivors of sexual and physical violence seek services from
specialized programs despite the high satisfaction ratings of these programs. Ways of reducing
the stigma associated with receiving services should be explored.

Funders of domestic violence programs that lack professional mental health staff should strongly
consider funding these services for clients so that problems such as depression, PTSD, and
substance abuse—all of which can be barriers to women taking constructive action to end
abuse—can be effectively addressed. Ensuring women’s safety should be a primary goal, as it 
is a prerequisite to beginning to address the aftereffects of abuse. One alternative would be for
domestic violence programs to develop partnerships with rape crisis centers that have mental
health services and share the domestic violence community’s feminist vision and victim-centered
approach.

Mental health and social service professionals across a variety of settings should receive edu-
cation regarding the pervasiveness of intimate partner violence, sexual assault, and stalking and
their aftereffects, as well as specific training in the use of the most effective practice modalities
in working with survivors of violence against women. From a social policy standpoint, one of the
most important efforts should be to fund evaluations so that effective intervention models for
working with survivors of intimate partner violence can be developed and disseminated to
shelters and other organizations.

Notes
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things that remind the person of the event; and symptoms of arousal, such as difficulty
concentrating or sleeping).

4. On the other hand, an equal number of victims may be suffering from clinical levels of
depression and if so should receive that diagnosis to obtain appropriate intervention.

5. At least one study found that the intermittency and unpredictability of abuse were more highly
associated with PTSD than its severity or frequency (Dutton and Painter, 1993).

6. Dissociation can be considered an avoidance coping strategy that occurs in response to stress.
It consists of going away in one’s mind, a kind of involuntary daydreaming that can last from
minutes to hours and about which the person can recall little.

7. A more extensive review of this topic can be found in Carlson (2000) and Edleson (1999).

8. For example, the Beck Depression Inventory (Beck et al., 1979) and Impact of Event Scale
(Horowitz, Wilner, and Alvarez, 1979).
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