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Module 1: Foundations of Domestic Violence

Definition and Scope of Domestic Violence

Domestic violence is defined as a pattern of behaviors used by one individual to
maintain power and control over another within an intimate or familial
relationship. Contemporary definitions emphasize that domestic violence extends
beyond physical acts of aggression and includes psychological, emotional, sexual,
and economic abuse. Central to modern conceptualizations is the construct of
coercive control, which refers to a pattern of domination involving intimidation,
surveillance, isolation, and restriction of autonomy. Coercive control is
increasingly recognized as a defining feature of domestic violence because it
captures the ongoing, patterned nature of abuse rather than isolated incidents
(Lohmann et al., 2024; Stark, 2017).

In practice, many survivors do not initially describe “violence” in the way providers
might expect. Instead, they may describe feeling constantly on edge, walking on
eggshells, or experiencing a gradual loss of self over time. There may be no single
event that feels reportable, yet a clear pattern of control and fear is present. This
is where clinicians can miss what is happening if assessment is too narrowly

focused on identifying discrete acts of physical harm.

Viewing domestic violence through a patterned lens has important implications
for practice. It shifts risk assessment beyond questions such as “Has there been
physical harm?” to also include “How is control being exercised in this
relationship?” and “What are the constraints on this person’s autonomy?” It also
shapes treatment planning, as interventions that focus only on isolated incidents
may fail to address the broader dynamics that sustain harm and limit safety.

Ultimately, expanding the definition in this way supports a more accurate



understanding of survivor experiences and allows for more responsive, trauma-

informed care.

Types of Domestic Violence

Domestic violence encompasses multiple, interconnected forms of abuse that
function together to maintain power and control within a relationship. Physical
abuse is often the most visible form and includes behaviors such as hitting,
slapping, choking, or the use of weapons. While physical violence may prompt
intervention due to observable injury, it is only one component of a broader
pattern. Emotional or psychological abuse is frequently pervasive and includes
verbal degradation, humiliation, intimidation, threats, and gaslighting. These
behaviors systematically undermine a victim’s self-concept, create confusion
about reality, and erode confidence in one’s perceptions and decision-making.
Over time, psychological abuse can result in profound internalized distress,

including self-doubt, shame, and chronic anxiety.

Sexual abuse within domestic violence involves coercion, manipulation, or force to
engage in sexual activity without full and freely given consent. This may include
marital rape, reproductive coercion, or pressure to perform unwanted sexual acts.
Economic abuse further reinforces dependency by restricting access to financial
resources, limiting employment opportunities, or controlling spending. This form
of abuse reduces autonomy and creates significant barriers to leaving the
relationship. Importantly, these forms of abuse rarely occur independently.
Instead, they operate synergistically within a pattern of coercion and domination.
Psychological abuse and coercive tactics are particularly critical to assess because
they are often less visible yet strongly associated with long-term psychological
harm, including trauma-related symptoms and diminished functioning (Dokkedahl
et al., 2019; White et al., 2024).



Coercive Control as a Core Construct

Coercive control provides a unifying framework for understanding domestic
violence as an ongoing system of domination rather than a series of isolated
incidents. It encompasses a range of behaviors designed to regulate, monitor, and
restrict a partner’s autonomy. These behaviors may include surveillance of
communication, isolation from social supports, regulation of daily routines, and
the use of threats or intimidation to maintain compliance. Survivors frequently
describe a persistent sense of being watched, controlled, or psychologically

confined, even in the absence of physical violence.

From a clinical perspective, coercive control is essential to assess because it
captures the cumulative and chronic nature of abuse. Research demonstrates that
coercive control is strongly associated with adverse mental health outcomes,
including posttraumatic stress symptoms, depression, and anxiety, and may be a
stronger predictor of psychological harm than physical violence alone (Lohmann
et al., 2024). This highlights the importance of evaluating patterns of behavior
over time rather than focusing solely on discrete acts of violence. Psychologists
must be attuned to subtle indicators of control and restriction, as these may
significantly impact functioning and safety. Failure to assess coercive control can

lead to underestimation of risk and incomplete clinical formulation.

Prevalence and Public Health Significance

Domestic violence represents a significant global public health concern with far-
reaching psychological, social, and economic consequences. Epidemiological
research consistently demonstrates that a substantial proportion of individuals
experience some form of intimate partner violence across the lifespan. Although
women are disproportionately affected, domestic violence occurs across all

genders, sexual orientations, and demographic groups. The widespread nature of



this issue underscores the need for routine screening and informed clinical

response.

The psychological impact of domestic violence is well documented. A recent meta-
analysis indicates strong associations between exposure to domestic violence and
increased rates of posttraumatic stress disorder, depression, and anxiety (White et
al., 2024). These outcomes often co-occur and may be chronic if the underlying
abuse is not identified and addressed. In addition to individual mental health
effects, domestic violence contributes to broader societal costs, including
healthcare utilization, lost productivity, and intergenerational transmission of
trauma. For psychologists, understanding the prevalence and impact of domestic
violence reinforces the importance of integrating assessment into routine practice
and recognizing its role as a potential underlying factor in a wide range of

presenting concerns.

Theoretical Frameworks and Patterns of Abuse

Several theoretical models provide a framework for understanding the dynamics
and persistence of domestic violence. The coercive control model conceptualizes
abuse as a pattern of domination that extends beyond physical acts to include
ongoing regulation of a partner’s behavior and autonomy. This model shifts the
focus from discrete incidents to the broader context of control, emphasizing the

importance of cumulative effects.

The social entrapment framework further expands this understanding by
incorporating structural and contextual factors that constrain a survivor’s ability to
leave an abusive relationship. These factors may include financial dependence,
fear of retaliation, concern for children, cultural expectations, and limited access
to resources. Rather than viewing continued involvement in an abusive

relationship as a personal failing, this framework highlights the realistic



constraints and risks that survivors must navigate. Research emphasizes that these
contextual factors are critical to understanding decision-making and avoiding

victim-blaming (Tolmie et al., 2024).

For example, a survivor may remain in an abusive relationship due to credible
threats of harm, lack of financial independence, or fear of losing custody of
children. These decisions often reflect adaptive responses to complex and
dangerous circumstances. Psychologists must incorporate these frameworks into
assessment and formulation to provide accurate, ethical, and contextually

informed care.

Cultural and Diversity Considerations

Domestic violence must be understood within a broader cultural and systemic
context. Experiences of abuse and responses to it are shaped by intersecting
factors such as race, ethnicity, socioeconomic status, immigration status, gender
identity, and sexual orientation. These factors influence not only the experience of
violence but also access to resources, help-seeking behaviors, and interactions

with legal and healthcare systems.

Structural inequities, including discrimination and limited access to services, can
increase vulnerability to victimization and create barriers to support. For example,
individuals from marginalized communities may be reluctant to report abuse due
to mistrust of legal systems or fear of negative consequences such as deportation
or involvement with child protective services. Cultural norms regarding family
roles, privacy, and gender expectations may also influence how domestic violence

is perceived and addressed.

Research highlights the importance of culturally responsive approaches that
account for these contextual factors in assessment and intervention (Del Pizzo et

al., 2025; Xyrakis et al., 2024). Psychologists must avoid imposing assumptions and
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instead engage in culturally informed inquiry that respects the client’s background
and experiences. This includes recognizing systemic barriers and adapting

interventions to enhance accessibility and relevance.

Clinical Relevance and Presentation

In clinical practice, domestic violence often presents indirectly, making it essential
for psychologists to maintain a high level of clinical awareness. Clients may seek
treatment for symptoms such as anxiety, depression, trauma-related distress,
substance use, or somatic complaints without initially disclosing abuse. This may
be due to fear, shame, normalization of the abuse, or lack of recognition that their

experiences constitute domestic violence.

Psychologists should be attentive to patterns that may indicate underlying abuse.
These may include inconsistent explanations for injuries, heightened vigilance or
fear responses, reluctance to speak freely, or descriptions of controlling partner
behaviors. Subtle indicators, such as excessive checking in with a partner or
expressing fear of consequences for minor actions, may also be clinically

significant.

For example, a client presenting with chronic anxiety and sleep disturbance may
be experiencing ongoing coercive control, such as monitoring of communication
or threats of harm. Without assessing for domestic violence, clinicians may
attribute these symptoms solely to an anxiety disorder, leading to incomplete or
ineffective treatment. Comprehensive assessment that includes screening for
domestic violence is therefore essential for accurate diagnosis and appropriate

intervention.
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Impact on Children and Family Systems

Domestic violence has significant implications for children and family systems.
Exposure to domestic violence, whether direct or indirect, is associated with a
range of adverse developmental outcomes. These may include emotional
dysregulation, anxiety, behavioral difficulties, and challenges in forming secure
relationships. Children living in environments characterized by coercive control
may experience chronic stress, which can affect cognitive, emotional, and social

development.

Interparental dynamics also play a critical role. Coercive control can undermine
parenting practices, disrupt attachment relationships, and create an environment
of instability and fear. Research indicates that these dynamics can have long-term
effects on children’s psychological well-being and developmental trajectories
(Xyrakis et al., 2024).

Psychologists working with families should routinely assess for domestic violence
and consider its systemic impact. This includes evaluating safety, understanding
family dynamics, and determining whether additional supports or interventions
are needed. Collaboration with other professionals, such as social workers or legal

advocates, may be necessary to address complex family needs.

Common Myths and Misconceptions

Misconceptions about domestic violence can significantly impact clinical judgment
and intervention. One common myth is that domestic violence is limited to
physical abuse. In reality, psychological, sexual, and economic forms of abuse are
often equally or more harmful. Another misconception is that victims can easily
leave abusive relationships. This belief fails to account for the complex interplay of
fear, financial dependence, social constraints, and risk of retaliation that influence

decision-making.
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There is also a tendency to attribute domestic violence to factors such as
substance use or stress. While these factors may exacerbate abusive behavior,
they do not explain the underlying pattern of power and control. Research
consistently demonstrates that domestic violence is intentional and patterned

behavior rather than a loss of control.

Challenging these myths is essential for providing ethical and evidence-based
care. Psychologists must adopt a trauma-informed approach that validates
survivors’ experiences, avoids victim-blaming, and prioritizes safety. Accurate
understanding of domestic violence supports more effective assessment,

intervention, and advocacy.

Summary

Domestic violence is a complex and multifaceted phenomenon characterized by
overlapping forms of abuse and sustained through coercive control. It is highly
prevalent and associated with significant mental health consequences, including
trauma-related disorders, depression, and anxiety. The dynamics of domestic
violence are shaped by individual, relational, cultural, and systemic factors, all of

which must be considered in clinical practice.

For psychologists, a comprehensive understanding of these dynamics is essential
for accurate assessment, ethical decision-making, and effective intervention. By

recognizing the patterns of abuse, the role of coercive control, and the broader

contextual influences, clinicians can provide more informed and responsive care.

This foundational knowledge supports subsequent learning related to assessment

strategies, risk evaluation, and evidence-based treatment approaches.
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Module 2: Dynamics of Power, Control, and Coercion

Understanding Domestic Violence as a System of Power

Domestic violence is often misunderstood as a series of isolated incidents driven
by anger, conflict, or poor communication. In clinical reality, it is more accurately
conceptualized as a patterned system of power and control in which abusive
behaviors are strategically used to dominate another person. This distinction is
critical for psychologists, as it shifts the clinical lens from event-based thinking to
pattern recognition. Rather than asking, “What happened?” clinicians must ask,

“What is the pattern, and how does it function to maintain control?”

The concept of power in domestic violence extends beyond overt acts of
aggression. It includes psychological manipulation, environmental control, and the
gradual erosion of a person’s autonomy. Control is often maintained through a
combination of overt and covert tactics, including intimidation, isolation,
emotional abuse, and manipulation of resources. These tactics create an
environment in which the victim’s choices become increasingly constrained, often
leading to a state of entrapment that is difficult to recognize from the outside
(Tolmie et al., 2024).

From a clinical standpoint, this understanding helps explain why survivors may not
present with clear narratives of abuse. Instead, they may describe confusion, fear,
or a sense that they are “walking on eggshells.” These experiences reflect the

internalization of control dynamics rather than discrete acts of violence.

The Power and Control Wheel

One of the most widely used frameworks for understanding domestic violence is

the Power and Control Wheel. Although originally developed decades ago, it
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remains highly relevant and continues to be supported and expanded in
contemporary research and clinical practice. The model illustrates how various
abusive behaviors function together to maintain dominance, with physical and

sexual violence often reinforcing underlying patterns of psychological control.

The wheel includes tactics such as emotional abuse, intimidation, minimizing and
blaming, isolation, and economic control. For example, a perpetrator may monitor
a partner’s communication, restrict access to friends or family, and undermine
their confidence through persistent criticism. These behaviors are not random but
are interconnected strategies designed to limit the victim’s independence and

increase reliance on the perpetrator.

Recent research continues to affirm the utility of this framework, particularly
when integrated with trauma-informed and intersectional approaches. It provides
clinicians with a structured way to conceptualize abuse while remaining flexible
enough to account for diverse experiences across populations (Brandoff & Czerny,
2024; Yusuf et al., 2025). In practice, the Power and Control Wheel can be used as
a psychoeducational tool to help clients identify patterns of abuse that they may

not have previously recognized.

The Cycle of Violence

Another foundational model is the Cycle of Violence, which describes the
recurring pattern often observed in abusive relationships. This cycle typically
includes three phases: tension building, acute incident, and reconciliation or
honeymoon phase. During the tension-building phase, the victim may experience
increasing anxiety as the perpetrator becomes more irritable, critical, or
controlling. This phase often involves subtle forms of psychological abuse that

escalate over time.
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The acute incident phase involves the expression of abuse, which may include
physical violence, verbal aggression, or other forms of harm. Following this, the
reconciliation phase may involve apologies, expressions of remorse, or temporary
behavioral change. The perpetrator may promise that the abuse will not happen

again, creating a sense of hope or relief for the victim.

While this model is useful, contemporary research suggests that it does not fully
capture the complexity of all abusive relationships, particularly those
characterized primarily by coercive control. In some cases, the reconciliation
phase may be minimal or absent, and the abuse may instead involve ongoing
psychological domination rather than episodic violence. Nevertheless, the cycle
remains a valuable framework for understanding how intermittent reinforcement

can sustain abusive dynamics (Nyanhoto, 2026).

Clinically, the cycle helps explain why survivors may remain in abusive
relationships. The intermittent nature of abuse, combined with periods of
apparent care or remorse, can create confusion and reinforce attachment to the

perpetrator.

Trauma Bonding and Psychological Attachment

One of the most challenging aspects of domestic violence for both clinicians and
clients is the phenomenon of trauma bonding. Trauma bonding refers to the
strong emotional attachment that can develop between a victim and a
perpetrator in the context of repeated cycles of abuse and intermittent
reinforcement. This bond is not simply a matter of emotional dependence but is

rooted in neurobiological and psychological processes.

Trauma bonding occurs when periods of abuse are interspersed with moments of
kindness, affection, or relief. This pattern activates reward pathways in the brain,

creating a powerful association between the perpetrator and both distress and

16



comfort. Over time, the victim may become increasingly focused on regaining the

positive aspects of the relationship, even as the abuse continues.

Research indicates that trauma bonding is reinforced by unpredictability, power
imbalance, and isolation. When victims are cut off from external sources of
support, the perpetrator becomes the primary source of both harm and relief.
This dynamic can lead to cognitive distortions, such as minimizing the abuse or
attributing blame to oneself (Mukhtar, 2023; Simpson, 2024).

In clinical practice, trauma bonding often manifests as ambivalence. A client may
express fear of the perpetrator while simultaneously defending them or
expressing a desire to return to the relationship. It is essential for psychologists to
understand that this ambivalence is not irrational but reflects the psychological

impact of sustained coercion and intermittent reinforcement.

Gaslighting and Cognitive Manipulation

Gaslighting is a specific form of psychological abuse that plays a central role in
maintaining control within abusive relationships. It involves manipulating a
person’s perception of reality to the extent that they begin to doubt their own
thoughts, memories, or experiences. Over time, gaslighting can significantly

impair a victim’s ability to trust their own judgment.

For example, a perpetrator may deny abusive behavior, reinterpret events, or
accuse the victim of being overly sensitive or unstable. These tactics can lead to
confusion, self-doubt, and a diminished sense of agency. Gaslighting is particularly
insidious because it undermines the victim’s capacity to recognize abuse and seek

help.

Recent literature highlights the role of gaslighting in reinforcing coercive control

and contributing to mental health outcomes such as anxiety, depression, and

17



trauma-related symptoms (Mukhtar, 2023). For psychologists, recognizing signs of
gaslighting is critical for accurate assessment and for helping clients rebuild trust

in their own perceptions.

Intersection with Gender, Culture, and Systems

The dynamics of power and control in domestic violence cannot be fully
understood without considering the broader social and cultural context. Gender
norms, cultural expectations, and systemic inequalities all shape how abuse is
experienced and maintained. While domestic violence occurs across all genders
and relationship types, traditional gender roles and power imbalances continue to

influence patterns of abuse in many contexts.

For example, societal expectations regarding masculinity and femininity may
reinforce beliefs about entitlement, control, and submission. In some cultural
contexts, norms related to family privacy or gender roles may discourage
disclosure or help-seeking. Additionally, systemic barriers such as racism, poverty,
and immigration status can increase vulnerability to abuse and limit access to

resources.

Contemporary theoretical approaches emphasize the importance of
intersectionality in understanding domestic violence. This perspective recognizes
that individuals experience abuse within multiple, overlapping systems of
oppression and privilege. For clinicians, this means moving beyond one-size-fits-all
models and considering how cultural and systemic factors influence each client’s

experience (Cooper, 2025; Mackey, 2025).
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Clinical Implications for Assessment and Conceptualization

Understanding the dynamics of power, control, and coercion has direct

implications for clinical practice. First, it highlights the importance of assessing
patterns rather than isolated incidents. Psychologists should explore questions
related to autonomy, fear, and control, such as whether the client feels free to
make decisions, maintain relationships, or express themselves without fear of

consequences.

Second, it underscores the need for trauma-informed care. Clients affected by
domestic violence may present with complex trauma symptoms that require
careful, sensitive assessment. Clinicians must be mindful of how power dynamics
may be replicated in the therapeutic relationship and strive to create an

environment that prioritizes safety, collaboration, and empowerment.

Third, it calls for careful attention to language and framing. Terms such as “mutual
conflict” or “relationship problems” may obscure the presence of coercive control
and inadvertently minimize the severity of abuse. Accurate conceptualization is

essential for ethical practice and effective intervention.

As psychologists deepen their understanding of these dynamics, they become
better equipped to recognize domestic violence in its many forms, even when it is
not explicitly disclosed. This awareness allows for more accurate diagnosis, more

effective treatment planning, and ultimately, better outcomes for clients.
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Module 3: Risk Factors for Domestic Violence
Perpetration and Victimization

Understanding Risk as Multi-level and Dynamic

Risk for domestic violence perpetration and victimization does not arise from a
single cause but rather reflects the interaction of multiple factors across
individual, relational, community, and societal levels. Contemporary research
supports an ecological framework, which conceptualizes domestic violence as the
result of dynamic interactions between personal history, relationship patterns,
environmental stressors, and broader systemic influences. For psychologists, this
framework is essential because it prevents oversimplification and reduces the risk
of attributing blame to victims while still allowing for meaningful assessment and

intervention.

Risk is also not static. It fluctuates over time based on situational stressors,
changes in relationships, and access to resources. For example, a client
experiencing financial instability, social isolation, and untreated trauma may face
increased vulnerability to victimization or perpetration during periods of
heightened stress. Recognizing the fluid nature of risk allows clinicians to conduct

ongoing assessments rather than relying on a single point-in-time evaluation.

Individual-Level Risk Factors for Victimization

At the individual level, risk for domestic violence victimization is best understood
through an integration of developmental, psychological, and contextual
frameworks rather than as a set of isolated traits. One of the most consistently
identified risk factors is prior exposure to trauma, particularly during childhood.

Attachment theory provides a useful lens for understanding this relationship.
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Individuals who experience abuse, neglect, or exposure to interparental violence
in early life may develop insecure attachment patterns, such as anxious or
disorganized attachment. These patterns can shape internal working models of
relationships, influencing expectations about trust, safety, and emotional
reciprocity. As a result, some individuals may become more tolerant of controlling
or harmful behaviors, misinterpret warning signs, or prioritize relationship
maintenance over personal safety. It is essential to emphasize that these patterns
reflect adaptive responses to early environments rather than inherent deficits,

and they do not imply inevitability of victimization.

Social learning theory further contributes to understanding how early exposure to
violence may normalize certain relational dynamics. Individuals who grow up in
environments where coercion or aggression is modeled may internalize these
behaviors as typical aspects of intimate relationships. This can influence how
individuals interpret conflict, recognize abuse, and respond to controlling
behaviors. However, these learned patterns interact with broader contextual
factors, including access to education, social support, and cultural norms, which
can either reinforce or mitigate risk. Mental health conditions also play a
significant role in shaping vulnerability. Depression, anxiety, posttraumatic stress,
and substance use disorders can affect cognitive processing, emotional regulation,
and decision-making capacity. For example, depressive symptoms such as
hopelessness or low self-worth may be exploited by an abusive partner,
reinforcing dependence and reducing perceived ability to leave. Trauma-related
symptoms, including hypervigilance or dissociation, may further complicate

recognition of danger or effective help-seeking.

Underlying mechanisms that contribute to vulnerability include diminished self-
efficacy, impaired boundary setting, and altered threat appraisal. Individuals with
prior trauma histories may have difficulty trusting their perceptions or may

minimize risk due to familiarity with instability. Social isolation amplifies these
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mechanisms by reducing access to corrective feedback and support. From an
intersectional perspective, structural factors such as immigration status,
socioeconomic disadvantage, discrimination, and language barriers can intensify
isolation and dependency. For example, an immigrant individual who relies on a
partner for financial support, legal documentation, or communication may face
significant barriers to seeking help, and these barriers can be deliberately
exploited by the perpetrator. In clinical assessment and case formulation,
psychologists should evaluate not only individual history and symptoms but also
the interaction between psychological vulnerability and structural constraints. This
includes assessing attachment patterns, trauma history, current support systems,

and contextual barriers to safety, while avoiding any implication of blame.

Individual-Level Risk Factors for Perpetration

Risk factors for perpetration are similarly multifaceted and are best
conceptualized through the integration of social learning theory, cognitive-
behavioral models, and emotion regulation frameworks. A history of exposure to
violence during childhood is one of the most robustly identified correlates.
Through social learning processes, individuals may internalize beliefs that
aggression is an acceptable or effective means of resolving conflict or maintaining
control within relationships. These learned behaviors are often reinforced when
they are observed to produce desired outcomes, such as compliance or avoidance
by others. However, it is critical to recognize that exposure to violence does not
determine future behavior. Many individuals with such histories do not engage in
abusive conduct, highlighting the importance of protective factors and individual

differences.

Cognitive mechanisms play a central role in the maintenance of abusive behavior.

Perpetrators often exhibit cognitive distortions that justify or minimize their
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actions, such as beliefs in entitlement, rigid adherence to hierarchical gender
roles, or attribution of blame to the partner. These beliefs function to maintain a
sense of control and reduce cognitive dissonance associated with harmful
behavior. From a cognitive-behavioral perspective, these distortions are reinforced
over time, particularly in environments where they are supported by cultural or
social norms. Emotional regulation difficulties further contribute to risk.
Individuals who struggle to manage anger, frustration, or perceived threats to
autonomy may be more likely to engage in controlling or aggressive behaviors.
These responses are often not purely impulsive but are embedded within a

broader pattern of coercive control aimed at maintaining dominance.

Substance use is frequently associated with perpetration, although it is not a
causal factor. Instead, it operates as a disinhibiting condition that can intensify
existing tendencies toward aggression or control. Alcohol or drug use may impair
judgment, increase emotional reactivity, and provide a socially acceptable
justification for behavior, allowing perpetrators to deflect responsibility. From an
intersectional perspective, structural and cultural factors also shape perpetration
risk. Norms related to masculinity, power, and authority, as well as exposure to
systemic stressors such as poverty or marginalization, can influence beliefs about
control and entitlement. These factors do not excuse abusive behavior but provide
important context for understanding how such patterns are developed and

maintained.

In clinical assessment and case formulation, psychologists should evaluate the
interplay between learned behaviors, cognitive distortions, emotional regulation
capacities, and contextual influences. This includes assessing beliefs about
relationships, history of violence exposure, substance use patterns, and responses
to stress or perceived loss of control. A comprehensive formulation considers both
proximal factors, such as current stressors or emotional triggers, and distal factors,

such as developmental history and cultural context. This approach supports more
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accurate risk assessment and informs intervention strategies that target

underlying mechanisms rather than focusing solely on surface behaviors.

Relational Dynamics and Interactional Risk

Domestic violence occurs within the context of relationships, making relational
dynamics a critical area of assessment. Patterns such as dependency, jealousy, and
power imbalances can increase risk. For example, a relationship characterized by
extreme jealousy and monitoring may escalate into more overt forms of control or

violence over time.

It is essential for psychologists to distinguish between mutual conflict and coercive
control. While all relationships may involve conflict, domestic violence is defined
by a pattern of one partner exerting dominance over the other. Mislabeling
coercive control as “mutual conflict” can lead to inappropriate interventions, such

as couples therapy, which may increase risk for the victim.

Another important relational factor is separation. Research consistently indicates
that the period surrounding separation or attempts to leave an abusive
relationship is associated with increased risk of severe violence. A client who is
planning to leave a relationship may face heightened danger, particularly if the

perpetrator perceives a loss of control.

Community and Environmental Risk Factors

Community-level factors significantly influence the prevalence and dynamics of
domestic violence. These include socioeconomic conditions, availability of
resources, and community norms regarding violence and gender roles.

Communities with limited access to support services, such as shelters, mental
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health care, or legal assistance, may have higher rates of domestic violence and

lower rates of reporting.

Economic stress is a particularly important factor. Financial strain can increase
tension within relationships and limit options for individuals seeking to leave
abusive situations. For example, a client who is financially dependent on their
partner may feel unable to leave due to concerns about housing, employment, or

childcare.

Neighborhood characteristics, such as exposure to community violence or lack of
social cohesion, can also contribute to risk. In environments where violence is
normalized or where there is limited accountability, individuals may be more likely

to engage in or tolerate abusive behavior.

Cultural and Systemic Considerations

Cultural and systemic factors play a central role in shaping both risk and protective
factors for domestic violence. Cultural norms regarding gender roles, family
structure, and authority can influence how domestic violence is understood and
addressed. For example, in some cultural contexts, there may be strong
expectations to maintain family unity, which can discourage individuals from

disclosing abuse or seeking help.

Systemic inequities, including racism, discrimination, and immigration policies, can
further increase vulnerability. Individuals from marginalized communities may
face barriers such as mistrust of law enforcement, fear of deportation, or lack of
culturally competent services. These barriers can limit access to support and

increase the likelihood that abuse will continue.

Psychologists must approach these factors with cultural humility, recognizing that

each client’s experience is shaped by their unique cultural and social context. This
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includes being aware of one’s own biases and avoiding assumptions based on

stereotypes.

Protective Factors and Resilience

While much of the focus is on risk, it is equally important to identify protective
factors that can reduce vulnerability and support recovery. Protective factors
include strong social support, access to resources, economic independence, and
personal resilience. For example, a client with supportive friends or family

members may be more likely to recognize abuse and seek help.

Access to education and employment can also serve as protective factors by
increasing autonomy and reducing dependence on an abusive partner.
Community resources, such as shelters, advocacy programs, and culturally specific

services, play a critical role in supporting safety and recovery.

Resilience should not be understood as an inherent trait but as a dynamic process
influenced by both internal strengths and external supports. Psychologists can
play a key role in resilience by helping clients identify strengths, build coping skills,

and access resources.

Clinical Application and Case Example

Consider a case in which a 32-year-old client presents with symptoms of anxiety
and depression. During assessment, the client reports that their partner
frequently checks their phone, restricts contact with friends, and becomes
verbally aggressive when questioned. The client also reports financial dependence

on the partner and limited social support due to relocation.

In this case, multiple risk factors are present, including social isolation, economic

dependence, and coercive control. A comprehensive assessment would involve

26



exploring the pattern of behavior, assessing safety, and identifying available
supports. The clinician would also consider cultural factors, such as the client’s

background and potential barriers to seeking help.

Intervention may involve safety planning, psychoeducation about domestic
violence, and referral to community resources. Importantly, the clinician would
avoid framing the situation as mutual conflict and instead recognize the pattern of

control and its impact on the client’s mental health.

Ethical Considerations in Risk Assessment

Assessing risk for domestic violence involves several ethical considerations,
including confidentiality, informed consent, and duty to protect. Psychologists
must balance the need to respect client autonomy with the responsibility to
ensure safety. This may involve discussing limits of confidentiality, particularly in

cases involving imminent risk or mandated reporting requirements.

Cultural competence is also an ethical imperative. Clinicians must ensure that
assessments are culturally sensitive and that interventions are appropriate for the
client’s context. This includes being aware of potential biases and avoiding

assumptions that may influence clinical judgment.

Accurate documentation is critical, as it may have legal implications and can
support continuity of care. Psychologists should document observations, client

statements, and risk assessments in a clear and objective manner.

As clinicians deepen their understanding of risk and protective factors, they
become better equipped to identify domestic violence, respond effectively, and
support clients in navigating complex and often dangerous situations. This

knowledge provides a critical foundation for the next module, which will examine

27



the clinical presentation and mental health sequelae associated with domestic

violence.

Module 4: Clinical Presentation, Assessment, and
Mental Health Sequelae of Domestic Violence

Clinical Presentation of Domestic Violence in Practice

Domestic violence rarely presents in clinical settings as a clear or immediate
disclosure. Instead, psychologists are more likely to encounter its effects through a
range of psychological, behavioral, and somatic symptoms. Clients may seek
treatment for depression, anxiety, trauma-related symptoms, substance use, or
interpersonal difficulties without initially identifying domestic violence as a
contributing factor. This indirect presentation requires clinicians to maintain a high
index of suspicion and to integrate routine screening and contextual inquiry into

their assessment practices.

The clinical presentation of domestic violence is often shaped by the chronic and
cumulative nature of abuse. Clients may describe persistent fear, hypervigilance,
difficulty concentrating, sleep disturbances, and emotional dysregulation. In cases
involving coercive control, individuals frequently report feeling “on edge,”
monitored, or unable to make independent decisions. These experiences may not
initially be labeled as abuse by the client, particularly when physical violence is

absent.

For example, a client may present with generalized anxiety symptoms and report
that their partner frequently checks their phone, questions their whereabouts,
and becomes upset when they spend time with others. Without an understanding

of coercive control, these behaviors might be minimized or misinterpreted as
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relationship conflict. However, within the context of domestic violence, they
represent a pattern of surveillance and control that significantly impacts

psychological functioning.

Somatic symptoms are also common. Clients may report headaches,
gastrointestinal issues, chronic pain, or fatigue, particularly when psychological
distress is not fully recognized or expressed. These symptoms are often linked to

prolonged stress activation and trauma exposure.

Intersection with Mental Health Conditions

Domestic violence is strongly associated with a range of mental health conditions,
and this intersection is central to clinical assessment and treatment planning.
Research consistently demonstrates elevated rates of posttraumatic stress
disorder, depression, anxiety disorders, and substance use among individuals
experiencing intimate partner violence (Keynejad et al., 2020; Lagdon et al., 2014,

with continued support in recent reviews).

Posttraumatic stress disorder is one of the most commonly associated conditions.
Unlike single-incident trauma, domestic violence often involves repeated and
unpredictable exposure to threat, which can lead to complex trauma
presentations. Clients may experience intrusive memories, avoidance behaviors,
negative alterations in mood and cognition, and heightened arousal. In cases of
ongoing abuse, symptoms may be compounded by the lack of safety, making

stabilization particularly challenging.

Depression is also highly prevalent and may manifest as persistent sadness,
hopelessness, low self-worth, and diminished motivation. These symptoms are
often reinforced by the abusive environment, particularly in cases involving

emotional abuse or gaslighting. A client who is repeatedly told they are
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“worthless” or “incapable” may internalize these messages, contributing to

depressive symptomatology.

Anxiety disorders, including generalized anxiety and panic symptoms, are
frequently observed. Clients may describe constant worry, fear of triggering the
partner’s anger, or physiological symptoms such as heart palpitations and
shortness of breath. These responses are adaptive in the context of danger but

may persist even when the client is no longer in immediate threat.

Substance use is another important consideration. Some individuals may use
alcohol or drugs as a coping mechanism to manage distress, numb emotional
pain, or facilitate sleep. While substance use may provide temporary relief, it can
also increase vulnerability, complicate assessment, and impact treatment

engagement.

It is important for psychologists to recognize that these mental health conditions
are often interconnected and may reflect underlying trauma rather than discrete
diagnoses. A trauma-informed approach emphasizes understanding symptoms as

adaptive responses to chronic stress and threat.

Assessment Strategies for Identifying Domestic Violence

Effective assessment of domestic violence requires a combination of structured
screening, clinical interviewing, and ongoing observation. Given the high rates of
underreporting, psychologists should not rely solely on spontaneous disclosure

but instead incorporate routine, sensitive inquiry into their practice.

Screening should be conducted in a private and safe environment, without the
presence of partners or family members. Questions should be phrased in a
nonjudgmental and normalized manner to reduce stigma and increase the

likelihood of disclosure. For example, a clinician might say, “Because violence and
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control are so common in relationships, | ask all my clients about their experiences

at home.”

Validated screening tools can support assessment, although they should be used
as part of a broader clinical evaluation. In addition to direct questions about
physical violence, it is essential to assess for psychological abuse and coercive
control. Questions might explore whether the client feels afraid of their partner,
whether their activities are monitored, or whether they have access to financial

resources.

Risk assessment is a critical component of evaluation. Clinicians should assess for
factors associated with increased danger, including threats of harm, escalation of
violence, access to weapons, and attempts to leave the relationship. For example,
a client who reports that their partner has threatened to harm them if they leave

may be at elevated risk and require immediate safety planning.

Assessment must also be culturally responsive. Different populations may have
varying understandings of domestic violence, and language barriers or cultural
norms may influence disclosure. For example, a client from a collectivist culture
may prioritize family cohesion and may be reluctant to disclose abuse due to
concerns about stigma or family impact. Psychologists must approach these

situations with cultural humility and adapt their assessment strategies accordingly.

Identifying Domestic Violence in Diverse Populations

Domestic violence affects individuals across all demographic groups, but
experiences and presentations may differ based on cultural, social, and systemic
factors. Psychologists must be attentive to these differences to avoid

misinterpretation and to provide equitable care.
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In LGBTQ+ relationships, domestic violence may involve unique forms of control,
such as threats of outing or exploitation of stigma. Clients may face additional
barriers to seeking help due to discrimination or lack of inclusive services. For
example, a same-sex partner may threaten to disclose the client’s sexual

orientation to family or employers as a means of control.

Immigrant and refugee populations may experience additional vulnerabilities
related to language barriers, immigration status, and isolation. A perpetrator may
use threats of deportation or control access to documentation to maintain
dominance. In such cases, fear of legal consequences may prevent clients from

seeking help.

Individuals with disabilities may also face increased risk, particularly when they
rely on their partner for care. Abuse may involve withholding medication,

restricting mobility, or manipulating access to support services.

These examples highlight the importance of intersectionality in assessment.
Psychologists must consider how multiple identities, and systemic factors interact

to shape each client’s experience.

Barriers to Disclosure and Engagement

Many clients do not disclose domestic violence due to fear, shame, or perceived
consequences. Fear of retaliation, loss of children, financial instability, or social
stigma can all contribute to reluctance to disclose. Additionally, clients may not
recognize their experiences as abuse, particularly in cases involving psychological

control.

Trust is a critical factor in disclosure. Clients are more likely to share sensitive

information when they feel safe, respected, and understood. Psychologists can
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facilitate disclosure by creating a nonjudgmental environment, validating the

client’s experiences, and avoiding language that implies blame.

For example, asking “Why don’t you leave?” can be experienced as judgmental
and may shut down communication. A more appropriate approach would be to
explore the client’s perspective, such as “Can you tell me what makes it difficult to
leave right now?” This shift in language acknowledges the complexity of the

situation and supports collaborative exploration.

Case Example: Clinical Presentation and Assessment

Consider a case in which a 40-year-old client presents with symptoms of insomnia,
anxiety, and irritability. During the initial sessions, the client attributes their
distress to work-related stress. Over time, the clinician notices that the client
frequently checks their phone during sessions and appears anxious when

receiving messages.

Through gentle inquiry, the client reveals that their partner becomes angry if they
do not respond immediately to messages and has accused them of infidelity
without evidence. The partner has also restricted the client’s access to shared

finances and discouraged contact with friends.

In this case, the clinical presentation includes anxiety and hypervigilance, which
are linked to ongoing coercive control. The assessment process involves

identifying patterns of behavior, evaluating risk, and exploring the impact on the
client’s mental health. Intervention would likely include psychoeducation, safety

planning, and referral to appropriate resources.
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Clinical Integration

Recognizing domestic violence in clinical practice requires both knowledge and
attunement. Psychologists must be able to connect presenting symptoms with
underlying relational dynamics and to differentiate between primary mental
health conditions and those arising from trauma and abuse. This integration is
essential for effective treatment planning and for ensuring that interventions

address the root causes of distress.

As clinicians deepen their understanding of how domestic violence presents and
intersects with mental health, they become better equipped to identify cases that
might otherwise go unnoticed. This awareness not only improves diagnostic
accuracy but also enhances the ability to provide trauma-informed, culturally
responsive care that prioritizes safety and empowerment. The next module will
build on this foundation by focusing on evidence-based interventions, safety
planning, and collaborative care approaches that support recovery and long-term

well-being.

Module 5: Evidence-Based Interventions, Safety
Planning, and Collaborative Care

Overview of Evidence-Based Psychosocial Interventions

Effective intervention in domestic violence cases requires a flexible, trauma-
informed, and evidence-based approach that prioritizes safety, autonomy, and
empowerment. Psychologists must recognize that there is no single intervention
that fits all clients. Instead, treatment should be individualized based on the
client’s level of risk, readiness for change, cultural context, and access to

resources. Evidence-based psychosocial interventions for individuals affected by
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domestic violence have increasingly emphasized trauma-informed care,
integration of advocacy services, and attention to both mental health and safety

outcomes (Keynejad et al., 2020).

One of the most widely supported approaches is trauma-focused cognitive
behavioral therapy. This modality helps clients process traumatic experiences,
identify maladaptive thought patterns, and develop coping strategies to manage
distress. For example, a client who believes “I am to blame for the abuse” may
benefit from cognitive restructuring techniques that challenge self-blame and
reinforce a more accurate understanding of responsibility. Trauma-focused
interventions also include skills for emotional regulation, grounding, and gradual

exposure to trauma-related memories when appropriate.

In addition to cognitive behavioral approaches, empowerment-based
interventions play a central role in domestic violence treatment. These
interventions focus on increasing the client’s sense of control, supporting
decision-making, and validating their experiences. Unlike traditional models that
may emphasize symptom reduction alone, empowerment approaches recognize
the importance of restoring autonomy and agency in the aftermath of coercive

control.

Mindfulness-based interventions have also shown promise in supporting
individuals affected by domestic violence. These approaches can help clients
develop present-moment awareness, reduce emotional reactivity, and improve
distress tolerance. For example, a client experiencing intrusive thoughts or
hyperarousal may use mindfulness techniques to ground themselves and reduce
physiological activation. These interventions are particularly useful when
integrated with trauma-informed care, as they emphasize safety and gradual skill-
building (Mitchell & Wupperman, 2023).
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Trauma-Informed Care as a Foundational Framework

Trauma-informed care is not a single intervention but a guiding framework that
shapes all aspects of clinical practice. It is based on the understanding that
domestic violence involves repeated exposure to trauma and that this exposure
affects how individuals perceive safety, trust, and relationships. Trauma-informed
care emphasizes principles such as safety, trustworthiness, collaboration,

empowerment, and cultural humility.

In practice, this means that psychologists must be mindful of how power dynamics
may be experienced within the therapeutic relationship. For example, a client who
has experienced coercive control may be highly sensitive to perceived authority or
pressure. The clinician must therefore adopt a collaborative stance, offering

choices and respecting the client’s autonomy at every stage of treatment.

Trauma-informed care also involves recognizing that behaviors such as avoidance,
emotional numbing, or ambivalence are adaptive responses to trauma rather than
signs of resistance. For instance, a client who avoids discussing their relationship
may be attempting to protect themselves from overwhelming emotions or
potential danger. Understanding these responses within a trauma framework

allows clinicians to respond with empathy rather than judgment.

Safety Planning as a Clinical Priority

Safety planning is a core component of ethical and effective intervention in cases
of domestic violence and should be integrated continuously throughout the
therapeutic process. Rather than a one-time intervention, safety planning is a
dynamic, collaborative process that evolves in response to changes in risk,
environment, and the client’s readiness for action. From a clinical perspective,
safety planning aligns with trauma-informed care by prioritizing autonomy,

empowerment, and practical risk reduction. It also reflects an understanding that
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leaving an abusive relationship is not always immediately safe or feasible, and that
interventions must be tailored to the client’s specific context, including cultural,

structural, and situational factors.

A comprehensive safety plan typically includes several domains. First, clients are
supported in identifying warning signs of escalation, such as changes in the
perpetrator’s behavior, increased monitoring, or verbal threats. Second, clients
develop strategies for responding to these warning signs, which may include de-
escalation techniques, positioning themselves in safer areas of the home, or
having a pre-identified exit strategy. Third, safety planning involves identifying safe
locations and support networks. For example, a client may arrange to stay with a
trusted friend, memorize important phone numbers, or establish a code word
with family members to signal immediate danger. Practical preparation is also
emphasized, such as keeping essential documents, medications, and financial

resources accessible in case a rapid departure becomes necessary.

Importantly, safety planning must be individualized and grounded in an accurate
assessment of risk. For some clients, attempts to leave the relationship may
increase danger, particularly in cases involving high levels of coercive control,
stalking, or threats of lethal violence. In these situations, harm reduction
strategies may be prioritized, such as identifying safer routines, minimizing
triggers for escalation, and maintaining discreet connections to support systems.
This approach reflects an understanding that safety is not defined solely by leaving
but by reducing risk within the client’s current circumstances. Psychologists must
avoid prescriptive recommendations and instead support clients in making

informed decisions based on their own assessment of safety and readiness.

Technology safety has become an essential component of modern safety planning.
Perpetrators may use digital tools to monitor communication, track location, or

access personal information through shared devices or accounts. Clinicians should
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assess for technology-related risks and provide guidance on protective strategies.
These may include using secure or alternative devices, disabling location sharing,
changing passwords regularly, and being cautious about digital communication
that could be monitored. For example, a client may choose to access resources
using a public computer or a trusted friend’s device rather than a shared home
device. Awareness of digital surveillance is critical, as technology can significantly

extend the reach of coercive control.

In terms of structured approaches, safety planning models such as the Stanley and
Brown Safety Planning Intervention, although originally developed for suicide
prevention, provide a useful framework for collaborative and stepwise planning.
This model emphasizes identifying warning signs, internal coping strategies, social
supports, professional resources, and methods for reducing access to means of
harm. While it should be adapted carefully for domestic violence contexts, its
structured and client-centered approach can enhance engagement and clarity. In
addition, widely used domestic violence-specific resources, such as those
developed by the National Domestic Violence Hotline, offer practical safety
planning tools that can be integrated into clinical work. These resources often
include checklists, personalized planning templates, and guidance for different

scenarios, including staying, preparing to leave, or post-separation safety.

For example, a clinician working with a client experiencing coercive control might
collaboratively develop a plan that includes recognizing early signs of escalation,
keeping a discreetly packed bag with essential items, identifying a neighbor who
can be contacted in an emergency, and establishing a code phrase with a friend.
The clinician may also discuss safe ways to access support services without
alerting the perpetrator, such as using incognito browsing or alternative
communication methods. These concrete, context-sensitive strategies enhance

the client’s ability to respond to risk while maintaining a sense of control.
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Overall, safety planning is a foundational clinical skill in working with domestic
violence and requires ongoing assessment, flexibility, and collaboration. By
integrating individualized, culturally responsive, and contextually informed
strategies, psychologists can support clients in enhancing safety while respecting

their autonomy and lived realities.

Collaborative Care and Interdisciplinary Approaches

Domestic violence is a complex issue that often requires collaboration across
multiple systems, including healthcare, legal services, social services, and
community organizations. Psychologists play a critical role within this network but
must also recognize the limits of their scope and the importance of

interdisciplinary collaboration.

Collaborative care may involve referrals to domestic violence shelters, legal
advocacy services, medical providers, or substance use treatment programs. For
example, a client experiencing physical violence may require medical attention in
addition to psychological support. Similarly, a client seeking to leave an abusive
relationship may benefit from legal assistance related to protective orders or

custody arrangements.

Effective collaboration requires clear communication, respect for client
confidentiality, and coordination of care. Psychologists must obtain informed
consent before sharing information and ensure that clients understand the
purpose and potential risks of referrals. Collaboration should always prioritize the

client’s safety and preferences.
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Cultural and Diversity Considerations in Intervention

Culturally responsive care is essential in domestic violence intervention. Cultural
beliefs, values, and experiences shape how individuals understand abuse, seek
help, and engage in treatment. Psychologists must be attentive to these factors

and adapt their interventions accordingly.

For example, a client from a collectivist culture may prioritize family unity and may
be hesitant to pursue interventions that could disrupt family relationships. In such
cases, the clinician must balance respect for cultural values with the need to

ensure safety. This may involve exploring culturally relevant resources or involving

trusted community members when appropriate.

Language barriers, immigration status, and experiences of discrimination can also
impact access to services. Providing services in the client’s preferred language,
using culturally competent interpreters, and being aware of systemic barriers are

critical components of effective care.

Working with LGBTQ+ clients requires an understanding of unique forms of abuse,
such as threats of outing or exploitation of stigma. Psychologists must ensure that
their practice is inclusive and affirming, and that interventions address the specific

needs of these populations.

Ethical Considerations in Intervention

Ethical practice in domestic violence cases involves navigating complex issues
related to confidentiality, autonomy, and safety. Psychologists must adhere to APA
ethical principles while also considering legal requirements and the potential risks

to clients.

Confidentiality is a central concern, particularly when working with clients who

may be at risk of harm. Psychologists must clearly explain the limits of
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confidentiality, including situations in which disclosure may be required, such as
imminent risk or mandated reporting. These discussions should occur early in

treatment and be revisited as needed.

Autonomy is another key consideration. Clients have the right to make their own
decisions, even when those decisions involve staying in an abusive relationship.
Psychologists must respect this autonomy while providing information, support,
and resources. For example, a client may choose to remain in the relationship due
to financial or cultural factors. The clinician’s role is not to direct the client’s

choices but to support informed decision-making and safety.

Documentation is also an ethical and clinical responsibility. Accurate, objective
documentation can support continuity of care and may have legal implications.
Psychologists should document client statements, observed behaviors, and risk

assessments without speculation or bias.

Case Example: Intervention and Collaboration

Consider a case in which a 28-year-old client presents with symptoms of
posttraumatic stress and reports ongoing emotional and occasional physical abuse
by their partner. The client expresses fear of leaving due to financial dependence

and concern for their children.

The clinician begins by establishing safety and building rapport, using a trauma-
informed approach that emphasizes collaboration and validation. A safety plan is
developed, including identifying safe contacts, preparing essential documents,

and discussing strategies for responding to escalating situations.

The clinician also provides psychoeducation about domestic violence and its
impact on mental health, helping the client understand their symptoms within a

trauma framework. Cognitive behavioral techniques are introduced to address
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self-blame and anxiety, while mindfulness strategies are used to support

emotional regulation.

With the client’s consent, the clinician facilitates referrals to a local domestic
violence advocacy organization and a legal resource center. Ongoing collaboration
ensures that the client receives comprehensive support while maintaining

confidentiality and respecting their autonomy.

Integrating Intervention into Clinical Practice

Effective intervention in domestic violence cases requires flexibility, cultural
responsiveness, and a strong ethical foundation. Psychologists must integrate
evidence-based practices with an understanding of each client’s unique context,
recognizing that safety, empowerment, and collaboration are central to successful

outcomes.

As clinicians continue to develop their skills in intervention and safety planning,
they become better equipped to support clients in navigating complex and often
dangerous situations. This work requires not only clinical expertise but also
empathy, cultural humility, and a commitment to ethical practice. The following
module will build on this foundation by examining ethical considerations, legal
requirements, and national guidelines that inform psychological practice in cases

of domestic violence.
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Module 6: Ethical Considerations, Cultural
Competence, Communication, and Reporting
Responsibilities in Domestic Violence Practice

Why Ethics Must Remain Central in Domestic Violence Work

Working with clients affected by domestic violence requires psychologists to make
careful decisions that balance safety, autonomy, confidentiality, legal obligations,
and cultural responsiveness. These cases can appear straightforward at first glance
because the harm may seem obvious, yet the actual clinical and ethical landscape
is often complex. A psychologist may be treating a survivor who does not want the
abuse documented in detail, a client who remains in an abusive relationship for
understandable safety or economic reasons, a parent whose children are exposed
to coercive control, or a client who has used violence and is seeking treatment
without accepting responsibility. Each of these presentations requires not only

clinical skill but also disciplined ethical reasoning.

Domestic violence cases are especially sensitive because the therapist’s actions
can either support safety and empowerment or unintentionally increase danger. A
well-intended recommendation, an incautious phone message, a poorly handled
release of information, or a premature push toward separation can have serious
consequences. Ethical practice therefore begins with a trauma-informed
understanding that the client is navigating risk in real time and that the
psychologist must proceed with humility, precision, and collaboration. McLaughlin
(2017) emphasized that intimate partner violence cases frequently engage core
APA ethical issues, including confidentiality, informed consent, multiple-client

dilemmas, risk management, and the duty to protect.
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APA Ethical Principles and Their Application to Domestic Violence
Cases

APA ethics are highly relevant to domestic violence work because the core
principles map directly onto the realities of practice. Beneficence and
nonmaleficence require psychologists to promote client welfare and avoid actions
that may cause further harm. In domestic violence cases, that can mean slowing
down, checking assumptions, and considering whether a recommendation could
increase surveillance, retaliation, or isolation. Fidelity and responsibility require
psychologists to clarify roles, protect trust, and act responsibly within systems of
care. Integrity requires honesty with clients about limits of confidentiality,
documentation, mandated reporting, and the purpose of assessment. Justice
requires equitable care across populations, including groups that have historically
been underserved or disbelieved. Respect for people’s rights and dignity requires

attention to autonomy, privacy, cultural context, identity, and lived experience.

In practice, these principles often intersect. A psychologist may believe that
leaving the relationship appears safest, but respect for dignity and autonomy
requires avoiding coercive clinical pressure. A client may disclose violence yet ask
the psychologist not to document details. Integrity and responsibility require
explaining how records are kept and why accurate documentation matters, while
also discussing how charting can be clinically necessary and potentially
discoverable depending on the setting. Ethical practice is not about choosing one
principle in isolation. It involves thoughtful balancing grounded in the client’s

safety, the law, and professional standards.

Confidentiality as Protection and Potential Risk

Confidentiality is one of the most important protections psychologists provide to

clients affected by domestic violence, but it is also one of the areas most likely to
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create ethical tension. Survivors may fear that disclosure will lead to retaliation,
child welfare involvement, community stigma, immigration consequences, or loss
of financial stability. For that reason, psychologists should explain confidentiality
and its limits early, clearly, and in language the client can understand. This
conversation should not be treated as a one-time informed consent formality. It
should be revisited whenever risk changes, third parties become involved, or

record releases are requested.

Confidentiality also has a practical safety dimension. If a perpetrator monitors
communication, then voicemail messages, appointment reminders, shared
insurance records, online portals, and mailed billing statements may all create
risk. Technology-facilitated abuse has made privacy planning even more important
in clinical work. Leitdo (2021) highlighted how digital surveillance and privacy
breaches can become part of intimate partner abuse, making communication
practices clinically significant, not merely administrative. A psychologist may need
to ask questions such as whether it is safe to leave a message, whether a shared
email account is monitored, or whether telehealth should be conducted only from

certain locations or devices.

Ethically strong communication sometimes looks deceptively simple. It may
involve using neutral appointment language, confirming safe contact methods
each session, or documenting safety concerns in a careful, objective manner

without including unnecessary detail that could create risk if records are accessed.

Informed Consent and Ongoing Transparency

Informed consent in domestic violence work should be active, specific, and
ongoing. Clients need to understand the goals of treatment, the limits of
confidentiality, how records are maintained, when consultation may occur, and

the circumstances under which the psychologist may need to disclose information.
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This is particularly important when working in integrated care, hospitals, court-
connected settings, family systems work, or any context where multiple

professionals may be involved.

For example, a survivor might assume that everything said in therapy remains
entirely private, while the clinician knows that some information may need to be
disclosed if there is suspected child abuse, abuse of a dependent adult, or an
imminent threat of serious harm. That gap in understanding can damage trust if it
is not addressed clearly from the outset. Sutton et al. (2021) noted that
professionals working with survivors of intimate partner violence must be well

prepared to discuss confidentiality limits transparently and sensitively.

Informed consent is also essential when screening for domestic violence. Clients
should understand why questions are being asked, how the information will be
used, and whether anyone else will have access to it. The explanation itself can
help normalize screening and reduce shame. A psychologist might say that
guestions about safety, control, and violence are asked because these experiences

are common and can strongly affect mental health and treatment planning.

Documentation That Is Accurate, Objective, and Clinically Useful

Documentation in domestic violence cases should be factual, specific, respectful,
and free of speculation. The record should describe client statements, observed
affect or behavior, relevant risk factors, assessment findings, interventions
provided, safety planning steps, referrals made, and follow-up plans. It should
avoid language that minimizes abuse or introduces unsupported conclusions. For
example, charting that a client is “dramatic” or “codependent” would be
inappropriate and potentially harmful. A more ethical and clinically sound note

would describe the client’s report of monitoring, threats, fear responses, financial
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dependence, and ambivalence about leaving in the context of ongoing coercive

control.

Documentation also matters because records may later be reviewed by other
clinicians, insurers, courts, or investigators, depending on the context. That does
not mean psychologists should avoid documentation. It means the record should
be careful and purposeful. Tullio et al. (2021) discussed the importance of medico-
legal awareness in violence cases, including the need for clinicians to understand
confidentiality rules, record practices, and the implications of legal processes for

victims.

A practical example is a client who reports that their partner has threatened to kill
them if they leave. Ethical documentation would note the client’s direct
statement, relevant risk assessment, safety planning, referrals, and the rationale
for any urgent steps taken. It would not embellish, guess, or adopt legal language

beyond what the clinical record supports.

Mandated Reporting and Why Jurisdiction Matters

One of the most misunderstood aspects of domestic violence practice is
mandated reporting. There is no single nationwide rule in the United States
requiring psychologists to report all adult intimate partner violence. Reporting
obligations vary by state law, licensing rules, workplace setting, the age or
dependency status of the victim, whether children are exposed, whether certain
injuries are involved, and whether there is imminent danger. That means
psychologists must know the law of the jurisdiction where they practice and the

context in which services are delivered.

As a broad clinical framework, psychologists are more likely to have clear
reporting obligations when the case involves suspected child abuse or neglect,

abuse of an elder or dependent adult, or serious threats that trigger protective
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duties under applicable law. In contrast, competent adults experiencing intimate
partner violence often retain the right to decide whether they want law
enforcement or other systems involved, unless another legal exception applies.
Presenting this nuance clearly is important for APA CE material because

overstatement can lead to both ethical and legal mistakes.

McTavish et al. (2022) underscored the relevance of confidentiality discussions in
mental health settings where intimate partner violence and child maltreatment
may co-occur. The overlap matters because many domestic violence cases involve
children, even when the children are not the direct targets of physical assault.
Exposure to coercive control, threats, or violence in the home may trigger
assessment and reporting duties depending on the facts and jurisdiction. The
psychologist’s task is to evaluate carefully, consult when needed, explain

obligations clearly, and document the reasoning behind decisions.

When the Client Is a Survivor, a Person Using Violence, or Both

Ethical issues can vary depending on who the client is. When the client is a
survivor, the central tasks often include validation, risk assessment, safety
planning, trauma-informed treatment, and protection of autonomy. When the
client is a person who has used violence, the psychologist must avoid collusion,
minimization, or uncritical acceptance of externalized blame. Treatment should
not become a place where abusive behavior is rationalized as mere stress, anger,
or couple conflict. Accountability and careful assessment of coercive control

remain essential.

The issues become more complex when both partners are seen in some capacity
or when the psychologist is asked to provide conjoint treatment. In relationships
marked by coercive control, conjoint treatment may be inappropriate or unsafe

because the imbalance of power can limit honest disclosure and increase risk after
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the session. McLaughlin (2017) addressed the ethical challenges that arise when
clinicians work with victims and perpetrators of intimate partner violence and the

importance of maintaining clarity about role, safety, and responsibility.

Psychologists must also be careful in family and custody contexts. A surface
appearance of “high conflict” can obscure a deeper pattern of domination and
fear. Ethical assessment requires attention to coercive control, intimidation, and
the meaning of the behavior within the relationship, not just the frequency of

arguments.

Cultural Competence, Cultural Humility, and Diversity-Responsive
Care

Domestic violence cannot be treated ethically without attention to diversity and
culture. Abuse is shaped by race, ethnicity, immigration status, religion, disability,
sexual orientation, gender identity, socioeconomic status, age, geography, and
family structure. These factors influence how violence is understood, whether it is
called abuse, how help is sought, what systems are feared, and what forms of

intervention are experienced as safe or unsafe.

Culturally responsive care requires more than avoiding stereotypes. It requires
asking how identity and systems affect the client’s lived reality. An undocumented
immigrant may fear deportation if authorities become involved. A client in a small
rural community may fear lack of anonymity. An LGBTQ+ client may worry about
being disbelieved, outed, or sent to services that assume heterosexual
relationships. Calton et al. (2016) documented barriers to help seeking among
LGBTQ survivors and highlighted the importance of privacy, inclusive services, and
advocacy. Taylor et al. (2022) similarly described barriers to help seeking among
men who experience intimate partner violence, reminding clinicians not to

assume a single survivor narrative.
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A culturally competent psychologist might adapt communication by asking what
language the client uses for the relationship, what community or family responses
they fear, what support systems feel safe, and whether any prior experiences with
institutions affect their willingness to accept referrals. Cultural humility also

means being willing to consult, to learn, and to examine one’s own assumptions.

Communication Strategies That Support Safety and Engagement

How psychologists speak with clients about domestic violence matters
enormously. Communication should be direct enough to identify abuse, gentle
enough to preserve rapport, and respectful enough to avoid replicating control.
Questions should be behaviorally specific. Instead of asking only, “Are you
abused?” a psychologist may ask whether a partner monitors communication,
controls money, threatens harm, humiliates the client, forces sex, or interferes

with work, school, treatment, or social contact.

Validation is essential. Many survivors have been blamed, doubted, or told they
are overreacting. A response such as, “What you are describing sounds frightening
and controlling, and | am glad you told me,” can reduce shame and strengthen the
therapeutic alliance. By contrast, advice-heavy or judgmental responses can shut
disclosure down. Asking, “Why do you stay?” is less helpful than exploring, “What
feels most dangerous right now?” or “What has made it hardest to change this

situation?”

Communication also needs to remain attuned to risk. For instance, safety planning
language should be collaborative. Rather than directing a client to leave, the
psychologist can help the client think through options, risks, and supports. This

supports autonomy and aligns with trauma-informed care.
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National Guidance, Policy Awareness, and Professional
Preparedness

APA CE material should help psychologists connect everyday practice to broader
national guidance and policy developments. While laws vary by jurisdiction,
several consistent themes appear across the literature and national guidance
documents: domestic violence should be approached as a serious health and
mental health issue; screening and response should be trauma-informed;
confidentiality and informed consent must be discussed clearly; and professionals

should be trained to recognize coercive control, not only physical assault.

Bender (2017) reviewed ethical and methodological issues in intimate partner
violence research, underscoring the importance of privacy, safety, and rigor.
Sutton et al. (2021) found that mental health professionals need stronger
preparation for work with survivors, including training in trauma, legal issues,
confidentiality, and culturally responsive practice. Barbara et al. (2022) examined
intimate partner violence from health, legal, forensic, and psychological
perspectives, reinforcing that clinicians must understand how multiple systems

shape client risk and access to care.

For psychologists, staying current means more than memorizing statutes. It means
understanding that policy shifts, telehealth expansion, integrated care settings,
and digital surveillance have changed the practice environment. It also means
recognizing that domestic violence often intersects with child welfare, family
court, emergency medicine, substance use treatment, and community advocacy.

Ethical competence in this area depends on both clinical skill and systems literacy.

Case Example: Ethics, Culture, and Reporting in Practice

Consider a psychologist treating a 35-year-old client who reports severe anxiety,

insomnia, and escalating control by a spouse. The client says the spouse monitors
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messages, restricts access to money, and recently pushed the client during an
argument. Two children live in the home and sometimes witness screaming and
threats. The client is afraid of child welfare involvement and asks the psychologist

not to tell anyone.

An ethically sound response begins with calm, transparent discussion. The
psychologist validates the client’s fear, explains confidentiality and its limits, and
assesses immediate safety for both the client and children. The clinician does not
automatically assume that every report of partner violence triggers the same legal
duty, but carefully evaluates whether the children’s exposure and the facts of the
case create a reporting obligation under local law. Consultation and review of
jurisdiction-specific requirements may be necessary. The psychologist documents
the client’s report, the risk assessment, the consultation process if used, the

explanation given to the client, and the resulting plan.

At the same time, the psychologist explores safe communication methods, offers
resources, and collaborates on a safety plan. Because the client fears systems
involvement, the psychologist approaches referrals with sensitivity, discussing
options rather than imposing them. Cultural and contextual issues are explored,
including finances, immigration concerns, community supports, and prior
experiences with institutions. This is the kind of integrated ethical practice
domestic violence work requires: clinically grounded, legally informed,

transparent, and centered on safety without stripping the client of agency.

As psychologists become more skilled in navigating confidentiality, reporting,
culture, communication, and systems issues, they are better able to provide care
that is both ethically defensible and genuinely helpful. In domestic violence work,
the goal is not only to avoid mistakes. It is to create a therapeutic process that
increases safety, preserves dignity, and supports informed, empowered decision-

making in the midst of profound complexity.
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Module 7: National Guidelines, Policy Updates, and
Interdisciplinary Collaboration in Domestic Violence
Practice

The Role of National and International Guidelines in Clinical
Practice

Psychologists working with domestic violence must anchor their clinical decision-
making not only in individual competence but also in established national and
international guidelines. These guidelines provide a framework for consistent,
ethical, and evidence-informed care, while also helping clinicians navigate
complex situations involving safety, legal considerations, and multidisciplinary
coordination. Domestic violence is widely recognized as both a public health issue
and a human rights concern, and this dual framing is reflected in guidance from
organizations such as the World Health Organization and other public health

bodies.

Guidelines consistently emphasize that domestic violence should be approached
through a trauma-informed, survivor-centered lens that prioritizes safety,
autonomy, and dignity. They also stress that psychological care should not occur in
isolation but rather as part of a broader system of coordinated services. This
includes healthcare providers, legal systems, advocacy organizations, and
community-based supports. McLeod et al. (2020) highlighted that effective
responses to intimate partner violence require integration across disciplines,
noting that psychological practice must be informed by sociological, legal, and

policy perspectives to be fully effective.

For psychologists, this means that adherence to guidelines is not simply about

compliance but about improving outcomes. Guidelines support consistent
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screening practices, appropriate risk assessment, culturally responsive care, and
informed referral processes. They also help clinicians recognize when a case

exceeds the scope of individual therapy and requires broader system involvement.

Key Components of Best Practice Guidelines

Across major guideline frameworks, several core components of best practice
emerge consistently. First, routine inquiry and identification are emphasized.
Psychologists are encouraged to incorporate screening for domestic violence into
standard clinical assessment, particularly in settings where prevalence is high. This
does not mean conducting rigid or intrusive questioning, but rather creating space

for disclosure through sensitive, normalized inquiry.

Second, guidelines stress the importance of validating the client’s experience and
avoiding victim-blaming language. Survivors often encounter disbelief or
minimization in other systems, and the therapeutic setting should function as a
corrective experience. Validation is not only ethically appropriate but also

clinically effective, as it increases engagement and supports disclosure.

Third, safety assessment and planning are central. Clinicians are encouraged to
assess both immediate and ongoing risk, including escalation patterns, threats,
access to weapons, and attempts to leave the relationship. Safety planning should

be collaborative and individualized, reflecting the client’s context and preferences.

Fourth, guidelines emphasize the importance of referral and coordination.
Psychologists are not expected to provide all services themselves. Instead, they
should be prepared to connect clients with specialized domestic violence services,
legal resources, medical care, and community supports. This reflects a systems-

based approach to care that recognizes the complexity of domestic violence.
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Finally, guidelines underscore the importance of documentation, confidentiality,
and informed consent. These elements are not only ethical requirements but also
practical tools that support continuity of care and, in some cases, legal protection

for the client.

Interdisciplinary Collaboration as Standard of Care

Domestic violence cannot be effectively addressed by a single profession.
Interdisciplinary collaboration is increasingly recognized as a standard of care,
particularly in complex or high-risk cases. This collaboration may involve
psychologists, physicians, nurses, social workers, legal advocates, law

enforcement, child protection services, and community organizations.

Effective collaboration requires clear role definition, mutual respect, and
communication that prioritizes client safety and confidentiality. For example, a
psychologist working with a survivor may coordinate with a domestic violence
advocate to support safety planning, while also referring the client to legal
services for protective orders. In healthcare settings, collaboration may involve
coordination with primary care providers to address physical health consequences

of abuse.

Childress et al. (2024) emphasized the importance of interprofessional education
and collaboration in domestic violence response, noting that coordinated
approaches improve both safety outcomes and service accessibility. Similarly,
Radatz et al. (2021) highlighted the value of integrating evidence-based
intervention principles across systems, particularly in programs addressing

individuals who use violence.

From a clinical perspective, collaboration requires careful attention to consent and

information sharing. Psychologists must ensure that clients understand what
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information will be shared, with whom, and for what purpose. In some cases,

limited or selective information sharing may be necessary to protect safety.

Barriers to Effective Collaboration

Despite its importance, interdisciplinary collaboration is not without challenges.
Differences in professional training, terminology, and priorities can create barriers
to communication. For example, legal systems may prioritize evidence and
documentation, while psychological practice emphasizes therapeutic alliance and
client autonomy. These differences can lead to misunderstandings if not

addressed proactively.

Confidentiality is another common challenge. Psychologists must balance the
need for collaboration with ethical obligations to protect client privacy. This may
require negotiating information-sharing agreements and clearly documenting

consent.

Systemic barriers also play a role. In some communities, resources may be limited,
fragmented, or difficult to access. Clients may face long wait times, lack of
culturally appropriate services, or geographic barriers. These challenges can
disproportionately affect marginalized populations, reinforcing disparities in

access to care.

Psychologists can address these barriers by building relationships with local
providers, staying informed about available resources, and advocating for

improved coordination within their communities.

Cultural and Systemic Considerations in Policy and Practice

Guidelines increasingly emphasize the importance of cultural competence and

attention to systemic inequities. Domestic violence does not occur in a vacuum. It
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is shaped by broader social structures, including racism, poverty, gender
inequality, and immigration policy. These factors influence both risk and access to

support.

For example, a client from a marginalized community may be less likely to seek
help due to mistrust of institutions or prior experiences of discrimination. A
psychologist who is unaware of these dynamics may misinterpret reluctance as

resistance rather than a rational response to systemic barriers.

Koly et al. (2025) found that help-seeking behavior among survivors is significantly
influenced by social and structural barriers, including stigma, lack of access to
services, and fear of negative consequences. These findings reinforce the need for

psychologists to adopt a culturally informed and system-aware approach to care.

Guidelines also emphasize the importance of inclusive services. This includes
recognizing the needs of LGBTQ+ individuals, men who experience domestic
violence, individuals with disabilities, and older adults. Tailoring interventions to
these populations is not optional. It is a core component of ethical and effective

practice.

Policy Developments and Evolving Practice Contexts

The policy landscape surrounding domestic violence continues to evolve, with
increasing recognition of issues such as coercive control, technology-facilitated
abuse, and the intersection of domestic violence with other forms of harm. These

developments have implications for psychological practice.

For example, the growing recognition of coercive control as a form of abuse has
shifted both legal and clinical frameworks. Psychologists must now be prepared to
assess patterns of control that may not involve physical violence but have

significant psychological impact.
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Technology has also changed the nature of abuse and intervention. Digital
monitoring, harassment, and control require new forms of safety planning and
ethical consideration. Clinicians must be aware of these risks and incorporate

them into assessment and intervention.

Additionally, the expansion of telehealth has created both opportunities and
challenges. While telehealth can increase access to care, it may also introduce
privacy risks if sessions are conducted in environments where the client is not
safe. Psychologists must assess whether telehealth is appropriate and take steps

to ensure confidentiality.

Case Example: Interdisciplinary Collaboration in Practice

Consider a case in which a psychologist is treating a client experiencing escalating
domestic violence, including threats and increasing isolation. The client expresses
interest in leaving but is concerned about legal and financial consequences. The
psychologist begins by conducting a thorough risk assessment and developing a
safety plan. With the client’s consent, the psychologist refers the client to a local
domestic violence advocacy organization, where the client can receive additional
support, including shelter options and legal advocacy. The psychologist also
coordinates with a legal professional to provide information about protective
orders and custody considerations. At the same time, the clinician remains
focused on the client’s mental health, using trauma-informed interventions to
address anxiety and trauma symptoms. Throughout this process, the psychologist
maintains clear communication with the client, ensuring that all decisions are
collaborative and informed. Documentation reflects the assessment,

interventions, referrals, and rationale for each step.
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This case illustrates how interdisciplinary collaboration enhances care by
addressing multiple dimensions of the client’s needs while maintaining ethical and

clinical integrity.

Integrating Guidelines into Daily Practice

For psychologists, the integration of guidelines, policy awareness, and
interdisciplinary collaboration is not an abstract goal. It is a daily practice. It
involves asking not only “What is the best clinical intervention?” but also “What
systems are affecting this client?” and “Who else needs to be involved to ensure

safety and support?”

By grounding their work in established guidelines, psychologists can provide care
that is consistent, ethical, and responsive to the complexities of domestic
violence. At the same time, by engaging in interdisciplinary collaboration, they can
extend the impact of their work beyond the therapy room, contributing to a

broader system of care that supports safety, recovery, and long-term well-being.

Module 8: Integrated Case Applications and Clinical
Decision-Making in Domestic Violence Practice

Applying Knowledge to Complex Clinical Realities

Understanding domestic violence conceptually is necessary but not sufficient for
competent clinical practice. Psychologists must be able to apply knowledge
dynamically in situations that are often ambiguous, emotionally charged, and
ethically complex. Real-world cases rarely present in clear categories. Instead,
clinicians must integrate assessment, risk evaluation, cultural awareness, ethical

reasoning, and intervention strategies simultaneously. This module focuses on
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applied decision-making through case-based learning, illustrating how
psychologists synthesize information across domains to provide effective, ethical,

and culturally responsive care.

Clinical decision-making in domestic violence cases is iterative rather than linear.
Psychologists gather information, form hypotheses, test those hypotheses through
ongoing assessment, and adjust interventions accordingly. This process is shaped
by the client’s safety, readiness for change, cultural context, and available
resources. Importantly, decision-making must remain collaborative, as imposing

solutions can replicate dynamics of control that are central to domestic violence.

Case Example 1: Coercive Control Without Physical Violence

A 34-year-old client presents with symptoms of anxiety, difficulty concentrating,
and chronic self-doubt. The client reports that their partner frequently criticizes
them, monitors their activities, and becomes emotionally withdrawn when the
client does not comply with expectations. The client denies physical violence but

describes feeling “constantly on edge” and afraid of upsetting their partner.

In this case, the absence of physical violence may initially obscure the presence of
domestic violence. However, the pattern described reflects coercive control,

including surveillance, emotional manipulation, and psychological dominance. The
psychologist must recognize that domestic violence includes nonphysical forms of

abuse that can have significant psychological impact.

Assessment involves exploring the frequency, intensity, and impact of these
behaviors, as well as the client’s perception of safety. The clinician may ask
whether the client feels free to make independent decisions, whether they fear
consequences for noncompliance, and how the relationship affects their mental
health. It is also important to assess for escalation risk, as coercive control can

precede physical violence.
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Intervention focuses on psychoeducation, helping the client understand coercive
control and its effects. Cognitive behavioral strategies may be used to address self-
blame and distorted beliefs. Safety planning is introduced, even if the client does
not perceive immediate physical danger, as psychological abuse can escalate
unpredictably. The clinician also explores social supports and potential barriers to

seeking help.

This case highlights the importance of recognizing domestic violence beyond
physical harm and demonstrates how clinical awareness directly influences

assessment and intervention.

Case Example 2: Domestic Violence and Comorbid PTSD

A 29-year-old client presents with symptoms consistent with posttraumatic stress
disorder, including intrusive memories, hypervigilance, nightmares, and
avoidance. The client discloses a history of physical and emotional abuse by a
former partner and reports ongoing fear despite having left the relationship six

months ago.

In this scenario, the psychologist must integrate trauma treatment with an
understanding of domestic violence dynamics. Although the client is no longer in
the relationship, the psychological effects persist. The clinician begins with
stabilization, focusing on safety, grounding techniques, and emotional regulation

before engaging in trauma processing.

Trauma-focused cognitive behavioral therapy or similar evidence-based
approaches may be appropriate, but timing is critical. The clinician must ensure
that the client has sufficient coping skills and external support before engaging in

exposure-based work. Premature trauma processing can lead to destabilization.
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Cultural considerations are also relevant. The client may come from a background
where discussing personal or family issues is stigmatized, which can affect
engagement in treatment. The psychologist must create a culturally safe

environment and adapt interventions as needed.

Collaboration may involve referral to a support group for survivors or coordination
with community resources. The clinician also assesses for ongoing risk, as some

perpetrators continue harassment or stalking after separation.

This case demonstrates how domestic violence intersects with mental health
conditions and how treatment must be adapted to address both trauma and

safety.

Case Example 3: Domestic Violence in a Culturally Complex
Context

A 42-year-old immigrant client presents with depressive symptoms and reports
feeling isolated and overwhelmed. During assessment, the client reveals that their
partner controls finances, restricts contact with family, and has threatened to

report them to immigration authorities if they leave.

This case illustrates how cultural and systemic factors shape domestic violence
experiences. The client’s immigration status creates a significant barrier to seeking
help and increases vulnerability to coercive control. The psychologist must

approach this case with cultural humility and awareness of systemic inequities.

Assessment includes exploring the client’s cultural values, family expectations,
and fears related to immigration. The clinician must avoid assumptions and
instead ask open-ended questions to understand the client’s perspective. For
example, the client may prioritize family stability or fear community stigma, which

influences decision-making.
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Intervention involves providing information about resources that are safe for

individuals with immigration concerns, such as specialized advocacy organizations.

The psychologist also supports the client in developing a safety plan that accounts

for their unique circumstances.

Ethical considerations are central. The clinician must ensure that any referrals or
disclosures do not inadvertently increase risk. Confidentiality and informed
consent discussions should explicitly address the client’s concerns about legal

consequences.

This case underscores the importance of integrating cultural competence and

systemic awareness into clinical practice.

Case Example 4: Working with a Client Who Uses Violence

A 37-year-old client seeks therapy for anger management and relationship
difficulties. During sessions, the client admits to yelling, threatening, and
occasionally physically intimidating their partner. The client minimizes these

behaviors and attributes them to stress and provocation.

In this case, the psychologist must maintain a clear ethical stance that does not
collude with or minimize abusive behavior. Assessment includes evaluating the
pattern, severity, and context of the behavior, as well as the client’s level of

accountability.

Intervention focuses on increasing awareness of abusive patterns, challenging
cognitive distortions, and developing alternative coping strategies. The clinician
may incorporate elements of evidence-based batterer intervention approaches,

while remaining within their scope of practice.
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Safety remains a priority, even when the client is the one using violence. The
psychologist should assess risk to the partner and consider whether additional

steps, such as consultation or referral to specialized programs, are necessary.

This case highlights the complexity of working with individuals who use violence

and the importance of maintaining ethical clarity and accountability.

Case Example 5: Interdisciplinary Collaboration and High-Risk
Situation

A 31-year-old client presents with escalating domestic violence, including recent
threats with a weapon. The client expresses fear for their safety and the safety of

their children but is unsure how to proceed.

This high-risk case requires immediate and coordinated action. The psychologist
conducts a thorough risk assessment, including evaluation of lethality indicators
such as threats with weapons, escalation, and control behaviors. Safety planning is

prioritized, with specific strategies for emergency situations.

With the client’s informed consent, the psychologist facilitates connection with a
domestic violence shelter and legal services. Collaboration with other
professionals may include coordination with child protection services if required

by law.

The clinician must balance urgency with respect for the client’s autonomy,
ensuring that all steps are discussed and agreed upon. Documentation is detailed
and objective, reflecting the seriousness of the situation and the rationale for

interventions.

This case illustrates how interdisciplinary collaboration becomes essential in high-

risk scenarios and how psychologists function as part of a broader safety network.
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Clinical Decision-Making Across Cases

Across these cases, several themes emerge that are central to effective practice.
First, domestic violence must be understood as a pattern of behavior rather than
isolated incidents. Second, assessment is ongoing and must adapt to changing
circumstances. Third, interventions must prioritize safety while respecting
autonomy. Fourth, cultural and systemic factors must be integrated into all
aspects of care. Fifth, ethical considerations are not separate from clinical work

but are embedded in every decision.

Psychologists must also be comfortable with uncertainty. Not all cases will have
clear solutions, and clients may make choices that differ from the clinician’s
recommendations. The role of the psychologist is to provide information, support,
and a safe space for exploration, while maintaining a focus on safety and well-

being.

Bringing It All Together in Practice

As psychologists integrate knowledge from previous modules, they develop a
more nuanced and flexible approach to domestic violence. This includes
recognizing subtle forms of abuse, conducting thorough and culturally responsive
assessments, implementing evidence-based interventions, navigating ethical and

legal complexities, and collaborating effectively with other professionals.

Domestic violence work requires both technical competence and human
sensitivity. It involves understanding not only what to do, but how to do it in a way
that respects the client’s dignity and lived experience. Through continued
learning, consultation, and reflection, psychologists can strengthen their ability to
respond effectively to one of the most complex and impactful issues encountered

in clinical practice.
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Module 9: Cultural and Individual Diversity in
Domestic Violence Assessment and Intervention

Understanding Diversity as Central to Domestic Violence Practice

Cultural and individual diversity are not secondary considerations in domestic
violence work. They are central to how violence is experienced, interpreted,
disclosed, and treated. Psychologists must recognize that domestic violence
occurs across all populations, yet its meaning, expression, and consequences are
shaped by intersecting identities, including race, ethnicity, gender, sexual
orientation, socioeconomic status, immigration status, religion, disability, and age.
The American Psychological Association’s multicultural guidelines emphasize that
psychologists must actively engage in self-reflection, develop cultural knowledge,

and apply culturally responsive skills in all areas of practice.

Domestic violence does not occur in a vacuum. It is embedded within broader
social, cultural, and systemic contexts. These contexts influence both risk and
resilience. For example, cultural norms regarding gender roles may affect how
abuse is defined or tolerated, while systemic inequities such as racism or
immigration policy may influence access to support. McLeod et al. (2020)
emphasized that intimate partner violence must be understood as both a
psychological and social phenomenon, requiring attention to structural and

cultural factors in clinical work.

For psychologists, this means that effective assessment and intervention require
more than general clinical competence. They require the ability to understand
how culture and identity shape each client’s lived experience and to adapt care

accordingly.
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APA Multicultural Guidelines and Clinical Application

The APA Multicultural Guidelines (2017) provide a framework for culturally
competent practice that is directly applicable to domestic violence work. These
guidelines emphasize three core domains: awareness, knowledge, and skills.
Awareness involves recognizing one’s own cultural background, biases, and
assumptions. Knowledge involves understanding the cultural contexts of clients,
including historical and systemic influences. Skills involve the ability to apply this

awareness and knowledge in clinical interactions.

In domestic violence cases, these domains intersect continuously. For example, a
psychologist may hold implicit assumptions about why individuals remain in
abusive relationships. Without awareness, these assumptions can lead to
judgmental or oversimplified interpretations. With awareness and knowledge, the
psychologist can instead recognize that factors such as financial dependence,
cultural expectations, immigration status, and safety concerns all influence

decision-making.

Culturally responsive skills involve adapting communication, assessment, and
intervention strategies. This may include using culturally relevant language,
incorporating community resources, and modifying therapeutic approaches to
align with the client’s values. Ahrens et al. (2022) demonstrated that culturally
responsive services improve engagement and outcomes among survivors by

aligning interventions with cultural context.

Intersectionality and Compounded Vulnerability

Intersectionality refers to the way multiple identities interact to shape an
individual’s experience of privilege and oppression. In domestic violence work,
intersectionality is critical because clients often experience overlapping forms of

marginalization that increase vulnerability and complicate help-seeking.
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For example, an immigrant woman experiencing domestic violence may face
language barriers, fear of deportation, financial dependence, and social isolation
simultaneously. These factors do not operate independently. They interact to
create a unique and complex risk profile. Similarly, an LGBTQ+ client may face
stigma, lack of inclusive services, and threats of outing, which can be used as tools

of coercive control.

Research consistently shows that systemic and cultural factors influence both the
prevalence of domestic violence and access to services. Green and Satyen (2024)
found that cultural norms significantly affect whether survivors engage with

formal support systems, highlighting the importance of culturally informed care.

Psychologists must therefore move beyond single-axis thinking and consider how
intersecting identities shape each client’s experience. This approach improves

both assessment accuracy and intervention effectiveness.

Cultural Variations in the Meaning and Expression of Abuse

Cultural context influences how domestic violence is defined and experienced.
Behaviors that are recognized as abusive in one context may be normalized or
interpreted differently in another. For example, financial control or strict gender
role expectations may be viewed as normative in some cultural settings, making it

more difficult for individuals to identify these behaviors as abusive.

This does not mean that abuse is culturally acceptable. Rather, it highlights the
importance of understanding how cultural norms influence perception and
disclosure. Psychologists must be careful not to impose their own cultural
framework without exploration. Instead, they should ask open-ended questions to

understand how the client interprets their experiences.
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For instance, a clinician might ask, “How are decisions typically made in your
relationship?” or “What does respect look like in your cultural or family context?”
These questions allow the clinician to assess for power imbalance and control

without making assumptions.

At the same time, psychologists must maintain a clear ethical stance that
prioritizes safety and well-being. Cultural sensitivity does not mean accepting

harm. It means understanding context while still addressing abusive dynamics.

Barriers to Help-Seeking in Diverse Populations

Individuals from diverse backgrounds often face significant barriers to seeking
help for domestic violence. These barriers may include stigma, fear of
discrimination, lack of culturally competent services, language barriers, and
mistrust of institutions. In some cases, individuals may fear legal consequences,

such as deportation or loss of custody.

Gller et al. (2023) found that sociocultural norms play a major role in whether
individuals disclose abuse, with many survivors choosing not to seek help due to
fear of social consequences or lack of culturally appropriate resources. Similarly,
Milani and Leschied (2022) highlighted that service utilization among Muslim
women is influenced by cultural expectations and the perceived cultural

competence of providers.

Psychologists must actively work to reduce these barriers by creating an
environment that is inclusive, respectful, and responsive. This includes using
culturally appropriate language, offering interpreter services when needed, and

being transparent about confidentiality and reporting.
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Working with Specific Populations

Working with culturally diverse populations requires attention to the unique
experiences and needs of different groups. For example, immigrant clients may
require support related to legal and documentation issues, as well as culturally
specific advocacy services. LGBTQ+ clients may need affirming care that addresses
identity-related stressors and unique forms of abuse, such as threats of outing.
Indigenous populations may benefit from approaches that incorporate

community, cultural traditions, and historical context.

Research has also highlighted the importance of culturally specific interventions.
Satyen et al. (2022) found that interventions tailored to specific cultural groups
are more effective in addressing domestic violence and improving mental health
outcomes. Similarly, Edwards et al. (2025) emphasized the importance of
centering cultural strengths and community resources in prevention and

intervention efforts among Indigenous populations.

Psychologists should avoid a one-size-fits-all approach and instead tailor
interventions to the client’s cultural and individual context. This requires ongoing
learning and consultation, as no clinician can be fully knowledgeable about all

cultural groups.

Cultural Humility and the Therapeutic Relationship

Cultural competence is often described as a goal, but cultural humility is an
ongoing process. Cultural humility involves recognizing the limits of one’s
knowledge, remaining open to learning, and engaging in self-reflection. It shifts
the focus from mastering cultural facts to building respectful and collaborative

relationships.
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In domestic violence work, cultural humility is particularly important because
clients may have experienced judgment or misunderstanding in other settings. A
humble approach involves asking rather than assuming, listening actively, and

validating the client’s perspective.

For example, a psychologist might say, “I want to understand how your
background and experiences shape what you're going through. Can you tell me
what feels most important for me to know?” This approach invites collaboration

and respects the client’s expertise in their own experience.

Ethical Considerations in Diversity-Responsive Practice

Ethical practice requires psychologists to provide culturally competent care and to
avoid discrimination. This includes recognizing when personal biases may affect
clinical judgment and taking steps to address them through supervision,

consultation, or continuing education.

Confidentiality and informed consent must also be adapted to the client’s cultural
context. For example, in some cultures, family involvement in decision-making is
expected. Psychologists must navigate these expectations carefully, balancing

respect for cultural values with ethical obligations to maintain confidentiality.

Documentation should reflect cultural considerations without stereotyping or
making assumptions. Psychologists should describe relevant cultural factors in a

way that supports understanding and clinical decision-making.
Case Example: Cultural Complexity in Practice

A 38-year-old client from a collectivist cultural background presents with

symptoms of depression and anxiety. The client reports emotional abuse and
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financial control by their partner but expresses reluctance to seek help due to

concerns about family reputation and community stigma.

The psychologist begins by exploring the client’s cultural values and the role of
family in decision-making. Rather than framing the situation solely as individual
pathology, the clinician recognizes the broader social context. The client’s
reluctance to leave the relationship is understood as a complex decision

influenced by cultural expectations, not simply a lack of insight.

Intervention includes culturally sensitive psychoeducation, exploration of safe
support options, and development of a safety plan that aligns with the client’s
values. The psychologist may also explore culturally specific resources, or

community supports that the client feels comfortable accessing.

This case illustrates how culturally responsive care enhances both engagement

and effectiveness.

Integrating Diversity into Ongoing Practice

Cultural and individual diversity must be integrated into every stage of domestic
violence work, from assessment to intervention to collaboration. Psychologists

must remain committed to ongoing learning, self-reflection, and adaptation.

By embracing cultural humility and applying APA multicultural guidelines,

psychologists can provide care that is not only effective but also respectful,

inclusive, and ethically sound. This approach strengthens the therapeutic alliance,

improves outcomes, and ensures that all clients receive care that acknowledges

and honors their unique experiences.
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Module 10: Future Directions and Conclusion in
Domestic Violence Practice

Evolving Understanding of Domestic Violence in Psychological
Practice

The field of domestic violence research and clinical practice has evolved
significantly over the past several decades, yet important gaps remain.
Psychologists are now working within a more nuanced understanding of domestic
violence that extends beyond physical abuse to include coercive control,
psychological harm, technology-facilitated abuse, and systemic influences. This
broader conceptualization reflects advances in research and aligns with trauma-

informed and culturally responsive frameworks.

At the same time, emerging literature emphasizes that domestic violence is not
only an individual or relational issue but also a complex social and public health
problem. McLeod et al. (2020) highlighted that effective responses must integrate
psychological, social, and structural perspectives. This shift has important
implications for psychologists, who are increasingly expected to consider systemic
factors such as inequality, access to care, and cultural context in both assessment

and intervention.

Future directions in the field are shaped by the recognition that traditional
approaches, while valuable, are not sufficient on their own. There is a growing
need for innovation, interdisciplinary integration, and responsiveness to changing

societal conditions.
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Advancing Trauma-Informed and Survivor-Centered Care

One of the most significant directions in domestic violence practice is the
continued expansion of trauma-informed, survivor-centered care. While this
approach is already widely endorsed, research suggests that implementation
remains inconsistent across settings. Future efforts must focus on ensuring that
trauma-informed principles are not only understood conceptually but also applied

consistently in clinical practice.

This includes prioritizing safety, autonomy, collaboration, and empowerment in all
interactions with clients. It also involves recognizing the long-term and cumulative
impact of trauma, including complex trauma presentations. Holmes et al. (2022)
emphasized that exposure to domestic violence, particularly over time, has
significant psychological consequences, underscoring the need for interventions

that address both immediate safety and long-term recovery.

Future developments are likely to include more integrated treatment models that
combine trauma-focused therapy with advocacy, case management, and
community support. These models recognize that psychological healing cannot

occur in isolation from environmental safety and stability.

Integration of Technology in Assessment and Intervention

Technology is increasingly shaping both the risks associated with domestic
violence and the ways in which psychologists respond. Technology-facilitated
abuse, including digital surveillance, harassment, and control, has become a
significant concern. At the same time, digital tools offer new opportunities for
intervention, including telehealth, online support platforms, and mobile safety

planning applications.
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Future directions in this area will likely involve the development of more secure

and accessible digital interventions. However, psychologists must remain cautious
about the potential risks associated with technology use. For example, telehealth
sessions may not be safe if the client’s environment is being monitored. Clinicians

must assess these risks and adapt their practices accordingly.

Research also suggests that digital interventions may improve access to care for
underserved populations, including individuals in rural areas or those with limited
mobility. However, access to technology is itself influenced by socioeconomic

factors, highlighting the need for equitable implementation.

Enhancing Cultural Responsiveness and Equity

As discussed in previous modules, cultural and individual diversity are central to
domestic violence practice. Future directions in the field increasingly emphasize
equity, inclusion, and culturally grounded approaches. This includes not only
adapting interventions for diverse populations but also addressing systemic

barriers that limit access to care.

Recent research highlights the need for culturally specific interventions that
reflect the values, experiences, and needs of different communities. Spencer
(2025) noted that future efforts must prioritize survivor-centered and culturally
responsive approaches to effectively address domestic violence across

populations.

There is also growing recognition of the importance of addressing disparities in
service access and outcomes. Marginalized populations, including racial and
ethnic minorities, LGBTQ+ individuals, immigrants, and individuals with
disabilities, often face additional barriers to support. Future work must focus on
reducing these disparities through policy changes, community engagement, and

culturally informed practice.
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Improving Intervention Effectiveness and Outcome Measurement

Despite advances in intervention research, there is still limited consensus on
which approaches are most effective for different populations and contexts.
Trabold et al. (2020) noted that the field of domestic violence intervention

remains in development, with significant variability in outcomes across studies.

Future research is likely to focus on identifying which interventions work best for
whom, under what conditions. This includes the development of more rigorous
evaluation methods, as well as the use of culturally responsive and contextually
relevant outcome measures. Ravi et al. (2023) emphasized the importance of
developing assessment tools that accurately reflect diverse experiences of

domestic violence.

There is also a growing interest in prevention and early intervention. Rather than
focusing solely on responding to existing violence, future efforts may include
programs aimed at reducing risk factors, promoting healthy relationships, and

addressing underlying social determinants.

Strengthening Interdisciplinary and Systems-Based Approaches

The complexity of domestic violence requires collaboration across multiple
systems. Future directions in the field emphasize the importance of integrated,
systems-based approaches that involve healthcare, legal systems, social services,

and community organizations.

Portnoy and Bruce (2023) highlighted the need for improved coordination in
healthcare responses to domestic violence, noting that fragmented systems can
limit effectiveness. Interdisciplinary collaboration is expected to become

increasingly central to best practice, particularly in high-risk cases.
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For psychologists, this means developing skills in collaboration, consultation, and
systems navigation. It also involves understanding how different systems interact
and how these interactions affect clients. For example, involvement with legal or
child welfare systems may create both opportunities and risks for clients, requiring

careful ethical consideration.

Addressing Perpetration and Prevention

While much of domestic violence work focuses on survivors, there is increasing
recognition of the need to address perpetration and prevention. Research on
perpetrator interventions suggests that existing programs have mixed

effectiveness, highlighting the need for continued development and evaluation.

Future directions may include more individualized approaches to working with
individuals who use violence, as well as greater integration of mental health,
substance use, and trauma-informed frameworks. McDonagh et al. (2025)
emphasized the importance of understanding psychological predictors of

recidivism in order to improve intervention outcomes.

Prevention efforts are also likely to expand, focusing on early intervention,
education, and community-based strategies. These approaches aim to address the
root causes of domestic violence, including social norms, inequality, and exposure

to violence.

Ethical Challenges and Opportunities in Future Practice

As the field evolves, psychologists will continue to face complex ethical challenges.
Emerging issues such as technology use, data privacy, and interdisciplinary
collaboration require careful consideration. At the same time, evolving legal and

policy frameworks may create new responsibilities and expectations.
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Future practice will require psychologists to remain adaptable, informed, and
reflective. Ethical competence will involve not only adherence to established
principles but also the ability to navigate new and evolving situations. This

includes ongoing education, consultation, and engagement with professional

guidelines.

Final Integration and Conclusion

Domestic violence is one of the most complex and impactful issues encountered in
psychological practice. It intersects with mental health, trauma, culture, ethics,
and systems of care in ways that require thoughtful and informed responses.
Throughout this course, key themes have emerged, including the importance of
recognizing diverse forms of abuse, conducting comprehensive and culturally
responsive assessments, implementing evidence-based interventions, prioritizing

safety, and navigating ethical and legal responsibilities.

Future directions in the field build on these foundations while pushing toward
greater integration, innovation, and equity. Psychologists are uniquely positioned
to contribute to this work through clinical practice, research, advocacy, and
collaboration. By remaining committed to ongoing learning and reflective practice,
clinicians can continue to improve their ability to support individuals affected by

domestic violence.

Ultimately, effective domestic violence practice is not defined by a single
intervention or approach. It is defined by a commitment to understanding
complexity, respecting diversity, and prioritizing the safety and dignity of every
client. As the field continues to evolve, psychologists play a critical role in shaping

a more responsive, inclusive, and effective system of care.
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