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Introduction to the
Special Issue on Violence
Angela Moreland, Richard LeBeau,
and RaeAnn Anderson, UCLA

the Behavior Therapist has a long history of
thought-provoking special issues that draw its
members' attention to matters of the utmost
importance in our field. Recently, the editorial
team has focused on special issues that cover
topics we feel have not received sufficient atten-
tion at our Annual Convention or in our publi-
cations. Recent examples include special issues
on the role of psychologists as advocates for
marginalized populations (October 2020), sui-
cide prevention (December 2020), and Native
American Issues in Behavior Therapy and
Research (March and April 2021). We are
grateful for the opportunity to highlight these
issues of great clinical, scientific, and social
importance and hope that these special issues
generate meaningful discussion.

Our latest special issue is on the topic of vio-
lence. When we initially met to discuss this spe-
cial issue many months ago, we concluded that
it should explore topics related to violence that
extend beyond those typically discussed in our
field (e.g., developing and disseminating evi-
dence-based treatments for posttraumatic stress
disorder, understanding the sequelae of child-
hood abuse). Although these concerns are
undoubtedly important and worthy of our con-
tinued attention, there are many other aspects
of violence relevant to our roles as clinicians,
researchers, and policymakers that should be
explored.

To this end, we solicited broadly for this spe-
cial issue. We reached out to numerous Special
Interest Groups (SIGs) and posted on several
list serves focused on topics related to violence.
We were deeply impressed by the breadth,
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depth, and sheer quantity of the submis-
sions we received. In fact, there were so
many high-quality submissions that we
could not fit them all in a single issue. (Sev-
eral articles that were unable to be included
in this special issue will appear in the fall
issues of the journal.) Below, we briefly
review the epidemic of interpersonal vio-
lence and provide a brief summary of the
articles included in the special issue.

Why Focus on Violence?
Interpersonal violence is a pervasive

public health concern that plagues clini-
cians, researchers, and policymakers.
Approximately 3.3 million people in the
United States report being victims of inter-
personal violence annually, which includes
physical assault, sexual assault, and wit-
nessing community violence (Bureau of
Justice Statistics, 2019). Importantly, sev-
eral subpopulations report significantly
higher prevalence of interpersonal vio-
lence, including women, people of color,
and other marginalized populations. Vic-
tims of interpersonal violence are at
increased risk for a range of behavioral,
emotional, and physical health problems
which have been shown to cause lifelong
consequences if not addressed (Britt, 2001;
Janssen et al., 2021). Further, interpersonal
violence results in difficulties for the indi-
vidual who experienced the interpersonal
violence, but can also have tremendous
impact on the entire family unit (Stanley &
Humphries, 2017).

While decades of research have focused
on the overall prevalence and impact of
interpersonal violence, recent attention has
examined the impact of interpersonal vio-
lence on specific populations, longer-term
consequences, impact of comorbid mental
health disorders, and treatments to address
various forms of interpersonal violence.
Given the state of the literature and field of
interpersonal violence, this special issue
aims to highlight the exceptional work that
researchers and clinicians have conducted
to understand and treat interpersonal vio-
lence more broadly, while also beginning to
more carefully examine interpersonal vio-
lence impact and effective treatments
among at-risk subpopulations.

An Overview of the Special Issue
The first three articles in this special

issue focus on unique treatment
approaches to address interpersonal vio-
lence. Boniface and Grassetti (2021) specif-
ically describe a three-pronged treatment
approach to address the impact of intimate

partner violence on the entire family by
simultaneously targeting adult posttrau-
matic stress symptoms, child posttrau-
matic stress symptoms, and the parent-
child relationship. Dauria and colleagues
(2021) describe two efforts in their own
community to address domestic violence-
related homicide, which address the indi-
vidual needs of survivors and a system-
level approach to addressing the issue. The
authors describe the goals of the initiatives,
along with the accomplishments and
lessons learned. Given the overwhelming
need for effective mental health service
delivery during the COVID-19 pandemic,
coupled with increases in rates of interper-
sonal violence and difficulty accessing
mental health treatment during this time,
Salami and colleagues (2021) describe how
the use of technology can aid access to
mental health services for victims of inter-
personal violence. The authors describe
how the use of technology may have partic-
ular benefit to marginalized populations,
who may experience greater consequences
associated with the COVID-19 pandemic.

The remaining articles address an array
of unique and thought-provoking issues
related to interpersonal violence. Mii and
colleagues (2021) focus on adolescent
sexual reoffending within the family, which
is a critical type of interpersonal violence
that does not receive much attention in the
literature. Given the need for clinicians to
understand and assess for adolescent
sexual reoffending, the article outlines
challenges to assessment, prevention of
recidivism, and family reunification.
Yenne and colleagues (2021) define and
describe maternal filicide, which is a type of
interpersonal violence that is often misun-
derstood by clinicians and the general pop-
ulation. The authors describe maternal fili-
cide, then outline a specific treatment
approach and the lessons learned from
implementing this approach. Finally,
Rieger and Allen’s (2021) commentary
calls on all of us in the field to examine and
challenge how we conceptualize and
address the pervasive problem of gender-
based violence. Their commentary con-
cludes by providing concrete tools that can
aid clinicians and researchers as they
rethink gender-based violence.

We hope that these articles serve as an
impetus for reflection and discussion, par-
ticularly with regard to our roles in pre-
venting and treating issues related to inter-
personal violence. We would like to express
our deep gratitude to all of the individuals
who contributed to this issue by authoring,
reviewing, and editing these manuscripts.
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NEARLY 20 AMERICANS per minute are
physically abused by an intimate partner
(Centers for Disease Control and Preven-
tion; CDC, 2011). Intimate Partner Vio-
lence (IPV) is a highly prevalent form of
violence that impacts 10 million people in
the United States each year (Niolon et al.,
2017). This number includes not only adult
women, who comprise the majority of
direct IPV victims (Truman & Morgan,
2014), but also the 3.2 million children who
are exposed to IPV (Stiles, 2002), since 90%
of families who experience IPV report that
a child has witnessed the violence (Hamby
et al., 2011). In the context of a global pan-
demic that is keeping families at home
without typical external connections, the
risk of IPV has increased and IPV rates for
2020–2021 are expected to exceed 10 mil-
lion (SAMHSA, 2020). Women and chil-
dren may be at a greater risk for IPV than
ever before.

IPV can have serious mental health
consequences, such as posttraumatic stress
disorder (PTSD), both for adults who expe-
rience the violence directly and for children
who witness or learn about it. While effec-
tive treatments for PTSD exist, these treat-
ments are suboptimal in addressing the
complex needs of families contending with
IPV. Specifically, the most effective thera-
peutic services target either adult PTSD
symptoms or child PTSD symptoms and
the parent-child relationship (while refer-
ring adults out for their own treatment).
Thus, needed comprehensive services may
be underutilized by families who have
experienced IPV because scheduling multi-
ple appointments with different providers
is a barrier to treatment, especially consid-
ering that some women who have experi-
enced IPV may be single parents who do
not have childcare available during their
own therapy appointments. In fact, exist-
ing research suggests that logistic barriers
have the greatest impact on whether or not

clients will begin cognitive behavioral ther-
apy (Trusz et al, 2011). Current effective
approaches can become more accessible to
families that need them when they are opti-
mized to provide comprehensive care for
adult and child victims of IPV in one treat-
ment.

The current paper draws from existing
evidence-based models to introduce a new
model, the Two Generation Approach to
Trauma (2G4T) treatment, that may opti-
mize care for families in which multiple
members are experiencing posttraumatic
stress (PTS) symptoms following IPV.
While not all victims of IPV develop a full
PTSD diagnosis, the 2G4T treatment seeks
to be inclusive of all PTS symptoms and to
be as accessible as possible given the perva-
siveness, complexity, and breadth of IPV.
The current article will further refer to
posttraumatic and other trauma-related
symptoms as PTS. A 2Generation (2Gen)
approach targets individual and family
needs simultaneously by providing simul-
taneously offered therapeutic service for
children and adults where the whole family
can thrive together. 2Gen is based on a
clear theory of change but has yet to be
tested in clinical settings. Given the strong
theoretical rationale for 2Gen, it is critical
to explore the model’s clinical potential as
an optimizing means of increasing treat-
ment access for families struggling with
IPV and its many negative outcomes.

Psychological Consequences
for IPV Victims

IPV is a form of trauma that creates risk
for a wide range of mental health concerns
in both adult women who directly experi-
ence IPV (Lagdon et al., 2014) and in chil-
dren who witness IPV (Carlson, 2000; Haj-
Yahia et al., 2019; Wood & Sommers,
2011). PTSD is one of the many mental
health concerns for victims of IPV. While
the lifetime prevalence rates of PTSD diag-

nosis in the United States general popula-
tion is around 7% (Kessler et al., 2005),
prevalence has been estimated to be as high
as 64%–84% among abused adult women
(Pico-Alfonso, 2005). Limited research
exists around the prevalence of PTSD in
children who have experienced IPV. From
the studies completed results are similar;
approximately 5%–10% of children in vio-
lent homes develop a full PTSD diagnosis
(Graham-Bermann & Levendosky, 1998;
Lehmann, 1997). Authors make an impor-
tant distinction that nearly 75% of children
demonstrate functionally significant intru-
sive memories and symptoms of hyper-
arousal, core features of PTSD, without
meeting full diagnostic criteria (Leven-
dowsky et al., 2002). These findings sup-
port 2G4T’s efforts to be inclusive of indi-
viduals who meet full criteria for PTSD as
well as those demonstrating PTS. Further,
recent research shows similarities in PTS
across parent-child dyads in families who
have experienced IPV (Galano et al., 2020).
The data are clear—IPV is harmful and
parents and children’s functioning is inter-
twined in families that experience IPV.
Furthermore, there is evidence that these
experiences in childhood are impactful to
later functioning; children who witness
IPV are more likely to become victims or
perpetrators of violence including later in
life with their own intimate partners
(Ehrensaft et al., 2003). It is important to
understand the intergenerational transmis-
sion of IPV and to optimize strategies for
effectively intervening.

Theoretical Mechanisms Describing
Risk Transmission

Social Learning Theory
For decades, Social Learning Theory

(SLT; Bandura, 1973) and the Intergenera-
tional Transmission of Violence Theory
(IGT; Hamby et al., 2011; Powers et al.,
2017; Straus et al., 1980) have helped to
explain why children who witness violent
behaviors at home are more likely to
demonstrate behavioral problems in child-
hood (Cox et al., 2003; English et al., 2009;
Ybarra et al., 2007) and to become victims
or perpetrators of violence later in life,
including with their own partners (Ehren-
saft et al., 2003). Through observational
learning, children understand violent
behavior as a strategy for navigating con-
flict and they repeat this behavior when
faced with their own conflicts.

IPV also affects children indirectly
through its impact on parenting behaviors.
IPV has been found to be associated with
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the victimized parent’s aggressive and
neglectful parenting practices (Ogbonnaya
et al., 2019). Graham-Bermann and col-
leagues (2009) found that parenting behav-
iors matter; parenting behaviors predicted
resilience in children who were exposed to
IPV such that victimized mothers who
reported better parenting skills were more
likely to have resilient children.

Cognitive Theory
In addition to providing salient models

of violence as a behavior strategy for navi-
gating conflict and impacting parenting
behavior, IPV may contribute to risk for
later IPV through cognitive mechanisms
(Powers et al., 2017). Adults who have
experienced IPV report shame, self-defeat-
ing thoughts, and a belief that they are
powerless to change the situation (Flynn &
Graham, 2010; Liang et al., 2005). Experi-
encing IPV also impacts adults’ beliefs
about themselves as parents—when a
parent is traumatized, they are no longer
able to see themselves as a loving and able
caregiver, which can result in their being
unable to respond behaviorally to the needs
of their child (Almqvist & Broberg, 2003).
It is common for victims of IPV to become
isolated from the rest of the world, cut off
from friends, family, and other social sup-
ports (Lanier & Maume, 2009). Victims
may perceive themselves to be alone and
helpless, even if family or friends attempt to
help. This type of isolation, fear, and lone-
liness may contribute to the belief that they
are inadequate as a parent or even that their
child may be better off without them. These
harmful thoughts are not only crippling for
the parent’s well-being, but further frac-
tures the parent-child relationship.

Similarly, children who have witnessed
IPV may experience thoughts of helpless-
ness, a belief they are somehow different
from peers, or thoughts of being unworthy
of love (Wood & Sommers, 2011). These
distracting, unhelpful thoughts may be one
reason that children who have been
exposed to IPV experience significant diffi-
culties at school, even compared to chil-
dren who have experienced other forms of
trauma (Kiesel et al., 2016).

Attachment Theory
Attachment theory (Bowlby, 1969; Lev-

endosky et al., 2012) provides an addi-
tional theoretical framework to understand
the importance of the parent-child dyad in
protecting children against traumatic stress
after exposure to IPV. Attachment theory
proposes that most children form secure
bonds with their caregivers early in life.

When caregivers are sensitive and respon-
sive to children’s needs, children internal-
ize a belief that they are safe and protected.
This understanding facilitates the ability to
explore the environment and take risks. A
secure attachment serves as a protective
factor against mental health difficulties like
posttraumatic stress (Daud et al., 2005).
Recent attachment theorists suggest that
IPV in a home can disrupt the secure
attachment and harm a mother’s internal
response to her child (Cannon et al., 2009;
Levendosky et al., 2012). Mothers may view
their children as helpless, leading to over-
protective and shameful parental
responses. Alternately, mothers may view
the child as hostile or similar to her perpe-
trator, leading to her rejecting the child.
This failure of appropriate parental
response triggers an increase in the trau-
matized child’s negative posttraumatic
stress symptoms (Ainsworth,1973;
Almqvist & Broberg, 2003; Bowlby,1977),
making it more likely that child will grow
to develop a full PTSD diagnosis and,
potentially, experience violence in their
own relationships with intimate partners.

Current Treatments
Adult Trauma Treatments

Fortunately, evidence-based psycholog-
ical therapy reduces PTSD and other
trauma-related symptoms in children and
adults (Cohen et al., 2006). For adults,
CBTs such as Prolonged Exposure (PE; Foa
et al., 2007) and Cognitive Processing
Therapy (CPT; Monson et al., 2014) have
demonstrated effectiveness in reducing
PTSD symptoms (Benuto & Bennett, 2015;
Bradley et al., 2005; Dorrepaal et al., 2014).
These treatments focus on teaching adults
to regulate their emotions and behaviors by
challenging negative and dysfunctional
thinking, increasing relaxation skill devel-
opment, and processing traumatic events
to change avoidance and arousal responses.
Adults are typically seen one-on-one with
a trained clinician once or twice per week
for approximately 60 to 90 minutes per ses-
sion. Usual treatments range from 8 to 15
sessions over a period of 2 to 3 months.

Child and Family Trauma Treatments
There is also strong support for psycho-

logical interventions to address PTSD and
trauma-related symptoms among children
and a wealth of literature that emphasizes
the importance of parent involvement in
children’s treatment (Graham-Bermann et
al., 2007; McLaughlin & Lambert, 2017;
Overbeek et al., 2017). Current evidence-

based practices such as Trauma-Focused
Cognitive Behavioral Therapy (TF-CBT;
Cohen & Mannarino, 2008), Parent Child
Interaction Therapy (PCIT; Borrego Jr. et
al., 2008; Eyberg, 1988), and Child-Parent
Psychotherapy (CPP; Lieberman, 2004)
each include parents in the treatment with
the child. Child and parent components
include psychoeducation about trauma,
parental skill training and development,
and exposure activities that help the child
describe and process the traumatic events
they have experienced. The parent works
with a clinician to practice skills learned
with the child and process the traumatic
events the child has shared or expressed.
Each treatment has shown to effectively
reduce PTS while increasing the parent’s
skill to manage their child’s traumatic
symptoms appropriately. Similar to adult
treatments, these treatments consist of
weekly 60- to 90-minute sessions ranging
from 3, 6, to almost 12 months of treat-
ment, depending on client progress and
treatment adherence.

Current Treatment Limitations
Despite the existence of these effective

therapies, it may be challenging for families
who have experienced IPV to access com-
prehensive care for multiple members of
the family (Kazlauskas, 2017). Community
practice does not always reflect the prac-
tices that are supported by research (Reid
et al., 2017). Even when community practi-
tioners do offer evidence-based treatments,
these treatments can be costly (Southam-
Gerow et al., 2012; Stewart et al., 2012), too
few practitioners are available to meet the
need for services (Stewart et al.), and fami-
lies experiencing adversity like IPV may
encounter significant logistic barriers (e.g.,
lack of available childcare from a co-parent
while they pursue their own treatment).

When families can access effective
PTSD treatments, they may find that exist-
ing treatment approaches have a limited
ability to comprehensively meet the com-
plex needs of families that have experience
IPV. For example, adult-focused treat-
ments do not specifically target parenting
skills that could help adults effectively sup-
port their trauma-exposed children. Child-
focused treatments do include parents but
focus on parenting skills without address-
ing the parent’s own mental health needs.
Parents are, instead, referred out for their
own treatment with another provider. The
need to schedule additional appointments
with other providers while also contending
with regular access barriers (time, cost,
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available childcare) may deter some
women who have experienced IPV from
fully utilizing therapeutic services that are
likely to be helpful (e.g., a mother opting to
enroll a child in therapy while foregoing
her own treatment due to logistical barri-
ers). Treatment developers must work to
optimize existing effective treatments to
better serve families that have experienced
IPV.

A 2Generational Approach
Introduction to 2Gen

A 2Gen approach is a method by which
children and parents are treated simultane-
ously to target intergenerational problems
and promote family stability (Department
of Education, 2016). The rationale for the
2Gen approach is based in the theory of
multiplier effects (Crul et al., 2017). When
a parent and child participate in services
together, the parent is to be spurred on by
their child’s treatment success. Parents
work harder, pursue their own betterment
of self, and seek their own success whether
it be education, employment, or substance
recovery. Additionally, the parent’s
improvements expose the child to better
living conditions and enhance the parent-
child relationship. Ultimately, the parent
and child receive increased treatment ben-
efits from these multiplier effects when
seen together that they would not be able to
achieve if they were treated separately.

Historical Background
Policymakers across the U.S. have been

at the forefront in support of 2Gen strate-
gies to combat impacts of adversity such as
poverty, inequality in education, and sub-
stance abuse (Mosel et al., 2015). Early
2Gen approach programs were piloted by
public agencies in an effort to inform
public policy (Mosel et al.; Department of
Education, 2016). The first wave of “Two-
Generation 1.0” programs (McLanahan et
al., 2014) focused on early childhood, with
the occasional program providing adult
education or job training. Another wave of
programs targeted young mothers and
their children to reduce long-term welfare
participation (Bronfenbrenner et al., 1984;
Ceci & Bronfenbrenner, 1985; National
Head Start Association, 2015). Currently,
there has a been a revitalization of 2Gen
programs. These “Two-Generation 2.0”
programs (McLanahan et al.) expand upon
the work of the first generation, aiming to
test whether these programs improve out-
comes for families (Mosel et al.).

Preliminary Findings
Program 1
The Chicago Young Parents Program

(CYPP; Burkhardt et al., 2020) is a 35-week
parent engagement, youth development,
education and employment program
designed by the Chicago Department of
Family and Support Services (DFSS) and
SGA Youth Family Services. The program
combined comprehensive Head Start pro-
gramming with youth employment and
mentoring for participants’ children and
their families. CYPP targeted 16- to 24-
year-old parents of children ages 0–5 who
were enrolled in Head Start programs. The
goal of CYPP was to address the complex
career, education, and developmental
needs of both the parents and children to
complete the 2Gen service modality. The
program was implemented during a 3-year
period from 2016 to 2018. The program
evaluation of the results demonstrates the
CYPP program was associated with
improvement in young parents’ education,
personal growth, employment, and parent-
ing (Burkhardt et al.).

Program 2
Kids Club and Mom’s Empowerment

Group (KCME; Graham-Bermann et al.,
2007) was designed to target women and
children who have experienced IPV.
KCME is held in a community setting con-
sisting of two separate groups held on the
same night, one for children and one for
mothers. Children learn to develop a sense
of safety, increase emotion regulation skills
and interpersonal relationship skill build-
ing. The parenting group program is a
chance for mothers to be empowered by
discussing the way IPV has impacted their
child’s development, learn parenting skills,
and discuss their parenting concerns in a
supportive group setting.

A controlled trial, conducted with 110
boys and 111 girls, consisted of a child-only
condition (CO), child-plus-mother condi-
tion (CM), and a wait-list comparison that
did not receive treatment. Researchers
gathered measures of family violence, child
adjustment problems, social desirability,
and children’s attitudes and beliefs about
the acceptability of family violence. Results
indicate the CM condition was superior to
the CO and wait-list control in reducing
the percentage of children in the clinical
range on the adjustment measure
(Graham-Bermann et al., 2007). Addition-
ally, after an 8-month follow-up the CM
condition showed the greatest improve-
ment over time in externalizing problems
and attitudes about violence. While this

program is a step in the right direction for
addressing the needs of trauma-exposed
families, no data exist to indicate whether
this treatment helps to reduce PTS symp-
toms among participants.

Future Directions
It is clear from the literature that par-

ents’ mental health protects children from
the risk associated with exposure to IPV.
Outcomes for children in trauma treat-
ment are significantly improved when par-
ents participate (Brown et al., 2020). Fur-
ther, concurrent treatment for parents and
children may improve parents’ access to
their own care because it mitigates the bar-
rier of needing to arrange childcare while
attending therapy appointments. Working
at the large level of public policy change,
the 2Gen approach has garnered signifi-
cant support from policymakers through-
out the U.S. Despite the work that has been
done, there remains a lack of clinically ori-
ented treatment utilizing the 2Gen modal-
ity.

To date, there has been little research
conducted on the effectiveness of the 2Gen
approach to treating posttraumatic stress,
despite the strong rationale for doing so. In
our future work, we plan to pilot 2G4T to
put this theoretical model into practice. We
look to expand on the preliminary findings
of KCME to fill the gap in the 2Gen litera-
ture. While KCME conducts parent-child
empowerment groups simultaneously,
there remains a lack of clinically trauma-
focused treatment to reduce PTS. Utilizing
the same group-style format, the 2G4T
treatment program will look to assess PTS
for both children and adults as well as
parental stress, competence and sense of
efficacy in their child’s ability to make pos-
itive changes. Additionally, the groups will
allow for children and adults to meet sepa-
rately for 60 minutes then together for an
additional 30 minutes to enhance parent-
child relations and parenting skills.

While the theoretical benefit of 2Gen
approaches is clear, we have not yet tested
whether 2Gen approaches improve access
for families that have experienced IPV. If
such approaches do improve access, we
would expect to observe a higher service
utilization among families who have expe-
rienced IPV. Moreover, we would expect
these families to report higher satisfaction
with services. Offering services in the
modality and at the times most needed by
our clients is consistent with client-cen-
tered care and can optimize outcomes for
families who have experienced IPV by
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making effective therapeutic services more
accessible. Furthermore, these services can
be more impactful by addressing clinical
outcomes in multiple family members
(decreases in parent and child psychologi-
cal symptoms) and enhancing the parent-
child relationship. We expect this innova-
tive 2G4T treatment modality can help to
address the gap in the literature to enhance
our scientific understanding of the range of
the 2Gen efficacy as well as aid in the
needed treatment of intergenerational
trauma among families facing IPV. Such
advancements are required to meet the
needs of a postpandemic society.
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DOMESTIC VIOLENCE (DV) is a complex
public health problem that encompasses
physical violence, sexual violence, stalking,
and psychological aggression (Breiding et
al., 2015). Intimate partner violence, which
specifically refers to DV by a current or
former romantic partner, is widely preva-
lent in the U.S. Throughout their life,
roughly 1 in 4 women and 1 in 10 men
report experiences of intimate partner vio-
lence, with the majority of survivors
reporting their first experience of violence
occurring before the age of 25 (Smith et al.,
2018).

There are a variety of negative physical
and mental health sequelae resulting from
experiences of DV (Black, 2011; Smith et
al., 2018). Long-term physical conse-
quences include respiratory conditions
(e.g., asthma, bronchitis), gynecological
and urinary problems (e.g., urinary tract
infections; Loxton et al., 2006), and trau-
matic brain injury (TBI) from head injuries
and strangulation (Baxter & Hellewell,
2019; Kwako et al., 2011). Mental health
consequences include major depressive
disorder and posttraumatic stress disorder
(Ahmadzad-Asl et al., 2016; Stein &

CLINICAL PRACTICE FORUM

Collaborative Approaches to Reduce Domestic
Violence–Related Homicide: Program
Description, Outcomes and Lessons Learned
Emily F. Dauria and Lakshmi Gopalakrishnan, University of
California, San Francisco

Alexandra Madsen, Contra Costa Alliance to End Abuse, Martinez, CA

Christopher A. Rodriguez, University of California, San Francisco

Ashley Palomino, STAND! for Families Free of Violence, Concord, CA

Rhonda James, STAND! for Families Free of Violence, Concord, CA,
and Contra Costa Family Justice Center, Concord, CA

Reina Sandoval-Beverly, STAND! for Families Free of Violence,
Concord, CA

Susun Kim and Natalie Oleas, Contra Costa Family Justice Center,
Concord, CA

216 the Behavior Therapist



R E D U C E D O M E S T I C V I O L E N C E H O M I C I D E

June • 2021 217

Kennedy, 2001), postpartum depression
(Adamu & Adinew, 2018), and anxiety
(Ahmadzad-Asl et al.). Domestic violence
is also associated with an increased risk of
attempted suicide among victims (Indu et
al., 2020; Kavak et al., 2018). Evidence sug-
gests that there is an association between
victimization and/or perpetration of DV
and completed suicides, however, the
strength and reliability of the evidence
remains unclear in the context of cross-cul-
tural definitions of DV and potential medi-
ating factors (MacIsaac et al., 2017). In
addition to these complex physical and
mental health consequences, survivors of
DV also experience economic and social
harms (e.g., financial consequence of job
loss, legal services, and/or higher health-
care service utilization) (Waters et al.,
2004).

One particularly profound consequence
of DV is homicide, specifically femicide, or
the killing of a woman because of her
gender (Campbell et al., 1998). Femicide is
often the culmination of ongoing violence
but the lack of systemic definitions and
data (on the victim-offender relationship
and homicide intent) has made it challeng-
ing to understand the scope of femicide
(Campbell & Runyan, 1998; Stockl et al.,
2013). One systematic review found that
globally, more than one-third of femicides
were committed by intimate partners with
prevalence rates being higher in Southeast
Asia (59%), the Americas (41%), and
Africa (40%) (Stöckl et al., 2013). In the
U.S., DV-related homicides constitute 40%
to 50% of all femicides (Campbell et al.,
2003; Catalano et al., 2009; Cooper &
Smith, 2011). Risk factors for DV-related
homicide are history of DV, stalking, and
estrangement (particularly the combina-
tion of physical and legal separation), his-
tory of violence by perpetrator, survivor
and perpetrator substance use, access and
availability to guns, strangulation, and
abuse during pregnancy (Aldridge &
Browne, 2003; Campbell et al., 2007;
Campbell et al., 2003).

Strangulation, or the external compres-
sion of the blood vessels of the neck causing
reduced blood flow to or from the brain, is
a particularly dangerous form of DV that
can increase the risk of homicide (Wilbur
et al., 2001). Data from a case control study
demonstrated that women who experi-
enced strangulation by a partner/ex-part-
ner were 7.5 times more likely to be homi-
cide victims as compared women who did
not experience strangulation (Glass et al.,
2008). Another study of women who had
been strangled in abusive relationships

found that 87% of women had been threat-
ened with death by their abuser; 70%
believed they were going to die (Wilbur et
al., 2001). Despite the high prevalence of
strangulation and prior history of DV
among strangulation victims, studies
examining victim and system-partner (law
enforcement and DV service provider)
understanding and response to strangula-
tion have identified a lack of awareness
about the impacts and severity of strangu-
lation and resulting TBI among victims
and system-stakeholders alike (Haag et al.,
2019; Higbee et al., 2019; Nemeth et al.,
2019). Further, unlike other lethal mecha-
nisms of DV (e.g., assault with a firearm)
evidence of strangulation is hard to detect
and document by untrained law enforce-
ment and medical professionals, due to a
lack of visible external injuries (Armstrong
& Strack, 2016). Until recently, nonfatal
strangulation was not treated as a serious
crime, often being prosecuted as a simple
misdemeanor (Training Institute on Stran-
gulation Prevention, 2020). Combined,
these factors impede life-saving service
linkage for survivors and successful legal
prosecution (Armstrong & Strack).

Survivors and perpetrators interface
with numerous systems as a result of a DV
incident (Campbell et al., 2007). One study
examining femicide and attempted femi-
cide across 11 U.S. cities found that while a
small proportion of women directly
reached out to DV crisis lines or shelters
(2.5%) in the year preceding the woman’s
death, 42% of women were seen by a health
care provider, 25% reported visiting a
provider for mental health problems; 30%
of women who reported being stalked or
harassed reached out to law enforcement
and 44% of perpetrators were arrested in
the year leading to homicide (Sharps et al.,
2001). Thus, policymakers, practitioners,
and researchers suggest that collaborative
community partnerships between law
enforcement, criminal legal partners, med-
ical professionals, psychologists, social
workers, and DV social service providers
could enhance existing services for sur-
vivors, reduce injury, and prevent DV-
related homicides (Giacomazzi & Smithey,
2004; Reuland et al., 2006; Wilson & Web-
sdale, 2006). Jurisdictions that implement
a coordinated community response to DV
make more felony arrests of offenders
(Bledsoe et al., 2006) and have an increased
likelihood that DV survivors will seek help
from the criminal legal system in the future
(Smith Stover, 2012). Similar, multidisci-
plinary team approaches have been suc-
cessful in addressing other, related areas,

including investigating child abuse
through Child Advocacy Centers (U.S.
Department of Justice, 2000).

The purpose of the present article is to
describe the work of two multidisciplinary,
collaborative initiatives that share the goal
of reducing the incidence of DV-related
homicide. The first, the Domestic Violence
Multidisciplinary Team (DV MDT), lever-
ages a system of agencies to reduce the risk
of lethality at the individual level by
addressing needs via case planning and
support to a high-risk domestic violence
survivor. While the second collaborative
work group, the Strangulation Task Force
(STF), employs a system-level approach to
identify effective practices and resource
gaps in order to create a cohesive plan for
supporting DV survivors who have experi-
enced strangulation.

Program Description
Setting and Context

The average number of women (35%)
and men (31%) in California who survive
DV annually is comparable to national esti-
mates (37% and 31% of women and men,
respectively; Smith et al., 2018). The Cali-
fornia Department of Justice recorded
more than 150,000 annual DV-related calls
to law enforcement between 2005 and 2014
(Becerra, 2019). From 2010 to 2019, 8% to
12% of all homicides in the state were
related to DV (Becerra), compared to the
nearly 16% of DV-related homicides
occurring nationwide in 2016 (Ertl et al.,
2019).

Contra Costa County is located in
northern California in the East Bay region
of the San Francisco Bay Area. The county
is large geographically (804 square miles)
and its population of roughly 1.15 million
is racially and ethnically diverse (i.e., ~10%
Black, 18% Asian, and 26% Hispanic; U.S.
Census, 2021). The county is comprised of
26 law enforcement jurisdictions. In 2015,
with funding from the Department of Jus-
tice, through the Office on Violence
Against Women, Contra Costa County was
selected as one of four sites nationally to
implement a program intended to reduce
DV homicides. This program, the Lethality
Assessment Program (LAP), provides a
brief and effective protocol for law enforce-
ment and other community professionals
to identify survivors of DV who are at the
highest risk of being seriously injured or
killed (via a brief screening tool), and
immediately connect them to community-
based DV supportive services (Maryland
Network Against Domestic Violence,



D A U R I A E T A L .

218 the Behavior Therapist

2020). During this implementation period,
two pieces of legislation were passed:
Senate Bills 40 and 1331. Senate Bill 40
(SB40), passed in response to the severity of
strangulation in DV cases, requires that law
enforcement responding to a DV incident
(a) inform the survivor that strangulation
may cause internal injuries and (b) encour-
age the survivor to seek medical attention
(California Legislative Information, 2020).
Senate Bill (SB1331) requires that law
enforcement officers receive DV-specific
training that includes procedures and tech-
niques for assessing for lethality (California
Legislative Information, 2018). To support
county-wide programmatic and policy
efforts to prevent DV-related homicide, a
group of law enforcement, service-
providers, and criminal legal partners
developed the two DV task forces in an
effort to address individual survivors’
needs (DV MDT) and system-level
responses (Strangulation Task Force). The
participating agencies and systems had
some contact with each other prior to LAP
implementation; however, they largely
operated to serve survivors within their
own systems, in isolation from each other.
In this context, cross-system communica-
tion was episodic, focusing on one case at a
time. The LAP and the resulting multidis-
ciplinary teams formalized these relation-
ships, establishing a cross-systems partner-
ship that facilitated dialogue on developing
a more cohesive county-wide response to

addressing DV. Below we present a
description of each collaborative group,
highlighting the timeline, goals, activities,
and accomplishments (Figure 1).

Domestic Violence Multidisciplinary
Team (DV MDT)

Developed in 2016, the purpose of the
DV MDT is to review complex DV cases
that may benefit from additional resources.
Complex DV cases are those where the sur-
vivor is experiencing significant barriers
accessing supports and services (e.g., lim-
ited social support, language access, or
immigration status issues) and/or the client
is identified as being at high risk for DV-
related lethality (as indicated on their LAP
screener). The DV MDT is survivor-
driven, such that the survivor and their
goals are at the center of the team’s discus-
sions. Meetings are comprised of represen-
tatives from law enforcement, county agen-
cies, and service providers. DV case
nominations (<4 per meeting) are made by
any of the participating agencies. In
advance of the meeting, the nominating
agency meets with the survivor to obtain
their consent, gather background informa-
tion, and to identify goals related to their
safety and connection to services. Survivor
goals are categorized into five domains: (a)
civil/legal; (b) health and mental health; (c)
law enforcement and criminal court; (d)
parent and children’s goals; (e) safety net
(financial and self-sufficiency). Each

member of the DV MDT is given case
information and asked to review their data-
base to identify relevant information in
advance of the case being presented,
including to identify what services and
resources the survivor has already been
connected to. In the instances when a
client’s consent is unable to be obtained
prior to the meeting (e.g., because the client
cannot be contacted), the DV MDT dis-
cusses the case without any identifying
information to organize services and sup-
port for the client and their needs.

Goals
The DV MDT operates in pursuit of

short- and long-term goals. Short-term
goals (to be achieved in the first year), are
as follows: (1) review >25 high-risk DV
cases; (2) ensure that >35% of reviewed
cases were from a high-incident, low-
resource region of the county; (3) close
>75% of cases within 3 months of nomina-
tion as a result of survivor’s goals being
met; (4) reduce the incidence of re-assault
(<10%) during the case review time frame.
While addressing the short-term goals of
each of the survivors, the DV MDT is
simultaneously making progress towards
their long-term goals, which include: (1)
improve the number of services available to
high-risk DV survivors in the county; (2)
offer a wider range of culturally responsive
services; (3) expand the geographic reach
of DV services throughout the county; (4)
enhance cross-sector collaboration and

Figure 1. Overview of Collaborative Team Timelines and Activities (2016-2020)
Note. Figure 1 provides an overview of the activities that each of the two multidisciplinary, collaborative initiatives engaged in in the
context of relevant policy and programmatic changes from 2016 to 2020. Activities the Strangulation Task Force (STF) engaged in
began in 2019, and are presented in the top half of the figure (above the dated timeline). The activities of the Domestic Violence Mul-
tidisciplinary Team (DV MDT) began in 2016 and are presented in the lower half of the figure (activities presented below the
dated timeline).



knowledge about supports and services
available to DV survivors; (5) identify DV-
specific programmatic gaps across partici-
pating systems.

Activities and Accomplishments
Figure 2 provides an overview of DV

MDT meetings, including the number of
cases reviewed and closed, and number of
survivor connections to partner agencies.
From 2016 to 2020, over the course of 51
meetings, the DV MDT reviewed 118 high-
risk or complex DV cases. Survivors were
connected to a total 301 partner-agencies.
Of the cases closed for review, an average of
60% of goals set by survivors were achieved
(range: 50% [2018] to 78% [2019]). Figure
3 presents a brief case study highlighting
the success of one DV survivor whose case
was reviewed. The case study highlights the
variety of agencies involved and the
breadth of services and support provided
by the DV MDT, including therapeutic ser-
vices.

The membership of the DV MDT has
grown considerably over the course of its
implementation, reflecting both an
increase in size (i.e., number of members)
and sector coverage. At the start of the DV
MDT, the collaborative included 146
members from 26 agencies, with represen-
tation from a DV service agency (n = 1),
police departments (n = 5), criminal legal
agencies (e.g., Probation Department; n =
8), social service agencies (e.g., Counseling
Options and Parent Education [C.O.P.E.];
n = 14), county agencies (e.g., Adult Pro-
tective Services; n = 4), and health care
organizations (e.g., Kaiser Permanente; n =
1). Individual members from these agen-
cies include social workers and clinicians.
In 2020, the number of participating agen-
cies increased to 102. DV MDT agency
membership grew through a combination
of targeted outreach to agencies in under-
represented regions of the county, program
and policy implementation (i.e., LAP and
SB40), word of mouth from participating
agencies, and use of video conferencing
(e.g., Zoom) to facilitate meeting atten-
dance. The expansion of the DV MDT has
allowed the working group to identify a
number of broader, system-wide issues,
including the need for additional training
on DV for key stakeholders in reducing DV
in the county (e.g., judges), challenges
identifying high-risk DV cases (e.g., not all
law enforcement departments use LAP),
and discrepancies in mandated child abuse
reporting (resulting from DV incidents)
that might limit disclosure of DV across
agencies and systems.

Notably, in line with the stated goals,
the monthly meetings also allow for learn-
ing opportunities for the DV MDT mem-
bership. These learning opportunities
cover a broad range of topics: organiza-
tions presenting an overview of their
agency’s mission, and program offerings
specific to DV survivors; training on local
DV-related policies and/or requirements
(e.g., mandated reporting requirements
presented by Child and Family Services);
reviewing DV-related screening tools (e.g.,
DV-related lethality screening for sur-
vivors [LAP]); offenders’ risk of future vio-
lence perpetration [i.e., Ontario Domestic
Assault Risk Assessment; ODARA]) (Way-
point Center for Mental Health Care,
2020); receiving relevant content education
(e.g., stalking prevalence and risk for DV-
lethality).

The DV MDT meetings have continued
on a monthly basis throughout the
COVID-19 pandemic. This sustained col-
laboration has been critical given that rates
of DV have increased nationally (by 8.1%;
Piquero, 2021) and locally (Cabanatuan,
2020) during the pandemic, leading DV to
be referred to as “a pandemic within a pan-
demic” (Evans et al., 2020). Several charac-
teristics of the pandemic and resulting
public health policies (e.g., shelter-in-place
orders) have created conditions believed to
contribute to this increase, including
increased unemployment and household

stress associated with childcare and finan-
cial insecurity. In this vein, several unique
issues emerged for DV survivors during
this time that have impacted how DV MDT
partners collaborate to coordinate supports
and services. Examples of such issues
include: participating agencies have
observed an increase in the number and
severity of calls from survivors seeking
assistance (Cabanatuan); survivors have
experienced difficulties obtaining restrain-
ing and emergency protective orders due to
court closure; difficulties identifying hous-
ing solutions for survivors (i.e., shelters are
closed). Further, system partners have
experienced difficulties navigating rapidly
evolving policies that impacted their ability
to provide and/or link survivors to services
(e.g., ability to identify short-term hous-
ing). Members of the DV MDT have
worked collaboratively to overcome these
barriers as much as possible. For example,
in response to the limited housing avail-
ability, members of DV MDT worked to
partner with organizations to provide
financial support for rent assistance or
motel vouchers.

Next Steps
In 2021, in addition to continuing case

planning for DV survivors, the primary
goal for the DV MDT will be to evaluate
how participating in the collaborative has
impacted agencies’ understanding and
knowledge of local DV services and sup-

Figure 2. Domestic Violence Multidisciplinary Team (DV MDT) Meeting
Outcomes, 2016-2020
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ports (in line with the group’s long-term
goals). Additionally, the DV MDT will seek
to better understand how participating in
the collaborative shaped how each agency
is able to support DV survivors. For exam-
ple, key questions of interest include: What
benefit did participating in the DV MDT
bring to your system’s work? and How did
participating in the DV MDT change the
type of services/support your system pro-
vides to DV survivors?

Strangulation Task Force (STF)
In late 2018, after attending a training

with the Training Institute on Strangula-
tion Prevention in San Diego (CA), a

health care provider contacted the Family
Justice Center (Concord, CA) to express
interest in creating a local Strangulation
Task Force. Leadership at the Family Jus-
tice Center reached out to existing LAP
community partners to gauge interest and
plan for the development and implementa-
tion of this multidisciplinary task force.
Team members include representation
from a DV service agency (n = 1), police
departments (n = 3), criminal legal agen-
cies (e.g., Office of the District Attorney; n
= 1), and health care organizations (n = 1).
The STF includes a total of 13 members,
across the 6 agencies.

Goals
The STF has two goals. The first is to

raise awareness of the available supports
and services for survivors of strangulation
and community agencies serving those sur-
vivors. The second goal is to ensure
county-wide implementation of California
SB40 by developing a unified response to
incidents of strangulation. To achieve these
goals, STF meetings, coordinated and facil-
itated by leadership from the Family Justice
Center, meet on a quarterly basis (1.5
hours).

Activities and Accomplishments
During the initial meetings, the STF

realized that DV-specific law enforcement
protocols had not been updated in the
county in 10 years (2009). Further, the
existing protocols were not responsive to
the SB40 legislation. Consequently, the STF
outlined a set of standardized procedures
to improve law enforcement’s response to
strangulation. The resulting procedures
include that when law enforcement
respond to a DV incident, they provide a
verbal warning informing survivors that
strangulation may cause internal injuries,
encourage survivors to seek medical atten-
tion, and dispense a Strangulation Advise-
ment Card (Figure 4). The Strangulation
Advisement Card reinforces the verbal
warning provided to the survivor by out-
lining the risk of morbidity and mortality
resulting from strangulation, describing
the signs and symptoms of strangulation,
and provides information to a health care
provider regarding the risks associated
with strangulation should the survivor seek
medical services following the incident.
The revised protocols include language
around specific survivor groups (e.g.,
human trafficking, LGBTQAI). Once the
revisions were finalized, members from the
District Attorney’s Office presented the
protocols to the Police Chiefs, where they
were accepted and adopted by all law
enforcement jurisdictions in the county.

To support the new protocols, the STF
developed and implemented trainings for
law enforcement, health care professionals,
and DV service providers (including DV-
advocates) throughout the county. The
goal of the training is to educate stakehold-
ers on strangulation-specific health risks,
SB40 legislation, and the newly enacted
policies. Trainings lasted between 30 and
120 minutes, depending on the agency and
available resources; police officer trainings
were brief (30 minutes) as they were
included as part of other required training
opportunities. A train-the-trainer model

Figure 3. Domestic Violence Multidisciplinary Team (DV MDT) Case Study
Note. “Maria” provided their consent to have their case discussed as part of the Domes-
tic Violence Multidisciplinary Team (DV MDT) meeting. The details in the case pre-
sented above are significantly deidentified to protect the survivor’s identity.
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was employed to facilitate dissemination.
Task force champions (n = 5) were sent to
the Training Institute on Strangulation
Prevention’s (Alliance for Hope Interna-
tional; San Diego, CA) 4-day training
(Training Institute on Strangulation Pre-
vention, 2020). Upon completion, champi-
ons facilitate trainings with other jurisdic-
tions. The training addresses strangulation
from medical, law enforcement, criminal
legal (i.e., District Attorney) and DV-advo-
cate perspectives. For example, the trainer
presents a strangulation case study and
describes how a DV strangulation survivor
may present or interact with each of the
participating systems. There is an empha-
sis on noting how each sector can uniquely
address the survivor’s needs. To date, train-

ings have been facilitated with 15 of the 26
law enforcement jurisdictions and the
three largest medical providers in the
county (Kaiser Permanente, John Muir,
Contra Costa County Regional Medical).
Trainings are ongoing and are currently
conducted via Zoom.

Last, the task force incorporates data
collected as part of the county-wide LAP
into their planning efforts. The LAP proto-
col dictates that when responding to a DV
incident, police officers implement an 11-
question screener to identify survivors’ risk
of homicide. Data gathered from this
screener is used to provide survivors with
information about their risk of DV-related
homicide and refer individuals identified
as high-danger to services. One of the

screening items asks the survivor whether
or not the perpetrator involved in the inci-
dent has ever tried to choke them. The STF
reviews these data to better understand the
prevalence of strangulation, the risk pro-
files of DV survivors experiencing strangu-
lation, and inform future training and out-
reach. Examples of STF outreach efforts
include contacting culturally specific agen-
cies about the revised protocols and invit-
ing them to join the STF, and presenting at
community events and health fairs to
improve public understanding of the risks
of strangulation.

Next Steps
There are several planned next steps for

the STF. First, the STF is focused on
expanding outreach of their training efforts

Figure 4. Strangulation Advisement Card created by the Strangulation Task Force
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to include additional medical service
providers (e.g., emergency department and
primary care settings), clinicians (e.g.,
social workers, mental health profession-
als), and criminal legal partners (e.g.,
judges, court staff). Training for judges and
court staff will focus on informing court
officers on the increased risk of strangula-
tion on DV survivors when processing
cases. Additional trainings for clinicians
may include, for example, review of emer-
gent policies in handling strangulation-
specific cases (e.g., protective orders, docu-
mentation) and identifying signs of
strangulation when survivors are unable to
recall their experience as a result of cogni-
tive impairment or memory loss associated
with strangulation, or hesitant to disclose
their experience due to fear of unintended
consequences (e.g., involvement of child
protective services). In addition, the STF is
interested in expanding their efforts to
include training a forensic nurse in stran-
gulation identification and treatment.
With the addition of the forensic nurse,
judges, and court staff, the STF plans to
develop a strangulation response team sim-
ilar to a Sexual Assault Response Team
(National Sexual Violence Resource
Center, 2020), a community-based multi-
disciplinary team that coordinates the
response to survivors of sexual assault. This
team would provide assistance to survivors
immediately following their assault, begin-
ning with a forensic exam. The team would
also provide services akin to the case plan-
ning work being done as part of the DV
MDT, where the response team would help
survivors navigate the complicated net-
work of medical, therapeutic, criminal
legal, and community services available to
support them.

Lessons Learned
Facilitators and Challenges to Imple-
menting a Multidisciplinary Team to
Address DV-Related Lethality
There are a number of facilitators that

supported the work conducted by the DV
MDT and the STF. The most notable facil-
itator across both collaborative groups was
to have a unifying, county-wide goal of
improving service provision for survivors
of DV. Having partner agencies align their
activities with a cohesive purpose sustained
momentum and deepened agency invest-
ment in team activities. Further, having
existing and ongoing partnerships (e.g.,
established via LAP) was integral to devel-
oping and sustaining these multidiscipli-
nary teams. Another facilitator, particu-
larly relevant to the DV MDT, was open

communication between system partners,
which was critical to the success of client
case and safety planning. Partners needed
to be able to identify and address barriers
both within and across agencies to address
client needs to improve their overall health
and well-being. Relatedly, the COVID-19
pandemic led multidisciplinary partners to
regularly review emergent programs and
policies that impacted how DV survivors
interacted with their respective system.
Through this process, system partners were
able to rapidly identify challenges and pool
resources to navigate these barriers much
more efficiently then if operating in siloes.

There were several implementation
challenges identified across the collabora-
tive groups: funding, scope of the program,
and cross-system collaboration. To date,
the primary challenge for both collabora-
tive groups is funding. While some funding
was available, it was limited to supporting a
small percent effort of one member of a
participating agency. For example, in the
DV MDT, funding from the Improving
Criminal Justice Responses to Sexual
Assault, Domestic Violence, Dating Vio-
lence, and Stalking program (Office of Vio-
lence Against Women, 2021) supported a
member of the coordinating agency to plan
meetings, lead training activities, and facil-
itate protocol revisions. Individual agencies
did not receive any financial support to
participate in collaborative meetings or
programmatic work. To address the fund-
ing shortfall, the partnerships leveraged
ongoing initiatives (e.g., LAP) and other
county-wide partnership to support the
work. The second challenge is related to
scope of the program; Contra Costa
County (CA) is home to 26 law enforce-
ment jurisdictions. In thinking about
developing or implementing new policies
and procedures, such as those outlined as
part of the STF, there is an incredible
amount of outreach, advocacy, and plan-
ning that is necessary to successfully exe-
cute county-wide changes. Each participat-
ing agency has their own system to
navigate to facilitate system procedural
updates. For example, to update the advise-
ment documentation for law enforcement,
the STF had to notify all 26 agencies that
the form was being changed, ensure that
obsolete versions are removed from the
shared law enforcement database, and pro-
vide training so officers are not inadver-
tently using antiquated protocols (i.e., car-
rying old versions in patrol cars). The third
challenge is related to fostering new collab-
orations. For example, the STF is interested
in collaborating with 9-1-1 dispatchers and

fire departments; however, achieving buy-
in with these systems, for which addressing
strangulation is not standard practice, is
challenging. All of the partners outlined
above would be new to the work; requiring
significant outreach and education to
inspire interest. This challenge has been
exacerbated by the final disruption to this
work—the ongoing coronavirus pandemic.
COVID-19 has led to the overwhelm of
many systems, resulting in a shift in priori-
ties and resources. This is particularly
problematic given that the severity of DV
has increased in the county, and the typical
systems of care and social service delivery
(e.g., housing) have been disrupted.

Based on the experiences of the DV
MDT and the STF, we propose several rec-
ommendations for developing multidisci-
plinary teams to address DV-related harms
(including mortality):

1. Identify community need. There may be
no single model of a multidisciplinary
team response that successfully addresses
DV across all communities. In order to be
maximally effective, the needs of the com-
munity should directly inform the depth
and breadth of the multidisciplinary
team’s work. The need to develop a multi-
disciplinary team may be in response to
new legislation, new resources or sources
of funding, or an identified service gap.
Importantly, community needs evolve
and therefore should be examined on an
ongoing basis to inform the long-term
efforts and activities of multidisciplinary
teams addressing DV-related harms.
Related, how these needs are communi-
cated or are presented will differ in each
system and should be reviewed and dis-
cussed on an ongoing basis. Social work-
ers and victim advocates may be in a
unique position to understand these
needs as they assist survivors throughout
their contact with a variety of systems
(e.g., health, legal).
2. Develop a cohesive goal or vision. Indi-
vidual members and groups may enter
into multidisciplinary teams with differ-
ent expectations and system-responsibili-
ties with respect to DV-related outcomes
or goals, leading to confusion or conflict.
During the early stages of developing a
multidisciplinary team, participating
agencies should communicate their indi-
vidual goals, successes, and challenges
with respect to addressing DV-related
lethality. For example, some systems have
mandated reporting requirements that
may shape where and how survivors dis-



June • 2021 223

R E D U C E D O M E S T I C V I O L E N C E H O M I C I D E

close their experiences and seek care.
These conversations will help identify
shared priorities, barriers to service deliv-
ery and case planning, or areas of growth,
all of which are critical components to
developing a unified agenda. Once the
goal is determined, it should be formal-
ized (e.g., through member agreements,
team guidelines).
3. Regularly review system-specific and
county-wide policy and program changes.
Programs and policies that impact how
DV survivors interact within one system
can change rapidly and may not always be
communicated to other systems. Having
standard procedures for when and how to
present programmatic and policy changes
at multidisciplinary team meetings will
allow for collaborating systems to prepare
for changes that may impact how a sur-
vivor interacts with their system, thus
reducing negative impact.
4. Establish financial resources. Funding is
critical to support the successful imple-
mentation and maintain agency engage-
ment in multidisciplinary teams like the
DV MDT and STF. Resources could sup-
port a full-time project coordinator, train-
ing and technical assistance for participat-
ing agencies, community education,
partner outreach, and data collection and
evaluation.
5. Center survivor needs. Finally, it is
essential that all efforts to address DV-
related homicide, including the imple-
mentation of multidisciplinary teams,
center the needs of the survivor. Each
policy, program, or initiative that is
reviewed or proposed should be interro-
gated to ensure that it is not introducing
further harm to survivors and their fami-
lies. Additionally, participating agencies
and systems need to realistically examine
where and how their mission, vision, or
culture may perpetuate harm for DV sur-
vivors, with a particular focus on sur-
vivors from vulnerable or marginalized
groups (e.g., racial, ethnic, sexual or
gender minorities), and actively work to
reduce these harms.

Conclusion
Domestic violence–related harms,

including homicide, are preventable. How-
ever, no single agency or discipline pos-
sesses sufficient resources or expertise to
effectively resolve DV and its conse-
quences. Multidisciplinary team
approaches can be employed to improve
service delivery and care planning for indi-

vidual survivors of DV. These multidisci-
plinary teams can also be used to
strengthen system-wide responses to DV to
ensure that they are both coordinated and
comprehensive. By employing these
approaches, lives can be saved and com-
munities can be strengthened.
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AS HUMAN BEINGS are social creatures,
limited social interactions can have delete-
rious mental health effects (Argyle, 2017).
The current COVID-19 pandemic has led
to social distancing recommendations that
have resulted in increased negative mental
health concerns such as heightened stress,
depression, and anxiety (Montano &
Acebes, 2020). Of particular relevance to
this article, lockdown measures have
impacted rates of intimate partner violence
(IPV; Zero & Geary, 2020).

According to the 2015 National Inti-
mate Partner and Sexual Violence Survey
(NISVS) data brief, IPV is defined as
including “sexual violence, stalking, physi-
cal violence, and psychological aggression,”
which affects millions of Americans each
year (Smith et al., 2015). Specifically,
throughout their lifetime, 1 in 4 women
and 1 in 10 men experience sexual violence,
physical violence, and stalking by an inti-
mate partner and report IPV-related harm
(Smith et al.). According to Gosangi et al.
(2020), the frequency and severity of phys-
ical IPV were higher in 2020 when com-
pared with data from 2017 to 2019.
Gosangi et al. also concluded that victims
are reporting abuse and reaching out for
health care services later in the cycle of
abuse. Research suggests that the increase
in IPV during COVID-19 is likely exacer-
bated by the intersection of mandates to
socially distance and the culmination of
social factors that have been impacted due
to the pandemic (Evans et al., 2020).
Inequalities in social determinants are
magnified during times of global crisis
(Cénat et al., 2020; Kofman & Garfin,
2020). For example, economic indepen-
dence plays a crucial role in IPV preven-
tion; however, the pandemic has made

financial struggles that exacerbate IPV
among intimate partners worse due to
overwhelming furloughs and job loss
(Evans et al.). Delays in reporting and seek-
ing health care services are also a conse-
quence of the mandates for social distanc-
ing. During the height of the pandemic,
individuals were instructed to stay home or
seek telehealth services for nonurgent med-
ical conditions, which may have resulted in
delays in seeking health care services.

The health care system is a major
avenue for victim identification. Decreased
access to health care and contact with
health professionals would inevitably
reduce victim identification and opportu-
nities for victims to divulge their abuse
(Evans et al., 2020). Although they are con-
venient and help provide much-needed
access to services, home-based teleservices
may not be private, with abusers poten-
tially being within the same vicinity and
within earshot of victims. Thus, filing
reports can be unsafe when victims are
unable to leave their abusive environments,
potentially perpetuating IPV victimization
(Kofman & Garfin, 2020).

Nevertheless, to reduce the spread of
the coronavirus by complying with social
distancing practices while also providing
much-needed mental health services, many
mental health organizations have begun
thinking about more useful service delivery
methods (Zero & Geary, 2020). Digital and
online tools have gained popularity as the
pandemic has progressed (Ghai et al.,
2020). Indeed, the Department of Health
and Human Services (DHSS) has provided
a list of 10 teleconferencing platforms (e.g.,
Zoom, Doxy.me) that are Health Insurance
Portability and Accountability Act
(HIPAA) compatible (DHSS, 2021). For

marginalized and lower-income popula-
tions who disproportionately experience
IPV and have historically had less access to
mental health care (Davidson et al., 2019),
telehealth might enable greater access to
psychological services. Of note, for the past
few decades, health care has steadily been
moving towards more provision of tele-
health services as a means of reaching
underserved populations (Alegría et al.,
2016). However, the COVID-19 pandemic
and social distancing recommendations
have fast-tracked the need for telehealth
(Reay et al., 2020; Zhou et al., 2020).

This paper focuses on outlining factors
to consider for mental health service deliv-
ery during the COVID-19 pandemic. More
specifically, we aim to discuss the advan-
tages and disadvantages of the rapid shift in
the use of technology-based programs
within family violence crisis centers. First,
we discuss the advantages and disadvan-
tages of the use of technology with IPV
populations. Specifically, we are interested
in how teleservices (particularly telehealth)
assist and hinder service delivery and sur-
vivor outcomes. Second, two reputable and
longstanding violence-prevention organi-
zations in the Greater Houston Area
(Houston Area Women’s Center [HAWC]
and Montgomery County Women’s
Center [MCWC]) will be used to illustrate
some of the benefits and advantages result-
ing from the abrupt shift to telehealth-
based service delivery for IPV victims and
survivors. Both HAWC and MCWC are in
the process of making adjustments to their
programming. They provide insight
through their first-hand experience of what
needs to be done for efficient and effective
care using technology. Our recommenda-
tions are based on empirical research and
tested and tried methods through HAWC
and MCWC. Ultimately, this project aims
to provide a guiding framework for organi-
zations that work with IPV victims and are
in the process of transitioning some or all
of their operations to teleservices.

Advantages and Practicalities
of Telehealth

The different telehealth approaches to
mental health—videoconference, tele-
phone, smartphone apps, and even email—
may have unique benefits and drawbacks
in terms of both performance and access
for IPV victims. Varker et al. (2019)
described telehealth as “the next big fron-
tier in the efficient and effective delivery of
health care” (p. 621), and telehealth has
become an increasingly routine compo-
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nent of mental health service delivery
throughout the world (Haun et al., 2018).
The advantages of using telehealth include
that it may be more cost-effective and pro-
vide greater access to health care for under-
served populations, such as individuals
with limited mobility (Egede et al., 2020),
individuals living in rural communities
where service access is limited (Schopp et
al., 2006), and IPV victims (Adams &
Campbell, 2012). Many IPV victims prefer
to stay discreet about receiving mental
health treatment (Constantino et al., 2015),
and telehealth may be a good option in
order to address this issue. Clients receiv-
ing telehealth treatment have expressed less
anxiety about being seen entering a mental
health clinic or service facility (Kramer et
al., 2013). For some IPV victims, telehealth
may be the sole avenue to obtain support
and resources. Telehealth provides an
additional opportunity for IPV screenings
and supports such as contraceptive coun-
seling, mental health counseling, and safety
planning (Zero & Geary, 2020). The differ-
ent telehealth options for treatment and
other beneficial telehealth features, such as
flexibility, cost-effectiveness, improved
accessibility, and remote delivery, reduce
service delivery barriers that frequently
hinder marginalized IPV populations from
both treatment initiation and continuity of
care (Gerber et al., 2020).

Moreover, the delivery of mental health
treatment through telehealth has been
found to be effective and feasible for IPV
victims. Hassija and Gray (2011) investi-
gated the efficacy and viability of videocon-
ferencing technologies in the care of 15
female rural domestic abuse and sexual
assault survivors and discovered significant
decreases in PTSD and stress, along with
high client satisfaction with videoconfer-
encing. Tschirch et al. (2006) found that
telemental health was helpful in addressing
unmet needs of IPV victims. Further, email
interaction and text messaging with a
mental health provider has shown to be
protective for IPV victims (Constantino et
al., 2007; Constantino et al., 2014). Con-
stantino et al. (2007) demonstrated that
email interaction was useful in providing
information, screening, safety instructions,
and follow-up care (Constantino et al.,
2007), and Constantino et al. (2014)
showed that text messaging improved
study participants’ confidence in their
knowledge of IPV and willingness to inter-
vene in IPV situations.

Finally, telehealth has allowed many
individuals to access mental health treat-
ment during the COVID-19 pandemic

while keeping them safe (Gerber et al.,
2020). By receiving mental health care
through telehealth, clients avoid being at
risk of contraction of the coronavirus as
they do not have to commute, use public
transportation, be in touch with other
people on their way to treatment, or be in a
room with their mental health provider
(Zhou et al., 2020). Moreover, parents are
spending more time with their children at
home during the COVID-19 pandemic due
to social distancing regulations that have
altered families’ lives and routines, as many
schools have moved to distance learning
(Reay et al., 2020). Therefore, telehealth
allows parents to receive mental health care
without going out of their way to arrange
for childcare provision, which might be
limited during the pandemic (Reay et al.).
In general, telehealth has proven to be a
practical and effective alternative to deliv-
ering mental health treatment during the
COVID-19 pandemic that minimizes virus
transmission risk for both clients and clin-
icians (Zhou et al.).

Disadvantages and Impracticalities
of Telehealth

Telehealth cannot overcome all barriers
to mental health care access among IPV
populations, and it may pose new chal-
lenges. For example, rural and underserved
communities may not have reliable inter-
net connections, limiting the use of tele-
health platforms that require internet
(Berryhill et al., 2018). Not only do clients
need to ensure that their internet connec-
tivity is reliable, but providers also need to
address any connectivity issues that may
interrupt treatment (Chakrabarti, 2015).
Videoconferencing session interruptions
due to unreliable internet connection is of
professional concern as it may decrease
clients’ adherence and influence the thera-
peutic alliance (van Gurp et al., 2015). To
address such issues, Zhai (2020) recom-
mends creating a database that can help
identify broadband barriers, especially in
underserved regions, and concentrating on
projects that can expand internet services
in these communities. Additionally, clini-
cian training should also focus on address-
ing technology issues to help clients (Zhai,
2020).

Therapists working with both individu-
als and groups should be mindful of confi-
dentiality and safety (Weinberg, 2020). Pri-
vacy and confidentiality may be threatened
through online platforms as breaches can
occur due to unsecured electronic files and
limited privacy in a client’s home (Kramer

et al., 2013). In the context of IPV victim-
ization during the current pandemic, the
lack of privacy and confidentiality may be
pronounced as victims may occupy the
same space as their abusers, who may be
monitoring their activities. Living with
your abuser with limited opportunity for
escape can also impact access to treatment
and compromise adherence to treatment.
That is, victims may fear that their abuse
may retaliate against them for seeking
treatment and be less inclined to access
treatment or be forthcoming during ther-
apy sessions (Zero & Geary, 2020). Indeed,
safety, privacy, and client consent are
among the most significant concerns
reported by therapists who use telehealth
services (Reay et al., 2020). While of con-
siderable concern, measures can be taken
to ensure clients’ confidentiality in cyber-
space. Specifically, telehealth can be safe if
providers take necessary measures such as
protecting client/patient health informa-
tion (e.g., use of HIPAA-compliant tech-
nology, encrypting and password protect-
ing protected health information) and
educating clients about steps they can take
to improve safety (e.g., use of VPN and
antimalware programs; having sessions in
one’s car, which might offer a more private
space; and discussing a safety plan; Kramer
et al., 2013). In addition, telehealth modal-
ities that do not require verbal communi-
cation, such as app-based mental health
treatment, e-mail, and text messaging may
be initially suitable to mitigate privacy con-
cerns when clients are fearful that their
partners may be listening in on their con-
versations (Lustgarten et al., 2020). Cer-
tainly, therapy cannot occur through text
or email alone. However, encouraging IPV
clients skeptical of telehealth to use these
platforms before altogether opting into
more audio and video-based systems may
limit fears, increase comfort levels, and
enhance treatment seeking.

Although the aforementioned steps can
reduce privacy and confidentiality con-
cerns, they may also be barriers to treat-
ment as clients have varying levels of digital
literacy. Clients may find taking these steps
complicated, reducing their treatment
adherence (Yuen et al., 2012). Thus, it
behooves organizations to educate clients
about telehealth platforms and seek feed-
back from clients about their level of com-
fort using telehealth. Another barrier to
telehealth use is provider skepticism, that is
a result of clinicians’ concerns related to
establishing a successful alliance with
clients (Jones et al., 2014), reduced non-
verbal communications (e.g., gestures,
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tone, mannerisms; Khatri et al., 2014),
inadequate training, lacking experience in
technology-based interventions (Douthit
et al., 2015), and difficulties with medical
reimbursement (Brooks et al., 2013). While
clinician satisfaction and overall attitudes
are mostly positive and tend to further
improve with use and experience in tele-
health approaches, provider skepticism
and the negative attitudes of clinicians are
potential barriers to the dissemination and
implementation of telehealth interventions
(Connolly et al., 2020). As such, training
programs and organizations shifting to
telehealth service delivery models should
provide the necessary telehealth training in
order to increase clinician competence
with telehealth services. Moreover, ethical
and legal concerns (Egede et al., 2020), reg-
ulatory issues (Chakrabarti, 2015), require-
ments for licensing (Egede et al.), and the
fact that paying for these services would
require changes in insurance billing (Ale-
gría et al., 2016) has also thwarted advance-
ments in telehealth. Therefore, legislation
and regulation should also advance in
making it easier for clinicians to deliver
health care (Zhai, 2020).

Montgomery County Women’s
Center (MCWC)

The Montgomery County Women’s
Center has been operating the only family
violence and rape crisis center in Mont-
gomery County, Texas, for nearly 40 years.
Montgomery County, Texas, is located in
the Southeast portion of Texas with a pop-
ulation of 590,925 residents, a median age
of 37.5 years old, and a median household
income of $76,929. English is the primary
language in Montgomery County and the
racial/ethnic breakdown includes 21%
White/Hispanic, 65% White/Non-His-
panic, 4.84% Black or African Ameri-
can/Non-Hispanic, 2.5% Other/Hispanic,
and 3.05% Asian/Non-Hispanic (Data
USA, n.d.a.). Today, in addition to emer-
gency shelter and transitional housing, sur-
vivors have access to supportive services.
These services assist in the facilitation of
trauma-informed, person-centered sur-
vivor restoration, including psycho-educa-
tional support groups (e.g., on unhealthy
relationship dynamics) and classes on
nutrition, cooking, safety planning, parent-
ing, job readiness and financial
literacy/money management. Translation
is provided to survivors with limited Eng-
lish proficiency. Once a week, an agency
attorney conducts a legal clinic at our shel-
ter to answer questions related to civil and

legal assistance, and representation.
MCWC attorneys also provide survivors
with assistance with protective orders and
other civil legal aid. In addition, survivors
have access to professional licensed coun-
selors in partnership with coaches to iden-
tify needs and formulate service plans.

Despite the COVID-19 pandemic,
MCWC continued to operate the only
community-based, 24-hour family and
sexual violence crisis response center in
Montgomery County. In 2019, the MCWC
counseling and advocacy/medical accom-
paniment programs provided services to
1,290 and 798 victims/survivors, respec-
tively. Sadly, MCWC’s ability to maintain
previous organizational capacity was
impacted during the pandemic. In 2020,
the same programs provided services to
907 and 614 victims/survivors, respec-
tively.

The decline in medical accompaniment
services that occurred since March can be
credited to public health protocols and
social distancing measures. Like many
community organizations across the U.S.,
MCWC discontinued medical accompani-
ments during the second week of March.
However, by the end of March, MCWC
staff resumed accompaniments by
appointment to the local child advocacy
center and reinstated its 24-hour crisis
response at the Montgomery County Hos-
pital District. During this period, all other
requests for medical advocacy services
were responded to via remote and virtual
platforms.

In November of 2020, staff resumed
accompaniment to area hospitals. Anecdo-
tally, however, many victims have reported
feeling fear with regards to spending time
in the Emergency Room and/or in MCWC
offices, which seems to illustrate a common
narrative that has emerged since the onset
of the COVID-19 pandemic: victims are
staying home (often a detriment to per-
sonal safety) out of fear of contracting
coronavirus. Regardless, we know that
Montgomery County has been profoundly
and adversely affected by the COVID-19
pandemic. Most notably, in 2020, MCWC
crisis hotline advocates responded to 65,
011 hotline calls. To put this in perspective,
during the same period of the previous
year, MCWC received 49,618 calls, repre-
senting a 31% increase in hotline calls. This
data confirms what we already know: the
prevalence and severity of family and
sexual violence has exponentially increased
since the onset of the COVID-19 pan-
demic.

Throughout the pandemic, MCWC
have experienced a higher-than-average
crisis call volume, which aligns with other
voices in the family violence space. How-
ever, the pandemic complicated both sur-
vivors’ ability to access services and organi-
zational capacity. Factors that decreased
the number of survivors served included
(though are not limited to): (a) survivors
who resided with their abusers were unable
to receive remote services at home; (b)
emergency shelter capacity decreased by
50% due to social isolation policies enacted
in the interest of public health; and (c) in-
person services remained available through
the entire pandemic for survivors without
access to teleservices and who were in
imminent danger; however, capacity was
reduced due to public health initiatives.
Also, many survivors reported unease
about receiving services in person for some
time (especially at the onset of the pan-
demic). It also must be noted that many
survivors experienced barriers (e.g., access
to transportation, loss of employment, loss
in availability of remote accessibility, loss in
housing) in accessing long-term services
during the pandemic. Conversely, while in
crisis, it was much easier to pick up a phone
and call our hotline. We learned through-
out 2020 that an increase in hotline
requests did not necessarily translate to an
increase in organizational capacity.

MCWC also continued operating a
Continuous Quality Improvement (CQI)
team throughout the COVID-19 pan-
demic, which was tasked with identifying,
prioritizing, developing, and implementing
program improvements related to stake-
holder and victim feedback. To that end,
MCWC defines program evaluation as a
systematic structure composed of agency
stakeholders, staff, volunteers, and vic-
tims/survivors who participate in the
planned change process. Throughout the
pandemic, the CQI team met every month
and evaluated client and stakeholder feed-
back related to service delivery changes due
to the coronavirus. This process identified
several strategies designed to promote best
practices. Specifically, as it relates to tele-
health and virtual services, the following
represent those identified best practices:

1. Staff should provide victims with
options for how services can honor prin-
ciples of self-determination and safety
(e.g., over the phone, via a HIPAA com-
pliant software, or in-person while social
distancing, wearing face masks and
gloves, providing sanitary stations).
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2. Staff should discuss safety with victims
who opt into using virtual platforms. This
provides victims increased knowledge
about technology. Further, these conver-
sations should create buy-in related to
understanding technology-based safety
and options for connecting with support
systems.
3. Staff and volunteers should honor
trauma-informed and evidence-based
principles with regards to the comforta-
bility of receiving services. We knew
before the pandemic that victims with
limited experience with technology often
experienced discomfort in receiving
counseling and advocacy services
remotely. As a confirmation, several vic-
tims reported feeling uncomfortable with
receiving services due to a lack of knowl-
edge with regards to virtual platforms.
Often, victims were more comfortable
receiving service in-person or over the
phone. The counseling program opted to
adopt a hybrid delivery system to honor
“service delivery appropriateness.” For
example, play therapy and eye movement
desensitization and reprocessing therapy
may not be the most appropriate modal-
ity to be offered remotely; conversely,
cognitive behavioral therapy and dialecti-
cal behavioral therapy are modalities that
will likely garner success over a remote
platform. MCWC’s CQI findings on best
practices seem to confirm previous
research related best practices in provid-
ing teletherapy. It is recommended that a
determination of the appropriateness of
services should be made on a case-by-case
basis.

MCWC experienced several challenges
in adapting programming throughout the
pandemic. The MCWC’s CQI team
worked alongside agency programs, man-
agement, front-line staff, and community
stakeholders to determine the best course
of action for these challenges:

1. Staff experienced challenges in terms of
gathering intake information. This was
especially difficult with regards to com-
pleting intake paperwork. Previously,
intake guidelines were primarily man-
dated by federal/state regulations and
funders. Given the necessary changes in
gathering intake information as a result of
the pandemic, the MCWC team dis-
cussed these challenges internally, with
funders and with regulatory bodies to
engage in an efficient data-gathering and
data-management process. Of note, fund-

ing agencies and regulators listened to the
challenges faced by MCWC’s staff and
made every attempt to increase the acces-
sibility of services to victims.
2. Overnight, the MCWC found itself sig-
nificantly challenged by social distancing
requirements and capacity changes. Most
notably, the MCWC required additional
monitors, cameras, computers, upgrades
to internet infrastructure, and to the
agency’s security system(s), etc. Several
funders and donors made available emer-
gency funds to purchase personal protec-
tive equipment and technology equip-
ment, which assisted the agency in the
transition from services being provided
primarily in-person to a hybrid system
(e.g., a combination between in-person,
over the phone, and via other remote ser-
vice platforms).
3. Many victims shared that they had
experienced challenges related to access-
ing services due to lack of reliable inter-
net, hardware, and/or decreased safety.
For instance, many victims who were at
home, isolated with their abuser, were
unable to access remote services. For vic-
tims whose personal circumstances pre-
clude them from safely receiving services
and/or if their financial circumstances
hindered their participation in remote
services, MCWC continued to provide in-
person services. In other instances, a
hybrid approach became more suitable,
which aligns with fundamental aspects of
trauma-informed best practice.
4. Many victims experience language and
cultural barriers when requesting services
related to family and sexual violence. The
COVID-19 pandemic exacerbated these
barriers for victims with limited English
proficiency. Even for victims who speak
English fluently (while being a 2nd or 3rd
language), they reported experiencing
difficulty in participating with both in-
person (e.g., with masks covering facial
expressions) and remote therapy (e.g.,
losing meaning around non-verbal com-
munication). In addition, children, their
guardians and older adults also reported
difficulties in relation to “the appropriate-
ness” and “comfortability in receiving”
remote services. In these cases, victims
and their families were invited to receive
in-person services in compliance with
best practices.

Of note, the MCWC utilizes a trauma-
informed, client-centered approach to sur-
vivor restoration. Towards that end, all ser-
vices (whether remote or in person) are

individualized to each survivor. As such,
screening is predicated on need and con-
text. For instance, it is the MCWC’s policy
to provide survivors calling the 24/7 crisis
hotline with danger and risk assessments.
During coaching, case management, and
clinical appointments, more in-depth
assessments take place as part of treatment
planning, which is predicated on recom-
mendations made by both clinical and
front-line staff. This process did not change
as a result of the pandemic. However, as far
as emerging trends, the MCWC’s counsel-
ing department has reported an increase in
adolescent suicide ideation with sexually
abused and exploited youth during the
pandemic.

Houston Area Women’s
Center (HAWC)

HAWC was established in 1977 to aid
Harris County victims of domestic and
sexual violence by providing a hotline for
immediate access to safety, medical atten-
tion, and a trauma-informed needs assess-
ment. Harris County is located in the
Southeast portion of Texas and is the coun-
try’s third most populous county with 4.7
million residents. It is an urban metropolis
with a diverse population (32.1%
White/Hispanic, 28.9% White/Non-His-
panic, 18.7% Black or African Ameri-
can/Non-Hispanic, 9.5% Other/Hispanic,
and 6.9% Asian/Non-Hispanic) in which
44.9% of the residents speak a non-English
language. The median age of the popula-
tion is 33.7 years old and the median
household income for Harris County is
$60,232 (Data USA, n.d.b). HAWC aims
to help break the circle of violence and
empower victims with the economic and
psychological tools necessary to live self-
determined lives. In response to the
COVID-19 pandemic and the stay-at-
home order implemented in Harris
County, HAWC’s Non-Residential Coun-
seling and Advocacy Program transitioned
to a remote service delivery model in April
2020. Despite having intentions to intro-
duce multiple remote service delivery
models, the need for a rapid transition to
remote delivery as a result of social distanc-
ing practices did not permit a fully realized
service delivery plan. Consequently, the
initial shift from face-to-face services began
with providing a telephone-based model of
delivery. Although a preliminary and tem-
porary shift, HAWC experienced and still
experiences excellent success with this
model.
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The intake numbers have increased
extensively—before COVID-19, HAWC
had roughly a 40%–50% no show rate for
first-time appointments; at present, and as
a result of greater need due to the COVID-
19 pandemic, HAWC offers a more signif-
icant number of appointments, at a more
diversified set of times, with a no-show rate
of 20%–30% (a reduction from the previ-
ous year). As the stay-at-home order con-
tinued to be lengthened, HAWC became
increasingly aware of the need to reinstate
group counseling services and launch digi-
tal delivery methods. Initially, this pre-
sented several obstacles and challenges that
needed to be overcome, including depart-
ment onboarding and training in compli-
ance with ethics boards and grant policies,
establishing the necessary infrastructures
by securing the digital platform and secu-
rity measures, and developing policies,
procedures and paperwork for the
informed consent of participation among
our client population. During this time,
great efforts were taken to become knowl-
edgeable and prepared to develop a digital
service delivery system while prioritizing
clients’ confidentiality and safety. Of note,
suicidality and risk for self-harm are areas
of assessment that routinely take place
when providing support to survivors of
domestic and sexual violence via any ser-
vice delivery model. Staff are trained in
assessing, intervening, and constructing
individualized safety plans that include dis-
cussions around situations of necessary
reporting when instances arise. As noted,
the existence and success of HAWC’s two
24-hour hotlines have allowed for the
agency to continue tried-and-true proto-
cols around remote risk assessment
informed by 40+ years of practice. Overall,
the transition went as planned. HAWC was
successful due to remaining open to feed-
back from staff and clients to ensure service
provision was meeting victims’ needs.
HAWC elected to transition to remote
delivery at a pace that allowed for a smooth
implementation and adjustment for both
staff and clients.

In late August 2020, HAWC began pro-
viding group and individual counseling
services via a video conferencing platform.
At the outset, HAWC started small,
launching closed group sessions with a
smaller number of clients to pilot the plat-
forms and get feedback before opening up
groups to more participants. At present,
HAWC currently offers 10 children’s
groups, 6 adult sexual assault groups, and
18 adult domestic violence groups that take
place six days a week at a variety of hours,

some daytime and some evening, in addi-
tion to the 50+ individual sessions taking
place each week. These services are all
offered remotely, with HAWC currently
providing no face-to-face services. Since
starting on Zoom (video conferencing plat-
form), those with the technological means
and ability to secure a safe environment for
participation have reported: “It’s not the
same as group in-person, but I’m grateful
and think it is great that we still have sup-
port and each other through Zoom during
this pandemic.” Another client noted,
“COVID has forced us to learn new things
and a new way of living; now I know how to
use Zoom and am able to be in group even
during these uncertain times.” Further-
more, another client spoke to the impor-
tance of having a group for connection,
saying, “I don’t feel alone; I am literally
waiting every Wednesday for my virtual
group in Zoom.” Still, given the plethora of
barriers faced by members of this popula-
tion, many victims remain unable to access
counseling services via video conferencing
platforms. Believing in the power and
importance of choice, the future plan is to
offer both face-to-face and remote service
delivery models that allow people to access
support in a manner that best fits their
needs.

Conclusion
The COVID-19 pandemic has had a

drastic impact on aspects of individual
daily living. Moreover, the current circum-
stances have also led to an increase in
mental health concerns and an increase in
IPV. In order to provide services to popu-
lations in need during the pandemic,
women’s centers must integrate innovative
technological-based approaches to treat-
ment. These methods of intervention are
safer in regard to limiting transmission of
the virus, and they are more accessible for
reaching underserved and marginalized
populations, such as racial/ethnic minori-
ties and individuals from low SES back-
grounds.

Though the COVID-19 pandemic likely
accelerated the move from in-person ser-
vice delivery for mental health concerns to
telehealth options, this shift was pre-
dictable and perhaps inevitable. Telehealth
services provide flexibility and are easily
accessible, making them desirable choices.
Even though telehealth is not an appropri-
ate fit for everyone, it is a viable alternative
to in-person services for many. Telehealth
services are likely here to stay, making it
critically important that the barriers related

to this service delivery method are well
understood and taken into consideration.
This paper provides some preliminary
insight to the advantages and disadvan-
tages of the transition to telehealth services
during a pandemic in violence prevention
organization settings. Nonetheless, there is
a great need for additional efficacy and
effectiveness studies as this transition is
new and the long-term effects are not well-
known.
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ADOLESCENT SEXUAL OFFENDING is a per-
vasive problem that has not received a great
deal of attention within child sexual abuse
literature. Studies utilizing general adoles-
cent population samples, such as the
Growing Up With Media Study (Ybarra &
Mitchell, 2013), found that as many as 1
out of 10 youths endorsed lifetime perpe-
tration of sexually abusive behaviors
against other youth. Of those who
endorsed perpetration, approximately 4%
reported that they either attempted but
were unable to force someone to have sex
or forced someone to engage in sex with
them. In fact, some estimates suggest that

youth under the age of 18 comprise up to
half of all sexual offenses against children
(Ryan, 2016; Zolondek et al., 2001). How-
ever, many instances of adolescent sexual
offending go undiscovered or without
intervention. For example, Zolondek and
colleagues found that approximately a
quarter of their sample of adolescents who
sexually offended (N = 485) reported
offending on a child but never being
accused of a sexual offense. Given the
underreporting of adolescent sexual
offenses, the true prevalence of adolescent
sexual offending and the proportion of
offenses that are undisclosed is unknown.

Therefore, prior research on adolescent
sexual offending has largely focused on
sexual offenses that have been reported and
which have typically prompted legal conse-
quences for the adolescent. This article
provides a brief overview of adolescent
sexual reoffending, discusses considera-
tions and challenges associated with assess-
ing risk of sexual recidivism, and identifies
therapeutic strategies for preventing ado-
lescent sexual recidivism within families
where a child within the household was the
victim of the offense.

Within the United States, adolescents
who receive a sexual assault charge may
face legal consequences for their offense,
such as probation, placement in out-of-
home care, and court-mandated treatment
for the sexually offensive behaviors. How-
ever, there is variability in state laws
regarding adolescent sexual offenses, and
legal repercussions are determined on a
case-by-case basis. Thus, greater clarity
about risk and prevention factors for sexual
reoffense have benefits for offenders,
potential victims, and the larger commu-
nity. Importantly, victims of adolescents’
inappropriate sexual behaviors are often
family members, including siblings or close
family friends and neighbors (Frensch &
Cameron, 2002). According to a 2009
report by the U.S. Department of Justice,
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25% of youth-perpetrated offenses were
against a family member, and roughly 69%
of offenses took place within the home
(Finkelhor et al., 2009; Martijn et al., 2020).
Dependent on concerns of the adolescent
remaining within the home with the
victim, the adolescent offender may be
placed in juvenile detention, in a home
without the victim or other children, or in
a residential treatment center following an
incident of sexually offensive behaviors.
Given the legal system’s focus on the
offense and offender themselves, there may
not be integrated services provided to the
family unit. Thus, services provided for the
victim and caregivers may be separate from
those provided to the adolescent offender.

Though there are similarities among
youths who offend within and outside of
the family, there may be some distinguish-
ing characteristics associated with intrafa-
milial adolescent perpetration, including
larger and more dysfunctional families,
younger age at first perpetration, greater
abnormal sexual interests, greater difficul-
ties with sexual regulation, greater
instances of child maltreatment, and inter-
nalizing symptoms (Martijn et al., 2020;
van Vugt & Garofalo, 2020). Clinicians, as
well as child welfare and juvenile justice
professionals, need guidance about such
factors and assistance in recognizing the
specific concerns families face. Effective
assessment procedures and targeted inter-
vention strategies are essential to prevent
recidivism and support family reunifica-
tion when possible.

The possibility of reoffending following
an initial instance of sexual impropriety
against another child in the household is
nearly always a primary concern when
adolescent sexual offending is disclosed.
Fears of reoffense often precipitate removal
of the offending youth from the home to
keep the victim and other children safe.
Unfortunately, there is little to no informa-
tion regarding risk and prevention of
sexual reoffense within the youth develop-
mental period, presenting obstacles to
accurate assessment of the potential suc-
cess of family re-unification. Some
research has reported lower rates of reof-
fense for sexual offenders in emerging
adulthood (between 0 to 10%; McCuish &
Lussier, 2017); however, there is a dearth of
information about factors that contribute
to lower rates of recidivism into adulthood
and even less related to reoffense during
adolescence. As mentioned previously,
many incidents of adolescent sexual
offending go undiscovered or without
intervention suggesting that there are gaps

in knowledge and service provision that are
unaddressed in current research and prac-
tice.

In addition to risk assessment needs,
barriers to intervention that may reduce
risk of reoffense following an initial offense
must be considered. Inevitable disruptions
in the family may increase barriers to ade-
quate services for both the victim and
offender. An offense within the family may
create strains in family relationships
(DiGiorgio-Miller, 1998; Kreinert &
Walsch, 2011; McCamey, 2010), add fur-
ther distress in families that may already
have high levels of dysfunction and stress
(Ballantine, 2012; Caffaro & Conn-Caffaro,
2005; DiGiorgio-Miller, 1998; Haskins,
2003), and families with limited resources
may experience increased challenges in
promoting rehabilitation for the offender,
healing for the victim, and successful
family re-unification (Ballantine; Caffaro
& Conn-Caffaro; DiGiorgio-Miller; Hask-
ins).

In response to the gaps in literature
regarding adolescent sexual reoffense
within families, the following analysis is
intended to highlight challenges in risk
assessment for sexual recidivism and
examine current approaches to prevention
of adolescent sexual recidivism when the
victim is a child in the family or household.
Recommendations for clinicians working
with families following adolescent sexually
offensive behaviors, particularly regarding
re-unification approaches are emphasized.
Terminology in this area raises concerns
about differentiating juvenile from adult
offenders, avoiding excessive suggestions
of criminality for youth, and limiting the
use of stigmatizing labels. Although we
attempt to be cognizant of these concerns,
for brevity and clarity, we refer to adoles-
cents who engaged in sexually harmful
behaviors as juveniles who sexually
offended (JSO).

Challenges Associated With
Assessment of Risk of Reoffense
Risk assessment is a role that mental

health professionals play in a variety of set-
tings, including forensic and residential
settings. JSO are frequently referred to
treatment and/or residential programs fol-
lowing disclosure of the abuse. Undergoing
a comprehensive clinical assessment,
including a risk assessment, is a common
requirement. Risk assessment carries sig-
nificant implications for the adolescent
and their family, including potential public
registration as a sex offender for those

deemed high risk of reoffending (Caldwell
et al., 2008; Sex Offender Registration and
Notification Act, 2006). Please note that
this paper is not intended to teach readers
how to assess risk or to substitute for com-
prehensive training. Our intentions are to
discuss factors that influence risk assess-
ment based on empirical literature as well
as clinical experience. Prior to conducting
risk assessments, clinicians must obtain
appropriate, supervised training and gain
competency in administration and inter-
pretation of assessment measures.

Commonly used, evidence-based risk
assessment measures include the ERASOR
(Worling & Curwen, 2001), J-SOAP-II
(Prentky & Righthand, 2003), and JSOR-
RAT-II (Epperson et al., 2006). Generally,
risk assessments are based on several
domains, including the adolescent’s assault
characteristics (e.g., number of victims,
engagement in diverse sexually assaultive
behaviors, use of force or violence in
assaults), characteristics of the JSO (e.g.,
antisocial personality traits, lack of inter-
personal relationships, poor self-regula-
tion), and family environment (e.g., high-
stress familial environment, environment
supportive of sexual offending). Clinicians
use guidelines determined by the assess-
ment to examine if a risk factor is present
for JSO. To determine an overall risk level,
clinicians engage in a thorough clinical
interview with the JSO, review collateral
information, and utilize their own clinical
judgment. While discussion of reliability
and validity characteristics of pertinent
measures is beyond the scope of this paper,
research demonstrates that the measures
listed above are well-validated (e.g., Clarke
et al., 2017; Epperson & Ralston, 2015;
Schwartz-Mette et al., 2020; Viljoen et al.,
2012). Despite their usefulness for under-
standing an adolescent’s context, the mea-
sures do not necessarily predict future
offending accurately (e.g., Borum, 2000;
Viljoen et al.). Although they can inform
strategies to mitigate risk and guide inter-
vention plans, they should not be used to
predict reoffense or to justify subsequent
punitive strategies (Borum).

When assessing risk of reoffense,
trained clinicians should be cautious about
the limitations of a given measure and the
broader constraints of clinical assessment
in general. In the context of adolescent
assessment, many risk and protective fac-
tors are contingent upon elements that
may shift throughout treatment. Broad
conceptualization of risk has shifted away
from a dichotomous categorization of
being or not being at-risk for engaging in
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violent behavior; instead, it views risk as
dynamic, dependent upon context, and as
existing along a spectrum (Borum, 2000).
A comprehensive risk assessment consid-
ers both dynamic factors (e.g., attitudes,
cognitive development) and static factors
(e.g., trauma history, treatment history;
Vizard, 2013).

JSO are a heterogeneous population,
and assessment of static and dynamic risk
and protective factors provides informa-
tion to help determine the intervention
needs of individual clients. Interestingly,
the absence of a particular risk factor is
often indicative of that characteristic serv-
ing as a protective factor (e.g., supportive,
functional familial environment is protec-
tive while nonsupportive, dysfunctional
familial environment is a risk factor). Rec-
ognizing the limitations of empirical iden-
tification of risk and protective factors for
recidivism among this population (e.g.,
limited research, small sample sizes, incon-
sistency in variables), a summary of the
existing literature and subsequent follow-
up studies can be found elsewhere (Spice et
al., 2013). In an overview of assessment and
treatment considerations for JSO, Worling
and Langton (2012) detail domains for
screening and determining where more in-
depth assessment may be warranted.
Among the static domains identified are
developmental history; past medical and
mental health treatment; educational his-
tory; past employment/volunteer experi-
ence; previous nonabusive sexual activity;
and past trauma. Dynamic domains
include family functioning; personal
strengths; cognitive functioning; affective
functioning; social functioning; sexual
interests and attitudes; and suicidal
ideation. Additionally, Keane and col-
leagues (2013) emphasize the importance
of determining whether family reunifica-
tion is a possible outcome early in treat-
ment. The benefit of early determination is
twofold: clinicians can utilize familial sup-
port to help the adolescent through treat-
ment, in maintenance of new behaviors,
and in conveying messages of accountabil-
ity and responsibility; and clinicians can
address modifiable family risk factors that
may contribute to decreased risk for reof-
fense. Inclusion of family when reunifica-
tion is the goal also allows for careful plan-
ning for the safety of the child who was
abused prior to reunification (McNevin,
2010).

Risk assessment for JSO must be pro-
vided with attention to the changing nature
of adolescence (e.g., Cauffman & Stein-
berg, 2012; Vincent, 2006). Particularly in

cases of sexual offending in the home, it is
imperative to describe the potential for
family reunification and continually con-
sider the safety of both the adolescent and
any children who were either previously
abused or who may be in close contact with
the adolescent in the future (Keane et al.,
2013; McNevin, 2010). Risk assessment is a
useful tool for identifying risk and protec-
tive factors when it is used in conjunction
with other clinical information to deter-
mine individualized risk management and
treatment needs.

Prevention and Intervention Efforts
in Adolescent Sexual Recidivism
Effectiveness in the prevention of sexual

reoffense is often measured by recidivism
rates (ter Beek et al., 2018; Walker et al.,
2004). A comprehensive model for adoles-
cent sexual recidivism reduction incorpo-
rates prevention strategies targeting the
general public and those at risk for com-
mitting a sexual offense in addition to
more specific intervention programs for
those who have committed a sexual offense
(Assini-Meytin et al., 2020; Letourneau et
al., 2017). Attempts to change public per-
ceptions about sexual violence are
intended to reduce shame and stigma and
to increase accessibility of services for those
who experience inappropriate sexual urges
and behaviors (see Knack et al., 2019; Lev-
enson et al., 2017; Piché et al., 2018). Pre-
vention efforts to reduce rates of adoles-
cent sexual recidivism should not be
understated, as changing public percep-
tions can help promote help-seeking ser-
vices among families who are concerned
about their adolescent engaging in inap-
propriate sexual behaviors with another
child in the home. Prevention efforts that
aim to reduce shame and stigma surround-
ing an adolescent’s urges to engage in
sexual misconduct within the home are
beneficial for reducing barriers to treat-
ment within the community prior to
offending and involvement in the legal
system. Despite the value of such commu-
nity strategies, the current paper focuses on
interventions designed to help JSO and
their family members avoid further sexual
offending and victimization.

A majority of intervention efforts fol-
lowing sexually offensive behaviors are
implemented and coordinated by the juve-
nile justice system due to the legal charges
associated with these behaviors
(Letourneau et al., 2017; Piché et al., 2018).
A problem with this is that not all sexually
offensive behavior is reported and pursued

legally, and so those who avoid involve-
ment with the legal system rarely receive
any services. Research has shown that a sig-
nificant proportion of adolescent sexual
offenses go unreported, and thus it is diffi-
cult to understand the breath of this issue
(Abbey, 2005; Zolondek et al., 2001).
Although the intent of the juvenile justice
system is to rehabilitate youths rather than
punish them for past behaviors (Mears et
al., 2015; Welch et al., 2019), concerning
systemic issues within juvenile justice have
been discussed in the literature (e.g.,
Dragomir & Tadros, 2020; Evangelist et al.,
2017; Marrett, 2017) and can inhibit treat-
ment approaches in some cases. When JSO
are court-mandated to treatment, the treat-
ment facility and juvenile justice system
should coordinate efforts to ensure JSO
progress successfully in treatment and in
accordance with court orders. It is also cru-
cial that treatment for youth is developed
from a client-centered, evidence-based
approach. Research has shown that treat-
ment utilizing cognitive behavioral therapy
(CBT) has produced the largest effect sizes
in sexual recidivism rates (Schmucker &
Lösel, 2015; Walker et al., 2004). However,
it is of note that these effect sizes are mod-
erate. Thus, additional research is war-
ranted to understand what factors improve
treatment effectiveness in reducing recidi-
vism rates among JSO. Given the hetero-
geneity of JSO, individualized treatment
that is relevant to the client’s concerns and
risk factors for sexual reoffending (e.g.,
building interpersonal/social skills, reduc-
ing deviant sexual arousal) have shown to
reduce rates of recidivism (Schmucker &
Lösel). Treatment for adolescents who
have sexually offended within the family
encompass work with the JSO, the victim,
and the family. Individual treatment goals
may include increasing accountability for
the adolescent’s sexually offensive behav-
iors; building awareness and ability to chal-
lenge thoughts, feelings, and behaviors
supportive of sexual offending; enhancing
victim empathy and perspective-taking;
and reducing deviant sexual arousal, if pre-
sent (Efta-Breitbach & Freeman, 2004;
Walker et al.; Worling & Langton, 2012).
Given the additional risk factors that may
not appear to be directly related to the
sexual offense, treatment goals may also
include social skills training, improving
emotion regulation, and processing per-
sonal trauma of the JSO, as it may relate to
the sexually offensive behaviors, to reduce
their risk for sexual recidivism (Walker et
al.; Worling & Langton).
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Treatment topics related to the victim
and family are intertwined when working
with youths who offended within the
family. Therefore, the importance of family
involvement cannot be overstated. While
integration of family in treatment for the
offender is critical, individual therapy for
the victim and caregivers is often sought
independently when needed. Despite the
current limited ability to predict sexual
recidivism with accuracy, certain risk fac-
tors may contribute to an adolescent’s ini-
tial sexual offending as well as risk of sexual
reoffense, including familial variables.
First, if a caregiver does not believe the
sexual offense happened or is not support-
ive of sexual offense specific treatment, the
victim may experience negative conse-
quences following the abuse, and treatment
success for the JSO may be hindered
(Keane et al., 2013; Tener & Silberstein,
2019). Thus, clinicians may consider
beginning family therapeutic sessions
solely with the caregiver(s) to assess their
attitudes, feelings, and behaviors related to
the sexual offense and provide psychoedu-
cation related to sexual offending prior to
integrating the JSO into family sessions.
Additionally, a lack of structure within the
home and inadequate supervision of chil-
dren can be a risk factor for initial sexual
offending as well as a risk for sexual reof-
fense (Ballantine, 2012; Caffaro & Con-
Caffaro, 2005; Haskins, 2003). To reduce
this risk, the JSO and the caregiver(s)
should develop and agree to follow a safety
plan that ensures protection of all children
in the home. The safety plan promotes pro-
tective factors that will reduce the risk for
sexual recidivism. It is not intended to
punish the youth for their past behaviors.
The safety plan will likely include increased
supervision of the JSO, knowledge of their
activities, no unsupervised contact of the
youth with children, and limited access to
technology (Stewart et al., 2019). Safety
planning may encounter barriers, espe-
cially for caregivers who have limited
resources and skills that help them to
financially, physically, and emotionally
support the entire household (DiGiorgio-
Miller, 1998; Keane et al., 2013). Thus, clin-
icians should be aware of the practicality of
the safety plan and encourage including
additional trusted adults to help imple-
ment a successful plan.

Towards the conclusion of treatment
for the JSO, clarification and reunification
sessions are essential if the youth is return-
ing to the home. Prior to beginning clarifi-
cation sessions with the victim, the clini-
cian needs to consider if this process may

negatively impact the victim. Clinicians
may suggest that the victim receive indi-
vidual therapy and request assurance that
the respective therapist believes that the
victim is ready to begin the clarification
and reunification process. Clarification
sessions may consist of the JSO writing a
letter to the victim and presenting it in a
developmentally appropriate manner
(DeMaio et al., 2006; Price, 2004). The clar-
ification letter should include acceptance
of full responsibility for the assault and
answer questions the victim likely has (e.g.,
“Why did you do this to me?” “Do you care
about me?”). It should exhibit victim
awareness and empathy, demonstrate a
change in thoughts and behaviors that are
indicative of not assaulting in the future,
and provide the victim the opportunity to
accept, reject, or question the letter without
the expectation that the JSO will be for-
given. The clarification letter should be
reviewed with the clinician prior to the
youth presenting it to the victim. The clin-
ician may ask the youth to revise the letter
several times to ensure it appropriately
addresses all topics and that the content in
the letter is not likely to negatively impact
the child victim. Additionally, this process
may occur with other individuals within
the household. Clarification sessions may
continue until the individuals within the
household are supportive of the youth
reentering the home.

When considering clarification and
reunification, issues of risk assessment
reemerge, especially given the limited liter-
ature on the reunification process. Addi-
tionally, reunification may present differ-
ently, depending on the family situation.
For example, the JSO may not return to the
home but may have continued contact
with the child victim, typically with close
supervision. This approach may be espe-
cially helpful for caregivers who have lim-
ited resources to provide the levels of
supervision identified in a safety plan.
Thus, it is necessary for clinicians to
approach these topics on an individual
basis when evaluating if and when a youth
is ready to reunify with the family. Thera-
pists should pay close attention to the
safety and emotional well-being of the
child victim and the presence of any risk
factors (e.g., continued denial of abuse by
the JSO or caregivers, child victim’s dis-
comfort with reunification, child victim’s
psychological symptoms, or evidence that
individuals in the home have been pres-
sured to accept reunification). When
deemed appropriate, reunification can
begin with brief home visits or outings with

the family to examine and process issues
that may arise as the family moves towards
cohabitation. Once the JSO returns to the
home, individual and family services
should continue for the JSO, victim, and
caregiver(s) to ensure the safety plan is
working effectively, process concerns that
arise, and continue to assess for any risk of
sexual recidivism. It is imperative that this
process remains ongoing, dynamic, and
long-standing to ensure the safety and
well-being of all children in the home.

Summary
This paper provided a brief overview of

the current literature related to adolescents
who sexually offend within the household
and highlighted the challenges associated
with risk assessment and intervention for
them, their victims, and their families. Pre-
vention of recidivism is a primary goal, and
thorough risk assessment coupled with
mental health treatment coordinated with
the juvenile justice system were identified
as critical needs for such youth and their
family members. JSO are a heterogeneous
group who need client-centered, evidence-
based treatment to reduce the risk of sexual
reoffense. Long-term follow-up is espe-
cially important to promote successful
reintegration of the juvenile offender into
the household and community. Future
research can inform appropriate public
policies by better understanding variables
that impact risk assessment, treatment, and
reunification to achieve successful rehabil-
itation for adolescents who have sexually
offended within the family.
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Trauma and Severe Mental Illness
The Diagnostic and Statistical Manual of
Mental Disorders’ (DSM-5) definition of
trauma includes events that are directly
experienced, witnessed, learned of happen-
ing to loved ones, and/or repeatedly
exposed to the details of that involve actual
or threatened death, serious injury or
sexual violence (American Psychiatric
Association [APA], 2013). Described more
broadly by the Substance Abuse and
Mental Health Services Administration
(SAMHSA), trauma is “an event, series of
events, or set of circumstances that is expe-
rienced by an individual as physically or
emotionally harmful or life threatening
and that has lasting adverse effects on the
individual’s functioning and mental, phys-
ical, social, emotional, and spiritual well-
being” (SAMHSA, 2014, p. 7) Overall, indi-
viduals with serious mental illness (SMI)
are substantially more likely than the gen-
eral population to have experienced
trauma, including reported rates of child-
hood physical and sexual abuse as well as
lifetime exposure to interpersonal violence
(Mueser et al., 2002; Mueser et al., 2004).
Further, for those in psychiatric inpatient
settings, trauma histories are commonly
compounded by institution-related
trauma; almost all individuals in psychi-
atric inpatient hospitals report at least one
traumatic experience occurring as a result
of their hospitalization (e.g., being placed
in restraints, being forcibly medicated, wit-
nessing or experiencing physical or sexual
violence within the institution; Reddy &
Spaulding, 2010).

Despite this, diagnostic omission or
overshadowing of Posttraumatic Stress
Disorder (PTSD) among those with SMI is
a common phenomenon. For instance,
95% of a community sample of individuals
with serious mental illness (N = 275)
reported experiencing at least one trau-
matic event and of these 43% met diagnos-
tic criteria for PTSD; however, this diagno-

sis was reflected in only 1% of the sample’s
medical charts (Mueser et al., 1998). Such
a pattern holds in inpatient settings as well;
for example, at a large forensic psychiatric
hospital only 1.4% of adult inpatients’
charts listed PTSD as a diagnosis of record
(Alexander et al., 2016) compared with a
3.5% twelve-month prevalence rate in the
general population of adults in the United
States (APA, 2013).

Even for those who do not meet diag-
nostic criteria for PTSD, the impacts of
trauma on psychosocial functioning are
wide-ranging, pervasive, and severe, and
cause significant disturbances in self-con-
cept, interpersonal relationships, emotion
regulation, cognition, and arousal (Curtois,
2008). Nevertheless, even in state hospitals
and community mental health facilities,
the prevailing approach to SMI treatment
has largely ignored trauma-related seque-
lae (Grubaugh et al., 2011; Thordarson &
Rector, 2020). Recently the mental health
system has begun to recognize that institu-
tions, such as psychiatric hospitals, are
designed in such a way as to perpetuate,
rather than identify and treat, trauma
(Reddy & Spaulding, 2010). In order to
address this concern, a growing number of
institutions are implementing Trauma-
Informed Care (TIC), an approach that
reconceptualizes problematic behaviors,
such as institutional violence and aggres-
sion, self-injury, impulsivity, rule-breaking
and treatment nonadherence, as being
complex and adaptive reactions of individ-
uals who have experienced psychological
trauma (Clark et al., 2015). For instance,
many acts of institutional violence and
aggression can be reconceptualized as pro-
tective reactions in response to perceived
threats that are activated by the frequently
harsh environments existing within insti-
tutions. TIC is not an intervention per se,
but instead a set of principles developed to
enhance recognition and understanding of
trauma, promote staff awareness of and
sensitivity to potential causes of trauma,
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and minimize institutional retraumatiza-
tion to the extent possible (Harris & Fallot,
2001). Beyond this, the TIC framework
seeks to empower individuals to develop
adaptive, healthy coping skills in response
to stressors (Clark et al.) and has the poten-
tial to significantly reduce instances of
problematic behaviors, such as those out-
lined above, within institutions (e.g.,
Aremu et al., 2018; Miller & Najavits,
2012).

Unique challenges exist in applying a
TIC framework with individuals who have
been adjudicated as Not Guilty by Reason
of Insanity (NGRI). In order to be acquit-
ted as NGRI in California, an individual
must be either unable to appreciate the
nature and quality of their actions or
unable to understand right from wrong at
the time of the offense due to mental dis-
ease or defect (Cal. Penal Code § 25(b)).
NGRI acquittees are sentenced to treat-
ment in a state hospital until they are
deemed able to be safely and effectively
treated in the community or determined to
be legally restored to sanity. Specific crite-
ria must be met for discharge, including
demonstrating an understanding that they
committed a violent offense due to symp-
toms of severe mental illness. As perpetra-
tor, they are typically perceived as wholly
bad and capable only of damaging, not of
being damaged. Such offenses are rarely
viewed in shades of gray: perpetrators
cannot be victims and vice versa. Further,
traditional conceptualizations of trauma
typically describe events that happen to a
person through no fault of their own. What
of the NGRI acquittee, then, once inca-
pable of understanding the implications of
their actions, now restored to rationality
with treatment? They learn, as if for the
first time, of something terrible happen-
ing—that they in fact caused to occur. In
and of itself, being newly informed that one
has harmed or even killed another person
can be highly traumatizing, especially
because in such situations the person
harmed is very often a family member or
other loved one (Ferranti et al., 2013). For
this population, interpretations of trauma
warrant a broader conceptualization. One
group of NGRI acquittees for whom this is
particularly salient are women whose index
offenses include significant harm or death
to their children.

While only 3% of homicides involve the
intentional killing of a child, the most
common perpetrators of these types of
homicides are parents, guardians or step-
parents (Dixon et al., 2013) who are dis-
proportionately more likely to have a his-

tory of mental illness (Bourget et al., 2007;
Flynn et al., 2013). Data involving the pre-
cise number of mothers who kill their chil-
dren (i.e., maternal filicide) who are then
acquitted as NGRI are not available. How-
ever, when such cases occur they are very
often the source of media scrutiny and sen-
sationalism, leading to the elicitation of
intense emotional reactions by the public.
Indeed, for many, filicide represents a vio-
lation of a foundational social task (i.e.,
parenting) rooted in both evolutionary
biology and continually reinforced by strict
social norms (Klier et al., 2019). Within the
context of correctional institutions and
forensic hospitals, these women continue
to face stigma from staff and peers as a
direct result of the nature of their offenses.
Thus, while the offenses committed by
these women represent horrifically trau-
matizing experiences in and of themselves,
this trauma is then repeatedly triggered
and reified in the aftermath of the offense,
creating unique treatment needs for those
involved in their care. The low base rate
and stigmatizing nature of this type of
offense places these women at particular
risk for isolation and retraumatization
within institutions, creating yet another
layer of treatment needs that traditional
treatment programs often do not address.
The current paper provides a brief review
of the literature related to maternal filicide
followed by a discussion of the formation
and course of a trauma-informed, integra-
tive process group for women adjudicated
NGRI for offenses involving serious harm
or death to their children. Additionally, the
implications for reconceptualizing psy-
chotically driven acts of violence as trau-
matic as part of a wider movement toward
TIC will be discussed.

Theories of Maternal Filicide
While literature related to maternal fili-

cide remains scant, a handful of theorists
have attempted to extract subtypes of fili-
cide primarily through analysis of case
studies. In the first of these discussions,
Resnick (1969) noted maternal filicide was
differentiated from other types of homicide
by the fact that in well over half of case
studies he examined, the act was motivated
by altruism and/or acute psychosis (i.e., the
presence of hallucinatory experiences or
delusional beliefs) on the part of the
mother. This included attempts to allevi-
ate real or imagined suffering or killing the
child during the course of a conjoint sui-
cide attempt. Interestingly, 10 years later,
d’Orban (1979) identified similar motives

of protection or altruism stemming from
delusional beliefs as the primary motives
among mothers who were mentally ill at
the time of the offense. While Scott (1973)
did not classify cases based on motive,
arguing that doing so was too subjective, he
did point out that out of 39 total mothers
studied, 32 killed as a direct result of symp-
toms of mental illness, although he did not
provide further clarification about specific
symptomatology. Finally, Holden et al.
(1996) attempted to identify differences
between mothers who were found crimi-
nally responsible for killing their child and
those who were found NGRI. They found
the only factors that distinguished between
the groups were the presence of a suicide
attempt and psychotically driven motives
in the NGRI group. The common psychot-
ically driven motives included a belief the
child was defective (i.e., possessed by a
demon, half-human/half-animal), com-
mand hallucinations (i.e., auditory halluci-
nations that commanded the mother to
hurt the child), and a belief that the child
could only be saved from a disaster (i.e.
rape, torture) through death.

Kunst (2002) offered a psychodynamic
explanation for so called “pathological fili-
cide” based on her work with 20 women
acquitted as NGRI for murdering their
children. Specifically, she conceptualizes
this type of crime as stemming from early
disruptions in parent-child attachment on
the part of the mother which, combined
with other biopsychosocial vulnerabilities,
culminate in psychotic symptoms rife with
fears of danger, persecution, and annihila-
tion. Consistent with the motives identi-
fied above, the homicidal act serves as an
attempt by the mother to protect her child
from these fears.

Mugavin (2008) synthesized these the-
ories with additional case studies to
develop a Maternal Filicide Theoretical
Framework (MFTF), which provides an
explanation of the root causes of maternal
filicide as a tool for identification of at-risk
mothers and, ultimately, prevention.
Specifically, Mugavin (2008) outlines his-
torical vulnerabilities commonly experi-
enced by mothers who kill their children,
including: genetic predisposition to mental
illness, previous exposure to abuse (partic-
ularly in childhood), history of substance
use, disruptions in attachment, and socio-
cultural factors. These vulnerabilities
(many of which represent traumatic expe-
riences in their own right) are then acti-
vated by particular triggers, which could
include: religiosity (particularly in the con-
text of delusional beliefs), revenge against a
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significant other, poor parenting skills, des-
peration, mercy killing, lack of interest in
parenthood, maternal stress, and substance
use. Mugavin further recognizes that the
mother’s grieving process surrounding the
loss of her child is often thwarted by nega-
tive experiences due to stigmatization and
blame from family, others in prison or hos-
pital settings, and society more broadly.

While the above explanations for
maternal filicide are helpful in conceptual-
izing the offense, they provide little guid-
ance for treatment providers tasked with
helping these women cope simultaneously
with the following: the loss of their chil-
dren; symptoms of their severe mental ill-
ness; intense stigma and scrutiny from
staff, peers, family, and members of the
public; and planning for a meaningful and
safe future beyond their hospitalization. In
recognition of this, we developed a group
at a large, inpatient forensic hospital specif-
ically for women who were found NGRI
for offenses involving severe harm or death
to their children. The group ran from May
2019 until it was temporarily suspended in
March 2020 due to the COVID-19 pan-
demic. Interventions used in the group
were chosen based on their efficacy as
reported in the trauma literature and in
accordance with emerging findings that
emphasize the importance of treating
trauma with a holistic approach. As such,
we incorporated ideas and interventions
from various modalities such as TIC and
Dialectical Behavior Therapy (DBT; Line-
han, 2015), while simultaneously capitaliz-
ing on Yalom and Leszcz’s (2008) thera-
peutic factors.

Formation of the Group
Inclusion Criteria

The group was open to female patients
whose committing offense included seri-
ous harm or death to their child. We con-
sidered whether to limit the group only to
those individuals whose index offenses
involved death to their children, but we
believed that women whose offenses
involved serious harm to their child faced
many of the same barriers to recovery as
members whose children had died. From
an interpersonal process perspective, we
also believed this contrast in experiences
and outcomes introduced dynamics to
group interactions that would be especially

therapeutic for all members, as elaborated
on in a later section. Additionally, we
sought to limit participation to individuals
who were relatively psychiatrically and
behaviorally stable, although we reasoned
that a mild degree of symptomatology (i.e.,
ongoing delusional ideation, transient
mood-related difficulties) was acceptable
and provided additional “grist for the ther-
apy mill” (Yalom, 2002). We further con-
sidered whether to include male patients
with index offenses involving harm to their
children but ultimately decided against it
for several reasons. First, we reasoned that
societal expectations regarding the
“mother role” and the characteristics of the
mother/child relationship made this type
of index offense especially unique, which
potentially gives context regarding why the
majority of the published literature on fili-
cide has focused primarily on women.
Second, consistent with a trauma-
informed approach, we were aware that
several prospective group members had
previously been victims of various forms of
abuse by male perpetrators and were con-
cerned that including men in the group
could result in retraumatization. Finally,
our search identified only two male
patients who met criteria for inclusion.

Recruitment
Identification of potential group mem-

bers involved a thorough inspection of the
details of index offenses for all female
patients committed to the hospital as NGRI
and as Offenders with a Mental Disorder
(ODM).1 In total, we identified nine
women who met inclusion criteria. Once a
list of group-eligible individuals was estab-
lished, a facilitator from the group met with
each woman individually to explain the
purpose of the group, address any ques-
tions or concerns, and elicit participation.
Recruitment was done by group facilitators
(each of whom are doctoral level psycholo-
gists) in order to create an initial opportu-
nity for rapport building in the hopes that
this would allow the women to feel more
comfortable participating in the group. Of
the nine women we initially approached,
six agreed to participate. Reasons for
declining included concerns about confi-
dentiality or that participation in the group
would be damaging in some way. For
example, one woman noted she feared that
her participation in the group would alert

others to the nature of her index offense
and make her a target for her peers, which
she feared would compromise her physical
safety and readiness for discharge. Another
woman communicated significant con-
cerns about the emotional and psychologi-
cal impact that discussing her index offense
would have on her, even in a safe and sup-
portive environment. A third similarly
communicated that she “just [could not]
face what [she had] done yet.”

Clinical Considerations Related
to Confidentiality

We took considerable precautions to
maintain confidentiality, as we believed
protection of privacy was absolutely crucial
in promoting a safe space for members to
share their experiences. First, the group’s
name made no allusion to the group’s true
purpose, describing its general principles
rather than its content (e.g., hope, recov-
ery). Additionally, we collaborated with the
group members to formulate answers to
their peers’ questions regarding the nature
of the group (e.g., “an aftercare and recov-
ery group”). Transportation to groups was
also done discretely, with group facilitators
accompanying each group member indi-
vidually. Further, whereas most treatment
groups at our hospital are conducted in on-
unit conference rooms, we chose to hold
our group in a secluded area of the hospital
to promote privacy and decrease the likeli-
hood of interruption. We also hung up
signs explaining that treatment was in
progress and asking for privacy. As in all
group therapy settings, there was no formal
means to prevent discussion of group con-
tent outside of group sessions; however, as
discussed in the following sections, confi-
dentiality remained a constant topic of
emphasis throughout the group and we
aimed to create a milieu in which concerns
related to confidentiality could be openly
explored.

Exploration of Group Process
We used an Interpretive Phenomeno-

logical Approach (IPA; Smith & Osborn,
2003) to analyze themes that emerged as
the group progressed. The IPA framework
emphasizes the process of meaning making
for a particular, often unique, group of
individuals and allows researchers to
remain active participants in the meaning-
making process. After analyzing common
themes that emerged as the group pro-
gressed, we found they coalesced into three
superordinate categories: (a) processing
past traumas and their acts of violence

1The ODM statute in California allows for an individual to be civilly committed to the Depart-
ment of State Hospitals following a prison term if they meet a specific set of criteria connecting
their offense to symptoms of a severe mental disorder (see Cal. Penal Code § 2962).
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against their children, (b) coping with cur-
rent challenges, and (c) preparing for life
after involuntary hospitalization. Each of
these superordinate themes and their sub-
ordinate components are discussed below.
Consistent with the IPA framework (Smith
& Osborn, 2003), once themes were gener-
ated based on the group process, they were
contextualized within the existing litera-
ture related to maternal filicide.

Processing the Past
Kunst (2002) sums up her discussion of

filicide by stating, “In subsequent treat-
ment, as [the mother] becomes more free
from the clutches of psychosis…, [the]
complex and painful psychic realities [of
the index offense] will be as challenging for
her to understand as they are for us” (p.
37). This statement perfectly illustrates the
challenge of therapeutic work in this popu-
lation, as outlined in the following section.
Although the time since the offense dif-
fered between group members (for some it
had been over a decade while for others
only a year had passed), each of the women
were still struggling to reach an under-
standing of the offense, which was compli-
cated by several universal factors.

• Stigma: “We’re more hated than
sex offenders”

As previously discussed, when cases of
psychotically driven maternal filicide arise,
they are often extensively covered by the
media in a way that villainizes the mother.
Each group member recalled that while
incarcerated prior to trial and sentencing,
fellow inmates and jail staff learned about
their cases from media reports. Simultane-
ously, members were often still experienc-
ing symptoms of acute psychosis, which
impeded their understanding of the
offense. Thus, as they were attempting to
grapple with the reality of the offense, they
were also contending with being targeted
and victimized as a result of it. Group
members also described the trial process
itself as particularly traumatic because of
repeated exposure to reminders of their
offense as well as questions and comments
about their culpability from the media,
attorneys, and their families. Even within a
more therapeutic hospital setting, the
women were careful not to disclose their
offense to others because they feared being
ostracized, targeted, bullied, or possibly
worse. For most of the members, the group
was the first and only place they were able
to openly and safely discuss their experi-
ences. Universality, therefore, was a
uniquely powerful factor in uniting the

group and promoting disclosure (Yalom &
Leszcz, 2005).

• Confidentiality: “I just want to say –
I don’t want any problems”

Based on prior victimization experi-
ences, confidentiality was the chief concern
for most members who feared word of
their offense would spread to unit peers
and result in further stigma, targeting and
maltreatment. In keeping with TIC princi-
ples, this topic was revisited frequently to
reinforce its importance and reduce poten-
tial breaches, recognizing that this could
cause retraumatization. Additionally, the
group facilitators remained vigilant about
interruptions when staff members entered
the room; on each occasion group process
paused while a facilitator asked the staff to
return at a different time. This served not
only to protect the group’s confidentiality,
but also as an important socializing tech-
nique (Yalom & Leszcz, 2005) for group
members to observe assertive behavior and
the maintenance of appropriate bound-
aries. Upon resuming, the group processed
reactions, which typically involved annoy-
ance or fear that details of someone’s index
offense would become known to hospital
staff.

• Contributing Factors:
“It really was the perfect storm”

One of the core components of the
group was members’ construction and pre-
sentation of a behavioral chain analysis of
their index offenses based on the DBT
model, which examines vulnerability fac-
tors, precipitants, linking events, problem
behaviors, and consequences (Linehan,
2015). Chain analysis was included
because it helps address trauma as an infor-
mal exposure technique; teaches and
improves individuals’ ability to see patterns
in thoughts, behaviors and emotions; pro-
vides opportunities for in-group skill learn-
ing; and can be used in a relapse prevention
plan, a requirement for discharge. Notably,
the factors identified by group members as
having contributed to their offenses are
remarkably consistent with theories
regarding psychotically driven maternal fil-
icide (Resnick, 1969; d’Ordan, 1979;
Holden et al., 1996; Kunst, 2002; Mugavin,
2008) and the interaction of trauma and
SMI (Grubaugh et al., 2011).

Complex Trauma. Most group mem-
bers reported extensive histories of trauma
predating their index offenses, including
physical and sexual abuse in childhood and
adulthood. In addition to processing the
effects of such experiences, members were

provided psychoeducation regarding the
multiple and pervasive effects of trauma,
and the potential effects preoffense trau-
matic experiences have on the develop-
ment and maintenance of SMI symptoms
(Grubaugh et al., 2011).

Isolation. Consistent with Kunst (2002),
and perhaps a direct consequence of exten-
sive trauma histories, group members
described experiencing psychotic symp-
toms characterized by intense paranoia and
fears of danger, persecution, and annihila-
tion for some time prior to the index
offense. As these symptoms emerged,
members began isolating themselves from
family and friends, believing these relation-
ships were a source of the danger threaten-
ing them and their children. As their isola-
tion grew, available sources of
reality-testing decreased and reliance on
internal processes increased, which inten-
sified the psychotic symptoms (Grubaugh
et al., 2011).

Reaching Out for Help. While themes of
isolation were pervasive in the group, each
group member identified a point prior to
the offense when they realized something
was amiss and reached out for help from
people they were closest to. Unfortunately,
in each instance these requests were unre-
quited. Discussions about this shared dis-
appointment were rich and productive, as
defensiveness lessened when blame was
shifted, avenues for exploration of impor-
tant relationships and interpersonal flu-
ency opened, emotions members felt pre-
viously feel unentitled to were expressed,
and opportunities for skill-building in
assertiveness and interpersonal effective-
ness were presented (Linehan, 2015).

Drive to Protect. Consistent with previ-
ous theories and explanations of maternal
filicide, a unifying theme emerged from
members’ descriptions of the psychotic
processes underlying their behavior toward
their children. All believed that their
actions would protect their children from
imminent death or torture caused by
supernatural forces (e.g., demons) or nefar-
ious actors (e.g., the Illuminati). In each
case, while the mothers knew they were
physically harming their children, they
were certain that in doing so, they were
saving their children from Biblical damna-
tion or extreme and irreparable harm.
Understanding these processes was often
the most complex and painful part of treat-
ment, again underscoring the unique
power of universality for this particular
group. As Yalom and Leszcz (2005)
explain, “Many individuals enter therapy
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with the disquieting thought that they are
unique in their wretchedness, that they
alone have certain frightening or unaccept-
able problems, thoughts, impulses, and
fantasies” (p. 6). Thus, perhaps the most
powerful and transformative intervention
of the group was to shine a light into the
darkest corners of the group members’
minds and, in doing so, prove they are not
alone.

Focusing on the Present
In the midst of the quest for an under-

standing of the precipitants of the instant
offense, group process also provided fruit-
ful opportunities to discuss the “here and
now,” including both the dynamics that
emerge in the therapy room and in the
immediate moment (Yalom, 2002). Our
work included assisting groups members
in describing and managing difficulties
associated with grief and trauma, process-
ing others’ unhelpful or inaccurate percep-
tions, and navigating the interesting inter-
personal dynamics that manifested
between members whose children had died
and those whose had not.

• Coping with Grief: “I can’t believe my
child is gone”

Because of their experiences with lin-
gering symptoms of psychosis as well as the
need to protect themselves from ongoing
stigmatization, the grieving processes of
the women in the group were disrupted
and incomplete. As their understanding of
the contributing factors to the offense
sharpened, many group members experi-
enced a resurgence in grief and trauma-
related symptoms, including nightmares,
flashbacks, and dissociative experiences,
and some became aware of the complexity
of their grief due to its cause. One group
member explained that as her understand-
ing of the offense became more reality-
based, she was increasingly aware of the
need to “let go” of her son in order to move
on; however, she remained reluctant to do
so because she relied on memories of her
son to keep her psychologically “safe.” As
tolerated, members’ grief was worked
through in group, and such discussions
often benefitted from the introduction of
coping skills, such as those included in the
Mindfulness and Distress Tolerance mod-
ules of DBT (Linehan, 2015).

• The Have’s vs. the Have Not’s:
“Y’all are lucky your kids are still alive”

Briefly discussed above is the decision
to include group members whose offense
could have, but did not, result in the death
of their children. During some group

meetings, the fact that some members’ chil-
dren survived sat politely in the corner as
the quiet elephant in the room. During
others, the elephant trumpeted loudly with
discussions of fairness and belief in a just
world. The children who survived their
mother’s assault did so because others
intervened at just the right moment to pre-
vent their death. Thus, the discussion often
centers not only around feelings of envy for
the members who had the possibility of
reconciliation with the surviving children,
but also related to differential access to
resources and a support network.

• Coping With Stigma: “The staff/other
patients have it out for me”

The unit milieu can often take on
schoolyard characteristics, complete with
cliques and schoolyard bullies. What sepa-
rates these dynamics from the schoolyard
are often the choices of insults spewed, with
jeers such as “babykiller” being the highest
level of insult available. Thus, while some
group members were able to successfully
conceal the nature of their offense from
peers, they continued to face constant
reminders of the discrimination they face
due to other’s revulsion about their instant
offenses. For those who are not so lucky,
they often face direct victimization by peers
and, at times, insensitive responses by staff.
Many group sessions were spent helping
the women disentangle feelings of being
targeted for offense-specific reasons versus
dealing with the normative experience of
living in a forensic inpatient hospital.
Regardless of the root cause of the problem,
these interactions were constantly retrau-
matizing for group members. Unfortu-
nately, this stigma often extended to mem-
bers of the women’s treatment team and
evaluators, who have been known to cite
the stigma surrounding the offense as
grounds for continued hospitalization.

As the group progressed, several inter-
esting changes occurred. Rather than
insisting on individual transport, members
eventually elected to walk to group
together. When the group was interrupted
by a staff member, some group members
said hello or exchanged pleasantries with
them rather than sitting quietly or making
efforts to not be seen. These changes sug-
gested to us that group members were
experiencing decreased shame associated
with their index offense, brought about by
an increased understanding of the myriad
factors that caused the offense to occur and
increased cohesion among members. After
the temporary suspension of the group in
March 2020, several group members resid-

ing on the same unit have continued to
show support for each other’s treatment
progress. Additionally, group members
have continued to stay in touch via unit
phone and through encouraging letters to
members on other units.

Preparing for the Future
During the course of the group, one

group member successfully achieved dis-
charge to community outpatient treat-
ment. This development both catalyzed a
powerful expression of the instillation of
hope (Yalom & Leszcz, 2005) and led to
practical discussions of life beyond hospi-
talization.

• Discussing Future Disclosures:
“How am I going to tell people?”

While most individuals with a criminal
history face the possibility of discrimina-
tion based on that fact alone, the women in
the group also must contend with discrim-
ination based on their mental health his-
tory and the taboo nature of their instant
offense. Discussions and role-plays about
when it’s appropriate, who to tell, and how
to tell others about the offense were initi-
ated when a group member was informed
of her impending discharge in an attempt
to prepare group members to face potential
stigma and misunderstanding upon their
return to the community.

• Future Family Relationships:
“Should I have another child?”

Perhaps unsurprisingly, the instant
offense had a profound impact on group
members’ familial relationships. While
many of the women were able to visit with
family members during their hospitaliza-
tion, most had lingering concerns about
how to discuss both the offense and their
mental illness with them. The grieving
processes of family members of women
whose children did not survive often blame
the mother, even going so far as to explic-
itly suggest to them they should not con-
sider having children in the future. The
group members whose children did survive
were faced with a different but similarly
challenging dilemma of repairing their
relationships with their children (some of
whom were old enough at the time of the
offense to form a clear memory of the
events). Universally, group members also
reported that family and close friends con-
tinued to fragilize them, remaining vigilant
about any stressor that might set off a cas-
cade of mental health symptoms leading to
further undesirable events.

Although the women in the group
describe resentment of this fragilization, its
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existence added to the uneasiness the
women themselves had about the stability
of their mental health and possibilities for a
future. For instance, a weighty question
shared by group members was whether or
not to have children in the future. While
no correct answer to this question exists, of
the most profound aspects of the group was
a space to freely explore this, and many
other, painful intricacies of an unimagin-
able situation.

Discussion
While the themes identified in the cur-

rent study arose from the responses of
group members during the group process,
they bore striking resemblance to the lim-
ited literature available related to maternal
filicide. This not only adds support to the
current literature, but further highlights
the uniqueness of this clinical population.
Our intention with this article is not to con-
demn anyone for personal beliefs they may
hold regarding violence perpetrated
against one’s loved ones. The stigma sur-
rounding filicide is given the sensational-
ized media portrayals of mothers who have
harmed their children, the intimate nature
of the mother-child relationship, and the
prevailing belief that “something like that
could never happen to me.” Instead, we
aim to promote an accurate understanding
of maternal filicide among laypersons and
mental health professionals alike, and to
advocate for an empirically based approach
to treatment that is trauma-informed,
effective, and compassionate. To that end,
we believe it is necessary to examine one’s
own personal and professional beliefs
about filicide, the factual bases upon which
they are built, and whether they might
impede our ability to provide appropriate
care to those with whom we work. This
task is particularly salient in light of our
group members’ descriptions of unhelpful
interactions with treatment providers that
left them feeling misunderstood or, worse,
looked down upon for their actions.

Broadly, results of the current study
suggest that a broadening of current defin-
itions and conceptualizations of traumatic
events may be warranted. As mental health
treatment providers increasingly seek to
expand the provision of trauma-informed
models of care, it is incumbent upon cur-
rent practitioners to identify and recognize
all potential causes of trauma, particularly
those not typically viewed as trauma-
inducing, such as that described herein.
This calls for an expansion of traditional
conceptualizations of trauma, which have

historically focused on adverse events hap-
pening to a person to the exclusion of acts
of violence perpetrated by the traumatized
person. Anecdotally, trauma responses
stemming from psychotically driven acts of
violence (particularly those involving sig-
nificant harm or death to loved ones) are
more often the rule than the exception
among the forensic inpatient population
with whom we work. This response often
includes significant guilt, feelings of sad-
ness or anger, flashbacks or intrusive
thoughts about the act, and overwhelming
concern that such an act might occur again
in the future. In the most severe cases, it
appears the individual’s symptoms can
reach diagnostic threshold for PTSD. A
TIC approach in such captive settings,
therefore, should account for this possibil-
ity and address trauma-related symptoms
when clinically indicated.

Discussions of psychotically driven acts
of violence most often center around
whether the individual experiences
remorse for the offense, but rarely leave
space for the consideration of additional
emotional responses. Namely, the possibil-
ity that one’s remorse is part of a larger
constellation of emotional difficulties asso-
ciated with the act of violence remains
largely novel. For myriad reasons, the indi-
vidual, and perhaps even family members
or treatment providers, may believe the
process of grieving this loss is unwarranted
or undeserved, often stunting the grieving
process and negatively impacting the
recovery trajectories. In searching for the
origin of this disenfranchised grief within
this population, it is not unreasonable to
implicate the compounding effects of
stigma associated with mental illness and
with the violent nature of their committing
offenses.

The current study also has considerable
implications for the provision of trauma-
informed models of care within forensic
inpatient settings. The reconceptualization
of psychotically driven acts of violence as
trauma has promise as a crucial piece of the
movement toward TIC in forensic treat-
ment contexts. While the current case
study provides a beginning framework for
this reconceptualization, we relied on a
small sample that differs even from the
population of individuals adjudicated
NGRI as a whole. Quantitative data about
these differences is currently unavailable,
which further limits the generalizability of
the themes outlined above. This lack of
data, however, leaves the reconceptualiza-
tion of violence as trauma an issue that is
ripe for empirical investigation, particu-

larly given that the prevalence and etiology
of trauma-related symptomatology among
individuals who have committed psychoti-
cally driven acts of violence remains
unknown. As an important first step, we
should seek to clarify how often this reac-
tion occurs, for whom, and under what
conditions. Additional exploration is also
needed to identify relevant risk factors
associated with psychotically driven vio-
lence against one’s children or other pri-
mary family members (i.e., parents). Such
inquiries have the potential to inform both
risk assessment and risk management
strategies, which form the cornerstone of
treatment for individuals found NGRI.
Indeed, an accurate conceptualization of
one’s past violence is essential in designing
appropriate treatment programs for this
population, both during their hospitaliza-
tion and upon discharge to less restrictive
settings. It is our hope that the themes and
experiences we have shared will inform the
assessment, conceptualization, and treat-
ment of patients who have harmed loved
ones due to psychosis or other symptoms
of severe mental illness, and promote a
trauma-informed perspective on violence
perpetration in individuals in captive set-
tings.
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HOW WE CONCEPTUALIZE violence mat-
ters. As psychologists, social workers, clin-
icians hailing from many training back-
grounds, and members of ABCT, the way
we frame the problem of violence has real
bearing on our work and world. When we
better understand our problem definitions,
we may better understand which interven-
tions we choose and why.

Problem definition is the framing of an
issue; it is your understanding (or best
guesses or assumptions) about what causes
a problem, who or what is responsible, how
that problem operates, and how to address
and potentially change what the problem
looks or feels like (Caplan & Nelson, 1973;
Rappaport, 1981). For example: What
causes gender-based violence? Is this an
issue of temperament? One person’s diffi-
culty expressing frustration in the relation-
ship? The escalation of conflict and poor
conflict management skills? Someone
focusing too much on their partner’s nega-
tive affect because they’ve had too much to
drink? A childhood trauma survivor’s
struggle to pick a healthy partner later in
life? A victim’s “learned helplessness?” A
survivor’s lack of vision of what life could
be like outside of abuse? All of these theo-
ries have received some empirical support
over the years and all reflect assumptions
made about why gender-based violence
remains so prevalent despite our preven-
tion and intervention efforts.

Of course, some aspects of the latter
examples are blatant manifestations of
victim blaming. But there is more: What
most of these examples share is an orienta-
tion to viewing violence as a problem or
deficit that resides within an individual (be
that individual a victim/survivor, perpetra-
tor, or both). In large part, these examples
frame violence as a problem of one person
causing harm to another, or of one person
finding themselves in abusive relationships
throughout their life because of their own
internal processes.

An alternate problem definition would
paint that same violence as a manifestation
of social norms, systemic inequalities, and a

broader question of power and oppression
rooted in privilege. The truth may very well
be in between; the answer could include
both—violence as an individual-level con-
cern that can be intervened with CBT, as
well as violence as a community/societal-
level issue that calls for a reshaping of our
norms, values, and the ways our systems
(e.g., healthcare, housing) operate in the
everyday. Certainly, there is evidence of
individual differences among those who
perpetrate; in a review of risk and protec-
tive factors for sexual violence perpetra-
tion, the majority of factors documented so
far were indeed at the individual level (e.g.,
willingness to perpetrate, rape myth accep-
tance, empathetic deficits; Tharp et al.,
2012). Then again, if you only have a
hammer (or a psychological lens), every-
thing looks like a nail (or an individual psy-
chological problem; Caplan & Nelson,
1973). Gender-based violence persists as
widespread and has long been conceptual-
ized as a social problem with socio-struc-
tural roots in patriarchy/sexism, racism,
homophobia, and ableism (Crenshaw,
1991; Dobash & Dobash, 1992; Matthews,
1994).

Problem definition is not just a thought
experiment: research has supported the
notion that the way we conceptualize an
issue influences how we respond to it
(Campbell et al., 1998; Lehrner & Allen,
2008). Once we (meaning you, individu-
ally, or even a culture) latch on to a prob-
lem definition, it can be hard to let it go
(Caplan & Nelson, 1973). As we head into
the rest of this article, now might be a good
time to consider: What is your problem
definition regarding gender-based vio-
lence? What are your assumptions about
why gender-based violence persists in
someone’s life? What have you imagined
needs to change when you are working
with a client who has been a victim/sur-
vivor of gender-based violence? If you
work with people who have been impacted
by violence, how does your own problem
definition tangibly map onto your work?

Here, we’ll introduce you to some key
concepts and rationale behind domestic
violence advocacy work. As we’ll discuss,
advocacy work does not perfectly overlap
with therapy (and we know we are writing
in the Behavior Therapist). When distilled
to their most basic ideas, advocacy and
therapy interventions take up gender-
based violence in different ways. We do not
compare therapy and advocacy for the sake
of competition or to elevate one approach
over the other. We write about these two
approaches to illustrate how problem defi-
nition structures our action and to think
about what is implicit in the way that we
approach intervention with violence sur-
vivors. To keep us grounded in a specific
example, we’ll introduce you to the Com-
munity Advocacy Project (an example of
an evidence-based intervention for domes-
tic violence survivors; Sullivan, 2000; Sulli-
van & Bybee, 1999), an example of what
robust advocacy interventions can look like
for violence survivors. In our closing, we
will also address how therapists might
increase their awareness of advocacy
resources in their area, take up survivor-
driven approaches, and support their
clients in accessing resources and opportu-
nities.

Why GBV?
Gender-based violence (GBV) is a per-

vasive and complex issue; it is perhaps a
particularly good example of an issue for
which problem definition is particularly
conspicuous. By calling sexual and domes-
tic violence gender-based violence (GBV)
here, we’re showing you a large piece of our
own problem definition. While the “G” of
“GBV” certainly stands for gender, by call-
ing this violence gender-based violence, we
ourselves (no writer is without a problem
definition) are framing the violence as
being rooted in inequalities, with gender
being but one important aspect of inequal-
ity in our society (Combahee River Collec-
tive, 1977; Sokoloff & Dupont, 2005).

Prevalence rates of GBV highlight it as a
pervasive concern: for example, in 2019,
the National Crime Victimization Survey
estimated a rate of 2.7 rape or sexual assault
victimizations per 1,000 people 12 or over
(Morgan & Truman, 2020). Taking a
deeper dive, we see that rates of GBV are
concentrated in minoritized populations.
This does not mean that GBV is only a
problem for people with marginalized
identities; rather, it suggests that under-
standing power and oppression may be
important to understanding GBV. For
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example, Native Americans report some of
the highest rates of GBV, and many of
these assaults are from non-Native perpe-
trators (Rosay, 2016). Similarly, a layered
analysis is needed to understand how
transgender people are targeted with GBV
at disproportionately high rates (James et
al., 2016). Disabilities, neurodivergence,
and more have been highlighted as identi-
ties that are associated with perpetrators
targeting them for violence more often.
Lydia X. Z. Brown (2017) wrote:

The complexity of inhabiting a body at
once deemed disabled, queer, or transgen-
der—transgressive in multiple ways—
changes the ways in which gender-based
violence targets us, exploits us, retrauma-
tizes us, and isolates us from possible
avenues toward support, recovery, and
healing. (p. 163)

Additionally, research from intersec-
tional scholars suggests that current ways
of measuring GBV may systematically miss
documenting experiences of abuse that
occur at the intersections of, for example,
being both Asian American and a woman
(Buchanan et al., 2018). The COVID-19
pandemic has laid bare many health dis-
parities, and the potential impact of this
unique context onto GBV rates further
highlights the complications when trying
to capture the problem of GBV in preva-
lence rates (Rieger et al., in press).

GBV has an interesting history (and
present) with problem definition. To give
you just a sneak peek into this layered his-
tory: The domestic violence movement has
advocated for recognition of intimate part-
ner violence as a social problem requiring
social change, rather than (or in addition to
being seen) as an individual problem
requiring traditional service provisions
(e.g., therapy) since its beginning (Lehrner
& Allen, 2008). Some fields, such as com-
munity psychology and social work,
emphasize such foundations more than
some training programs in psychology do.
Grassroots movements to eradicate such
violence began as pushes for broad social
change (Campbell et al., 1998) and have a
powerful history of antiracism efforts led
by Black survivors (e.g., McGuire, 2010).
Some accounts of the movement’s history
have described current efforts as curling
back to an individual-level of analysis (e.g.,
Campbell et al.), while others emphasize
that modern grassroots GBV efforts—par-
ticularly those led by communities of
color—maintain this orientation to social
change (e.g., Baker & Bevacqua, 2018). In

any event, the GBV movement has been
noted as an interesting example of a change
effort that combines individual direct ser-
vice provisions (e.g., victim/survivor ther-
apy) alongside sweeping sociopolitical
analyses (e.g., proposing root causes in
patriarchy, inequality, and/or racism—
analyses that might better fit with commu-
nity interventions; Lehrner & Allen, 2008).

Intervention at the Individual Level
Psychology has a history of identifying

the deleterious effects of experiencing
trauma and GBV (e.g., Dworkin et al.,
2017). This history is both useful and com-
plex. Given that the effects of trauma can
include many urgent concerns for an indi-
vidual’s life (e.g., symptoms of anxiety, sub-
stance use, and suicide; Dworkin et al.),
there is certainly an essential role for and
need of therapeutic responses for trauma.
This commentary does not negate that
need. But it is likely, given that survivors
are often navigating their safety through
complex and confusing systems, that indi-
vidual-level interventions will not suffice;
even empowerment has been delineated as
involving individual and organizational
components (Christens, 2019). We also
need interventions that actively intervene
with the context of survivors’ lives and this
is the core aim of advocacy. Otherwise, we
risk intervening with victims/survivors
endlessly, leaving the roots of GBV and the
inequities that sustain this widespread
social problem untouched.

Individual- and community-level
approaches certainly interact with each
other. For example, therapy can support
people in adapting to difficult situations
(including the realities of violence that
stems from/is connected to structural
issues beyond a survivor’s control) and
challenging responses to these situations
(e.g., the punitive labyrinth of a legal
system we have for violence survivors in
the U.S.). Until some science fiction utopia
is established, these individual-level thera-
peutic approaches will be relevant and for
some will indeed be helpful. But when you
conceptualize violence and responses to
violence as something beyond the individ-
ual, then these approaches alone are not
enough.

The Context of Survivors’ Lives
While intervening with individuals can

be an important part of addressing GBV
effects, potent outcomes have been demon-
strated by intervening in the context of sur-
vivors’ lives. Community psychology arose

as a response to concerns with taking an
individual-focused approach to the exclu-
sion of recognizing additional influences
(outside of the individual, e.g., relation-
ships, environments, and policies;
Kennedy et al., 2012). Community psy-
chology utilizes key theories regarding
intervening with social context and
empowerment-based interventions, carry-
ing forward the idea that psychological
well-being can be promoted through inter-
vention on community and societal levels
(Jason et al., 2019).

When taking a conceptualization that
GBV is a problem that lives and thrives
outside of an individual (while, of course,
still personally impacting said individual),
then intervention is not just about enhanc-
ing one’s coping skills. Then, intervention
is about changing the context of individ-
ual’s life. The emphasis is on the context,
not the person alone, and not the person
primarily. Abstractly, this means not cen-
tering the root causes of violence—and
even the impact of violence—within the
individual.

What does an emphasis on context tan-
gibly look like? In domestic violence advo-
cacy work, it looks like emphasizing access
to opportunities that people may not have
had before (i.e., education, employment,
relocating, social support, recreation) and
on keeping a vision for longer-term
resources rather than “getting stuck” in
shorter-term resources (e.g., longer-term
safe housing vs. securing emergency, tem-
porary shelter). The short-term resources
are and always will be incredibly impor-
tant; in advocacy work, the intervention
just does not end there. As you read this,
you might be noting similarities between
advocacy work and therapy.

A Bigger Picture for a Larger Context
A problem definition of GBV as being

rooted in social inequalities also maps onto
interventions that seek to change the con-
text of many of our lives, whether we’re
working one-on-one with someone or we
never meet a given individual (e.g., via
policy change, practice/systems interven-
tions). In theory, this might sound good (at
least, it is exciting to us). Experts encourag-
ing a push to community and societal-level
interventions have themselves noted a need
for more research on what community-
level approaches for GBV prevention
might entail precisely (DeGue et al.,
2012a). Even community psychology, a
field focused on “community,” has been
criticized as not truly investigating com-
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munity-level change (e.g., Luke, 2005);
intervening at the community-level is an
elusive and challenging goal. Exciting ini-
tiatives are under way: since roughly 2000,
a Centers for Disease Control and Preven-
tion initiative, Rape Prevention and Educa-
tion, has been leveraging federal funding to
encourage rape crisis centers (community
based organizations that provide therapy,
advocacy, and prevention services) to shift
public perception of sexual violence
towards a public health conceptualization,
encourage rape crisis centers to focus their
prevention efforts on primary prevention
of perpetration, and—most relevant to our
discussion—encourage adoption of com-
munity change strategies (DeGue et al.,
2012b).

For now, regarding intervening at the
level of the context of survivors’ lives, there
is an evidence-based advocacy approach
that has been implemented and studied in
various communities: The Community
Advocacy Project.

The Community Advocacy Project
Community psychologists developed

the Community Advocacy Project (CAP)
in the mid-1980s, originally specifically
designed to support women exiting domes-
tic violence shelters (Sullivan, 2000; Sulli-
van & Bybee, 1999). CAP involves intense
collaboration between an advocate and a
survivor (4–6 hours per week for 10
weeks). Survivors determine their goals
and needs, which often involve mobilizing
multiple community-based resources (e.g.,
housing, health care, childcare, employ-
ment, social support, recreation, educa-
tion). The advocacy is highly individual-
ized and, thus, there are no set goals with
which advocates enter the relationship.
Rather, advocates (who are paraprofession-
als) focus on helping the survivor increase
access to resources and opportunities. This
emphasis on opportunities is critical; advo-
cacy is not about providing a service—
rather, advocacy is all about securing access
to longer term community supports (Sulli-
van & Goodman, 2019) and encouraging
community change via institutionalized
advocacy that may benefit other survivors.
Thus, even advocacy rooted in changing
the context of one survivor’s life has the
potential to highlight the need for systemic,
institutionalized change.

The advocacy intervention involves five
phases (some of which can occur simulta-
neously): gathering information about the
survivor’s needs and desires, implement-
ing/mobilizing community resources (a

phase that often involves both individual
and systems-level work—e.g., securing a
rental agreement for the individual sur-
vivor and advocating for shifting housing
policies in the broader community), evalu-
ating with the survivor how the implemen-
tation is going, trying something new as
needed, and terminating the advocacy at an
agreed upon time, with the advocate equip-
ping the survivor with written resources
(Sullivan, 2003). As a CBT therapist, some
pieces of this might sound parallel to your
work. Particularly if your training may
have been in the field of social work, these
foundations may sound quite familiar.

But, this might still be unclear. Indeed,
advocacy is comprehensive and highly
individualized for each survivor and can
look quite different between participating
survivors. All advocates work intensively
with survivors over a period of time; they
all work on wants and needs identified by
survivors. Sometimes, survivors work on
educational goals, changing fields of
employment, locating housing, navigating
civil and criminal justice processes (e.g.,
divorce court, orders of protection),
obtaining additional financial resources,
mobilizing greater natural support, seeking
more opportunities for recreation and
restoration, obtaining material goods for
their homes, meeting children’s educa-
tional needs, advocating for their children
within the school system, managing com-
plex medical needs, and pursuing counsel-
ing to address mental health needs. In this
list, mental health needs, explicitly, are one
of many possible foci. To pursue survivors’
goals, advocates and survivors meet multi-
ple times a week, often while the advocate is
accompanying the survivor to mobilize
needed resources and provide community-
based advocacy (e.g., legal, medical).
Whereas in many therapy providers deliver
interventions to clients, even if collabora-
tively, advocacy is explicitly built to be a
survivor-driven partnership, and much of
advocacy occurs “on location.” Advocacy
emphasizes passing the development and
maintenance of advocacy skills to sur-
vivors. This is not done only through
didactics or conversation; it is done
through “going with” people in many
senses of the phrase. In addition to plan-
ning and role playing, advocates also sup-
port skill transfer through modeling advo-
cacy behavior by accompanying survivors
in real time as they engage with complex
systems.

Importantly, CAP is an empirically sup-
ported intervention that has been imple-
mented in the United States and—recently,

with cultural adaptations and delivered by
local therapists—in Mexico (Sullivan et al.,
2019). Trainings for CAP are being
planned and/or delivered in even more
places, including Portugal and Australia. In
research trials, survivors who worked with
advocates were safer, had more social sup-
port, a higher quality of life and greater
well-being when compared to survivors
who did not work with advocates (a ser-
vices as usual control group). These differ-
ences persisted even 2 years after the inter-
vention ended (Bybee & Sullivan, 2002;
Sullivan & Bybee, 1999). Further, Bybee
and Sullivan (2002) found that a critical
process, the increase of social support and
resources, in turn increased quality of life;
quality of life was then associated with
lower rates of abuse in the future.

The way that advocacy services are
delivered is important. Critically, CAP
advocates assume that the survivor is the
foremost expert on her life (here, we use
“her” because the intervention was tested
specifically with women survivors of inti-
mate partner violence perpetrated by men,
but we posit that advocacy interventions
can support people of all genders). While
advocates bring expertise, they never assert
that they know what would increase a sur-
vivor’s safety and well-being. The survivor
is uniquely situated to make this determi-
nation. Advocates are explicitly not in a
service provider or “expert” role (Sullivan
& Goodman, 2019). This is essential
because working to become safe from an
abuser requires a myriad of complex deci-
sion-making. An advocate supports this
decision-making, but never overrides or
shapes a survivor’s actions. Thus, survivors
make the final decisions in advocacy. This
requires that advocates be nonjudgmental,
supportive, and validating throughout this
process.

Advocates are also strength-based. This
means that advocates take a problem defin-
ition of domestic abuse as violence that
stems from and is perpetuated by society
not because of something the survivor did
or failed to do (e.g., choosing the wrong
partner). For example, rather than viewing
survivors as people who have learned to be
helpless, survivors in CAP are assumed to
be actively seeking help, an empirically
supported assertion (e.g., Kennedy et al.,
2012). Advocates are trained to notice
strengths and to view survivors as people
with many capabilities that can be fortified
in ways that the survivor deems most fit-
ting at that time. The emphasis is on recog-
nizing and then actively building skills to
capitalize and fortify those strengths, not
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just by building strengths at the individual
level, but by identifying and creating
changes in context that allow those
strengths to be realized (e.g., finding new
employment opportunities aligned with a
survivor’s capacities and strengths; facili-
tating new opportunities to pursue hobbies
of interest and building social support
around those hobbies; pursuing a new edu-
cational opportunity and mobilizing the
many resources needed for a successful
return to school: financial, childcare, trans-
portation).

Advocate training centers on familiarity
with many community resources, as advo-
cates need to be well connected to local
supports and opportunities. When advo-
cates develop and sustain partnerships with
community leaders and people at commu-
nity-based agencies, they can push for
policy and practice change (Sullivan &
Goodman, 2019). Advocates do attend to
present emotions as they share “emotional
support as it emerges naturally in the rela-
tionship” (Allen et al., 2013, p. 3), but not in
the way that therapists are trained to do.

Advocates are also expected to be culturally
humble (emphasizing reflection and con-
tinuous learning; Sullivan & Goodman).
The central purpose of advocacy is to
actively engage survivors in the mobiliza-
tion of community resources and to sup-
port the survivor’s ability to apply knowl-
edge of resources/options and new skills
(so that the advocate is not needed—or less
needed—as a result of the advocacy inter-
vention). Thus, advocates focus on the
transfer of the skills regarding mobilizing
community resources. This skill transfer is
nurtured throughout the intervention as
advocates work with and on behalf of sur-
vivors rather than doing things for them or
to them (Sullivan & Goodman).

What Does This Mean for Therapists?
Therapy and advocacy for people

impacted by violence are both important,
and are different. They share some overlap,
and elements of each might be incorpo-
rated into the other. For example, you
might have read the description of CAP

spotting similarities with your implemen-
tation of CBT or envisioning similar
required skills for advocates and therapists.
Yet, distilled to their basic forms, therapy
and advocacy take up violence in different
ways. Because advocacy and therapy, while
complimentary, are distinct approaches,
the suggested solution here is not to tack
advocacy onto whatever therapy your prac-
tice is currently engaged with. Yes, incor-
porating elements of advocacy work into
therapy is possible (i.e., supporting sur-
vivor’s decision-making; taking a nonjudg-
mental, strengths-based stance), and many
therapists do this regularly. The goal of this
commentary is to introduce comprehen-
sive, community-based advocacy as an
essential part of effective intervention in
survivors’ lives and to invite you to con-
sider various problem definitions regard-
ing violence. You may have already noted
that our problem definition includes a pro-
posal that when working with survivors, it
is essential that the intervention not only
support the individual, but actively work to
change the context of the individual’s life;
this is key to fostering longer-term safety
and freedom from abuse. When CAP was
designed, one intention was that advocates’
systems-level advocacy would combine
and crescendo into community-level
change, with project supervisors spurring
policy change in some areas. The emphasis,
thus, is on community responsibility for
this violence (Sullivan, 2003).

See Table 1 for take-aways/applications
to your work as a therapist. See Table 2 for
resources to learn more about advocacy
and advocacy resources in your area. It is
perhaps all too easy to misapply societal-
level understandings of domestic violence
causes as individual-level interpretations
(Lehrner & Allen, 2008). When working
with survivors of violence, including
gender-based violence, it is important to
attend to the context of a survivor’s life—
and to be thoughtful and intentional about
how you, as a researcher/practitioner/com-
munity member yourself, frame violence.
As you see in Table 1, and may have already
reflected on yourself, how you frame vio-
lence maps onto how you might plan to
intervene and support survivors and com-
munities. Still, it is not just about what you
think—for you, too, are a person within a
context. Shifting to or continuing to use
interventions that act on context is more
than about you, as one reader, buying into
an ecological analysis of GBV or not. It is
about the larger field.

Problem definition

Levels and kinds of interventions

Advocacy tenets

There are many ways to conceptualize what violence is
and why it exists/is so pervasive.
How you frame violence as a practitioner and/or
researcher has real influence on your work.

In part because there are so many ways to conceptualize
violence, there are so many ways to intervene
Therapy, as well as some forms of advocacy, intervene at
the level of the individual. Advocacy, at its heart, focuses
on supporting individuals in connecting to community
resources (i.e., education, housing, healthcare, food
security, employment, social support). This is one way
to attempt to intervene at the context of a survivor’s life
(some therapists and therapies already take up this work
in various ways).
If we understand/frame violence to be, at least in part,
fueled by inequalities, then intervening at the level of the
context of a survivor’s life, whether by connecting a
person to more resources that they did not have before,
or by fighting for broader evidence-based policy change,
may be especially fitting.

Survivor-centered
Strengths-based
Nonjudgmental, validating
Comprehensive, individualized
Focused on changing the context, not the survivor
Emphasize community resources and actual access to
opportunities
Emotionally support survivors as needed

Table 1. Problem Definition and Intervention Takeaways
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ONCE IN A GREAT WHILE, if you’re lucky,
you meet someone who will be part of your
life forever. Jeffrey M. Lohr, Ph.D., our
mentor, colleague, and dear friend, was one
of them. From the first day we met him to
the last day we spoke to him, he was as he
always was—a deeply thoughtful, gen-
uinely kind, intensely curious, and outspo-
ken individual who did not really look like
most people’s notion of a clinical psycholo-
gist at all. To the outside observer, Jeff
looked more like a woodsman (more on
this later), with worn jeans, rolled-up
sleeves, and various Band-Aids on his
hands as a testament to his work ethic and
the never-ending sense of drive and
responsibility to how he approached life. In
all fairness, he did clean up well when the
occasion called for it—blazers when pre-
senting at ABCT and Hawaiian shirts for
other times of importance. On April 27,
2021, we learned that Jeff had passed away.
Among the many “Lohrisms” we were
taught along the way, he reminded us to
“press on through the fog.” Press onward
we will, and in doing so, a smattering of his
graduate students would like to share with
you the insiders’ perspectives on those
things that will keep Jeff Lohr in our hearts
forever.

Jeff received his Bachelor of Science
degree in Psychology with Honors at the
University of Wisconsin. He then received
his Ph.D. in clinical psychology from the
University of Hawaii in 1973, where he
studied under Arthur Staats in the early
days of cognitive-behavioral therapy. He
then went on to complete a predoctoral
internship at the University of Hawaii’s
Counseling and Testing Center and a post-
doctoral fellowship in behavioral modifica-

tion at SUNY Stony Brook. ABCT was very
much his professional home, where he
chaired the Academic Training Committee
and served as Editor of the Science Forum
in the Behavior Therapist.

As a professor of psychology at the Uni-
versity of Arkansas, Jeff's research encom-
passed a wide range of issues. His early
research efforts focused on the measure-
ment and mechanisms of irrational beliefs.
A significant contribution of this work was
the identification of distinct facets of irra-
tional beliefs, their association with various
symptoms of psychopathology, and their
differentiation from other psychological
constructs.

Jeff also made significant contributions
to the study of domestic violence. This
work was instrumental in highlighting
gender differences in the initiation of part-
ner violence as well as the differential func-
tions of violence by men and women. His
work also identified anger expression as a
substantive interpersonal context or moti-
vation for domestic violence. This finding
informed his subsequent research on cog-
nitive-behavioral strategies for anger man-
agement.

Jeff was especially interested in the cog-
nitive and affective processes of anxiety
and related disorders, mentoring his stu-
dents in the basics of the scientific method
using experimental psychopathology
designs. In fact, his research on disgust sen-
sitivity has been foundational in better
understanding how individual differences
in disgust proneness confer risk for the
development and maintenance of anxiety
and related disorders. This program of
research has identified reliable disgust
measurement properties, cognitive biases

associated with disgust, and unique pat-
terns of behavioral avoidance that charac-
terize the experience of disgust.

Jeff possessed a keen ability to intri-
cately critique and analyze the experimen-
tal effects of psychological interventions,
consistent with the mantra of open-
minded skepticism that he ingrained in his
trainees and students. He made meaning-
ful contributions to the conceptual dis-
course on the value of experimental analy-
sis of treatment effects, especially as they
relate to trauma and anxiety disorders.
Indeed, his publications on specific and
nonspecific treatment effects derived from
methodological examinations of psycho-
logical interventions are required reading
for many of our own students and trainees.

Many of our favorite memories of Jeff
were around his inquiry into pseudo-
science, which culminated in his book Sci-
ence and Pseudoscience in Clinical Psy-
chology. We all have a copy of this classic
work, perhaps in part because it was
required reading for his course on the
topic, for which he gave each student
exactly $2 (his per-copy royalty income) so
as not to compromise his ethics for requir-
ing the purchase of his own text. He was
genuinely passionate about being a clinical
scientist and a scientific clinician, always
pushing the field of psychology to do what
is right, guided by the evidence. He was
vocal about his disdain for non-evidence-
based treatments. His opinions were
strong, yet thoroughly informed. Along the
way, Jeff established and maintained a
working group of like-minded profession-
als who shared his interest in strengthening
the scientific roots of clinical psychology.

Jeff was an exceptional teacher. The
standards and expectations he carried for
his students were high. Right out of the gate
in his foundational Behavior Therapy sem-
inar, he reminded everyone that just
because they got into graduate school, that
did not mean they would pass his course.
He was true to his word. Clear and fair—
you needed to earn your grade. His teach-
ing style was unique and dynamic, sincere
and animated, often shifting tempo to drive
home the core messages of his craft in a
“back-alley” Shakespearean manner. Jeff
had many loves—including his love of
overheads, which he used long after Pow-
erPoint had been invented. They were
always loosely organized in semi-tattered
manila folders, with an organizational
scheme only known to him. He would
emphatically transition between the over-
heads like an inspired playwright. His over-
heads always felt somewhat akin to the

OBITUARY
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Dead Sea Scrolls—browned, faded, hand-
written, and absolutely full of knowledge.
How we wish to have one more day, one
more lecture, and one more chance to take
in what his overhead projector put out.

Jeff mentored a long line of graduate
students in his career at the University of
Arkansas—his “merry band of pranksters.”
Work ethic, research experience, character,
and humor were the raw materials he
looked for in building his lab. Jeff was
intent on forging strong connections
between senior and junior graduate stu-
dents, modeling the essential role we all
play in learning from and supporting each
other. Graduate students were always
engaged with the new students, whether it
was to continue and grow the research pro-
gram, to co-author presentations and pub-
lications, or to offer advice on internships,
postdocs, and jobs. It is this network that
he cultivated that many of us continue to
lean on. It was never about him and always
about his students. As maturity caught up
with us, it became more apparent that it
meant the absolute world to him knowing
that his graduate students have a common
lineage and share lifelong friendships with
each other.

Sleeves rolled up were figuratively and
literally how he approached mentorship.
Elbow to elbow, side by side. From the first
to the last draft of any academic product,
he pushed his students to learn, to think, to
do. No student of Jeff’s can forget that red
pencil means edits, and blue pencil means
comments. He was a master at using
Socratic questioning to guide his students
to think critically and creatively fostering
their self-confidence along the way. Jeff
understood the importance of struggling,
offering guidance and wisdom (often pep-
pered with Latin phrases) when needed, yet
did not shield his students from the lessons
life was giving them at that moment. One
“Lohrism” passed on to a graduate student
who was anxious about defending his

master’s thesis was “You need to be a duck
today. Calm on the surface with your feet
paddling like mad underneath.” He did not
allow us to feel sorry for ourselves when the
task at hand was difficult or when we failed.
He was demanding but dutiful, critical but
compassionate, formidable but fair. The
truth is he was both our toughest critic and
our greatest advocate. The production of
good psychologists seems like one of his
“highest callings” and best achievements.
We recall his own words at his retirement
dinner at ABCT. Surrounded by his gradu-
ate students across the decades, he simply
stated that the opportunity to serve as a
mentor is what gave his career the most
meaning.

Jeff embodied the principle of service in
the way he lived, mentored, and taught. His
integrity inspired his students to do the
same. The impact and reach of his guid-
ance have extended far beyond their pro-
fessional lives and have shaped the people
they have become. He was a role model in
every sense of the word.

Our professional and personal lives
have been both enriched and entertained
by Jeff’s rare combination of intellect, wit,
and compassion, all surrounded by his
rugged exterior. Jeff had an iron-clad work
ethic, perhaps owing to his own Midwest-
ern upbringing or belief in the simple value
of habit, that served as an example to many
of his students. His students knew it was 5
p.m. without looking at the clock because
that’s when Jeff left the office, not a minute
before or after. Of course, on rare occa-
sions, you might catch him slipping out a
little early—“playing hooky” as he would
say—because the nymphs were hatching
and the trout were biting. True to form,
though, he would just as often be in the
office on a Saturday, likely making up for
that minor indiscretion.

The passion with which Jeff approached
academic life was even more evident in the
fierce intensity to how Jeff approached all

things in life outside of academics. His
enjoyment of life was evidenced by his
enthusiastic laugh, which could be heard
echoing through Memorial Hall on any
given day. Jeff absolutely loved animals,
who in turn had a natural affinity towards
him. He and his wife were particularly fond
of pet rescues, especially pugs. A skilled
woodworker, Jeff also loved making furni-
ture in the Arts and Crafts style, as well as
reclaiming old furniture and turning it into
things of beauty. His lab always had the
best chairs and desks, lovingly and
painstakingly crafted. The apartments of
his graduate students were outfitted with
furniture refurbished by his own hands.
We all have parting gifts from this master
craftsman adorning our homes to this day
that, like his mentorship, will last a lifetime.

Those who were close to him often saw
his softer side in the way he nurtured what
and who he loved. He noticeably and
immediately softened when he spoke of his
wife and their beloved pets. He also tended
to the needs of his expansive garden and
countless plants. Long after retirement, he
returned to the halls near his old office to
make sure that the plants he had left there
were still thriving. Although Jeff was a ded-
icated scientist devoted to the improve-
ment of the field of clinical psychology,
there was never any doubt that his deepest
love was for his wife, Mary Beth, with
whom we believe he spent his best
moments.

Jeff is survived by his wife, four broth-
ers, and two sisters. He was loved and will
be sorely missed. We would like to share
Jeff’s own personal closing from his retire-
ment speech at the University of Arkansas:
“What a long, strange, winding road of a
trip it’s been.” Thank you for allowing us to
be part of your trip.

Forma omni, atqui re sine
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BIG CHANGES are afoot and should be
materializing some time in June. Likely you
will notice the website first, with its new
color schemes, slightly modified focus,
larger font sizes, and mobile responsive-
ness. Our new site will be totally mobile
friendly, designed from inception with a
growing mobile-dependent constituency
in mind.

You’ll likely note, too, a shift in organi-
zation, as we combine various tabs with the
goal of making the information you value
easier to find.

Some of the changes have more to do
with the back end, the database (or AMS,
Association Management Software) on
which it is built. For instance, we have
smoothed the login path for Convention
Registration (RCS) and Journal Access (BT
and C&BP), greatly enhancing the integra-
tion with our online partners. In essence,

your access to those services is now an
extension of your abct.org login.

Look for a new list serve; no longer
email-based, it is web-based, and allows
you to create, follow, and save threads. We
will start with just a few groups, but plan to
expand to more niche groups once we have
our feet under us.

We’ve streamlined the taxonomy,
making the directories consistent in termi-
nology. For those of you in the clinical
directory (or who should be), you will want
to look at the specialties you offer and pop-
ulations you serve. We’ve consolidated
these, and you may wish to refine them.
You could use the week when we have both
systems open to make some changes to
your records. That is a perfect time to reset
login and passwords (for added security).

Feel empowered to utilize the forms on
the home page to tell us things that can be
improved, or use the form to volunteer for
committees looking for expertise or to con-
tribute to ongoing projects, like our fact
sheets and how-to videos.

You still get the broad and deep content,
from syllabis to a directory of mentors, and
from commentary on CBT to extensive
COVID resources.

Enjoy!

AT ABCT
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A CORE FEATURE of the National Institute
of Mental Health Strategic Plan for
Research, as it impacts treatment develop-
ment, is an emphasis on an experimental
therapeutics approach (https://www.nimh.
nih.gov/health/publications/strategic-
plan-for-research/index.shtml). The exper-
imental therapeutics approach focuses on
how treatments work as a core stage in
treatment development. With this
approach, research begins with identifica-
tion of a hypothesized target mechanism (a
risk, causal, or maintaining factor) through
which the intervention is expected to have
its effects. The next step is to show that the
intervention adequately engages (modifies)
the mechanism. With successful modifica-
tion of the putative mechanism, the final
step is showing that engaging the mecha-
nism exerts a measurable effect on treat-
ment outcome. As compared to standard
clinical trials, studies utilizing an experi-
mental therapeutics approach are designed
to provide the field with richer information
about the nature of both disorders and clin-
ical interventions by ensuring that mecha-
nistic information is known at the outset,
so that interventions can be evaluated with
respect to “how disorders work.” One
would think that this approach already is
widely used within intervention trials
focused on health behaviors, but a 2018
research report reveals this isn’t the case. A
systematic review of the inclusion of mech-
anisms of action in National Institutes of
Health (NIH)-funded intervention trials to
improve medication adherence indicated
that only 3% of such trials conducted or
planned to conduct tests of behavior
change mechanisms (Edmondson et al.,
2018). Clearly, more attention needs to be
given to the dissemination of the experi-
mental medicine approach.

Help is on the way! There is an NIH-
wide effort to apply the experimental ther-
apeutics approach to understanding
behavior change in the context of the NIH

Science of Behavior Change (SOBC)
Common Fund (https://commonfund.nih.
gov/behaviorchange). Common Fund ini-
tiatives are designed to address pressing
challenges in biomedical research that no
single NIH Institute can address on its
own. Consequently, these challenges are
engaged through a fund that cuts across
multiple institutes but has one common set
of goals. The SOBC Common Fund is
devoted to discovering the underlying
mechanisms (again, “the how and the
why”) behind successful behavior change,
with a primary focus on health behaviors.
The SOBC Common Fund has been active
over the last decade, and currently is in a
continuation phase that includes offering
resources to behavioral scientists through
the SOBC Resource and Coordinating
Center. The goal is to develop sustainable
resources for the broader community of
behavior change scientists. These resources
include a measure repository, which is
available to all clinical scientists (https://
measures.scienceofbehaviorchange.org/)
to view, download, or contribute measures
for use in behavioral science, or related
fields. These resources also include the
focus of this article—offering teaching/dis-
semination resources to ensure the dissem-
ination of the experimental therapeutics
approach to the next generation of scien-
tists through both undergraduate and
graduate teaching. ABCT is part of this
effort. Your society has now included on
the ABCT web site (https://www.abct.org/
Resources/?m=mResources&fa=Slides) a
slide set for teaching about the experimen-
tal therapeutics approach and SOBC
resources. The slide deck includes 48 slides
that are accompanied by notes to provide
background information for presenters.
Teaching resources are also offered
through the SOBC Channel on YouTube,
where Grand Rounds sponsored by SOBC
can be viewed (https://www.youtube.

com/channel/UCGDb2EzUBnxnScW2Un
VtIIQ0.

There are a number of specific advan-
tages to utilizing and disseminating this
approach for ABCT members and their
students. First, the approach attends
directly to the core question of “why does a
treatment work” that motivates so many
behavioral scientists within ABCT. Second,
an experimental therapeutics approach
places a much-needed focus on principles
of treatment. As such, for subsequent treat-
ment manual development and utilization,
it guides psychological scientists and clini-
cians at the level of principle (what sort of
target needs to be modified) rather than at
the level of protocol (just do “this”). This
approach has the potential to address one
of the putative practitioner complaints
about manualized treatments: that they
represent a rigid protocol that stymies indi-
vidual adaptation and innovation (cf.,
Addis et al., 1999; Gunter & Whittal, 2010).
Finally, attention to the experimental ther-
apeutics approach is important for obtain-
ing research funding. Use of the experi-
mental therapeutics approach is evident
across institutes at the NIH, and is an
encouraged or required element of the
research plan for a wide range of funding
opportunities (e.g., https://common-
fund.nih.gov/behaviorchange/related). So,
for purposes of good science, good dissem-
ination, and good funding, we hope you
will consider adopting the Experimental
Therapeutics/SOBC slide set for teaching
for one of your courses.
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| call for nominations |

This award recognizes outstanding individuals who have shown exceptional
dedication, influence, and social impact through the promotion of evidence-
based psychological interventions, and who have thereby advanced the mis-
sion of ABCT. Importantly, the goal of the award is to identify individuals who
translate the impact of research into community health and well-being outside
of the scope of their job requirements. Individuals who perform this function
as part of their normal job (clinical or research) will not be considered for the
award. Champions may not be members of ABCT at the time of their nomina-
tion.

Potential Candidates
Nominees should demonstrate the characteristics of champions, broadly con-
strued, as recognized in the implementation science literature (see Knudsen,
Gutner, & Chorpita, 2019, for examples relevant to ABCT: http://www.abct.org/
docs/PastIssue/42n1.pdf). Champions are those individuals who support,
facilitate, diffuse or implement the core assets of evidence-based interven-
tions. Champions' efforts expand the scope and impact of evidence-based
interventions beyond the reach of researchers alone. They differentiate them-
selves from others by their visionary quality, enthusiasm, and willingness to
risk their reputation for change. Ideal candidates should have demonstrated
the following: (1) How the individual has recognized the potential application
and impact of evidence-based psychological interventions; (2) How the individ-
ual has gone beyond their formal job requirements within an organization to
relentlessly promote innovation; and (3) How they actively lead positive social
change.

Recognition
Nominees will be reviewed in June and October by the Dissemination and
Implementation and Stakeholder Engagement Committee (DISEC), and those
meeting criteria will be forwarded to the ABCT Board of Directors for approval.
Recipients will be notified by the ABCT President, and their names and pho-
tographs will be posted on the ABCT website, along with the rationale for their
recognition. Each year's champions will also be acknowledged at our annual
awards ceremony at the ABCT Convention.

How to Nominate
Email your nomination to Champions@abct.org. You can download the nomina-
tion form from the Champions web page: https://www.abct.org/Members >
Champions. Be sure to include "Champions Nomination" in the subject line.
Once a nomination is received, an email will be sent from staff, copying the
DISEC Chair. The nomination will be reviewed by DISEC, and if deemed appro-
priate for our program, will be forwarded to the ABCT Board of Directors for
final approval. Once reviewed and approved by the Board of Directors, the
nominee will be contacted directly by the President, followed up with an ABCT
staff member for a final review of the copy to be posted on the ABCT website.

Deadline for Nominations: June 22

Champions of Evidence-Based InterventionsABCT’s

s
s

s

abct.org > For Members > Champions
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Student Travel Award
This award recognizes excellence
among our student presenters and
is intended to defray some of the
significant travel costs associated
with presenting at the convention
with a cash prize of $500. This
award money is to be used to facili-
tate travel to the ABCT convention.

Submissions for the Student Travel
Award will be accepted until July 23,
2021.

Elsie Ramos Memorial Student
Poster Awards
This award is given to student first
authors whose posters have been
accepted for presentation at
ABCT's Annual Convention. The
winners each receive an ABCT
Student Membership and a compli-
mentary general registration at the
next year's ABCT's Annual
Convention.

Submissions for the Elsie Ramos
Memorial Student Poster Awards will
be accepted until July 23, 2021.

Students!
Stay tuned for the complate Call

for Award Nominations at abct.org
Visit our Awards page for full criteria,

applications, deadlines



OVER 50 YEARS AGO, the professional
organization now known as the Associa-
tion for Behavioral and Cognitive Thera-
pies (ABCT) was created. In this time, there
had been occasional discussions about cre-
ating a new membership category. In 2014,
the Board of Directors voted to formally
create a new and distinguished category,
Fellow status. The Fellow status was
intended to be an opportunity for full
members to be recognized by a group of
their peers for distinguished, outstanding,
and sustainable accomplishments. ABCT
named a group of distinguished members
to serve on the first Fellows Committee,
who then rolled out a plan and criteria for
soliciting full members for Fellow status.
Currently, there are 214 Fellows, including
some members who were grandparented as
they served ABCT in a distinguished and
outstanding manner (i.e., 48 past presi-
dents, 3 of the 10 founding members who
were not president of the organization, and
all ABCT’s Lifetime Achievement award
recipients).

After the first 3 years of reviewing appli-
cations, the Fellows Committee (FC) asked
the Board of Directors to suspend the
Fellow status selections to allow us to
reevaluate the selection procedures with
the goal of developing criteria that are
more inclusive and representative of a
greater number of full members. In addi-
tion, an explicit commitment was made to
equity, inclusion, and supporting diversity
in Fellow status, across all diversity dimen-
sions. Although this was always implicit,
we felt it important to encourage applica-
tions from all eligible members, with atten-
tion to underrepresented groups among
those considered for and receiving Fellow
status. In their review, the FC recom-
mended to the ABCT Board of Directors
that there be five major areas of considera-
tion (i.e., criteria areas) that better reflect
outstanding and sustainable contributions
to the field of behavioral and cognitive
therapies. The six areas of consideration
that will be used to review and select new
Fellow members are as follows: (a) clinical
practice, (b) education and training, (c)
advocacy/policy/public education, (d) dis-

semination/implementation, (e) research,
and (f) equity, inclusion and diversity.

The FC also revisited the Fellow status
application process, mission statement, cri-
teria, guidelines, and wording of ads, and
also developed a new marketing plan.
Lastly, the FC came up with written exam-
ples that members and their letter writers
could use to describe the applicant’s contri-
butions for Fellow status. The remainder of
this article will describe these revisions. If
you want to apply for Fellow status, please
visit https://www.abct.org/Members/
?m=mMembers&fa=Fellow for a complete
description.

In its role related to changing criteria
for being considered for Fellow status, the
committee examined professional state-
ments from similar professional organiza-
tions and adopted the following mission
statement: “Fellowship status is a high
honor bestowed by ABCT to distinguished
full members. Fellows of ABCT shall be
members in good standing who have made
outstanding and sustained contributions in
one or more of the following areas in the
field of behavioral and cognitive therapies:
(a) clinical practice, (b) education and
training, (c) advocacy/policy/public educa-
tion, (d) dissemination/implementation,
(e) research, or (f) equity, inclusion and
diversity.”

Revised Criteria for ABCT Fellow
Status for Full Members:
• Receipt of a terminal graduate degree

(e.g., Ph.D., Psy.D., M.D., MFT, MSW)
in behavioral and cognitive therapies or
a related area.

• Full (not student) membership in ABCT
for ≥ 10 years (does not have to be con-
tinuous).

• At least ≥ 15 years of acceptable profes-
sional experience subsequent to receiv-
ing a graduate degree.

• Evidence documenting impact beyond
the immediate setting in which the
nominee works.

• Evidence of distinctive contributions to
behavioral and cognitive therapies that
are recognized by others as excellent.

• Fellows shall be full members in good
standing who have made outstanding

and sustained contributions in at least
one or more of the following areas: (a)
clinical practice, (b) education and
training, (c) advocacy/policy/public
education (d) dissemination/imple-
mentation, (e) research in the field of in
behavioral and cognitive therapies or a
related field, (f) significant contribu-
tions in equity, inclusion and diversity.

• To demonstrate outstanding and sus-
tained contributions or performance in
an area, both applicants AND their
letter writers must provide evidence of
such accomplishments.

• Evidence documenting impact beyond
the immediate setting in which the
nominee works.

• Service to ABCT should be included, if
relevant, but it is not itself sufficient.
Annual attendance and presenting at
the conference, ABCT being your pro-
fessional home or having sat on a com-
mittee—these are all expected and nec-
essary, but not sufficient to achieving
Fellow status.

• Two letters of reference, including one
from a current Fellow of ABCT. Not
knowing a Fellow should never be an
impediment to attaining Fellow status.
If a potential applicant does not know a
current Fellow who could write a letter
of recommendation, he/she/they
should reach out to contact the Chair of
the FC: fellows@abct.org. To help appli-
cants as well as letter writers address the
criteria for fellow status, the revised
FC’s website contains a list of state-
ments that reflect how to write state-
ments supporting an applicant’s
strengths as well as statements that are
weak and should be avoided. The exam-
ples are broken down by category.

• Active engagement at the time of the
member’s fellows application in the
advancement of the field of behavioral
and or cognitive therapies.

To learn more about the ABCT Fellows
application process and criteria, interested
applicants should go to http://www.abct.
org/Members/?m=mMembers&fa=Fellow

Applicants and letter writers are
strongly encouraged to include detailed
and specific descriptions of the contribu-
tions that are considered to be outstanding
and sustainable. In this regard, the FC has
offered guidelines to help everyone, includ-
ing applicants, letter writers, and future
committees who will be reviewing applica-
tions, by providing very specific ways to
present recommendations. The list of rec-
ommendations for how to write letters of

AT ABCT
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reference for potential fellow applicants is
on the FC web page at http://www.abct.
org/Members/?m=mMembers&fa=Fellow

It is on the onus of applicants as well as
letter writers to clarify the contribution
AND the impact of the work/activity. It
will be important to elucidate the ways in
which the identified contributions are
above and beyond what would typically be
expected in the job. Although only one of
the six content domains needs to be identi-
fied in any given application, it is likely that
multiple domains will be identified due to
the overlapping nature of the categories.
Regardless of the number of domains iden-
tified, the FC will adjudicate the applica-
tion in its entirety. Because members’
career paths come with unique opportuni-
ties, the committee will be sensitive to the
environment in which the prospective
applicant is functioning and will weigh the
contributions against the scope of the cur-
rent/primary career. Because ABCT is also
committed to fostering equity and inclu-
sion at all levels, the application also pro-
vides an opportunity for applicants to
describe how their own diversity may have
contributed to the impact that they have
made in their local and broader profes-
sional contexts.

Examples of weak and strong state-
ments for the content domain of Education
and Training is as follows:

Examples of Statements for Applicants
Weak: I am training director for XX
program.
Strong: I created/updated XX program
from a nonempirical training model to a
strong evidence-based, cognitive behav-
ioral training at <location>. In the past #
of years, we have graduated XX students
and consulted with ## other training
programs to improve their training in
cognitive behavioral therapy.

Weak: My course evaluations are
routinely very high.
Strong: I have mentored and trained a
number of underrepresented students
and individuals from low-income envi-
ronments who have gone on to develop
well-respected careers and have
advanced evidence-based care. These
individuals include <names>.

Examples of Statements for Letter
Writers

Weak: This individual is a Full Professor
at XX University.
Strong: <Name>‘s textbook is the semi-
nal volume for learning about cognitive
behavioral treatment of XX. Moreover,
their teaching ratings are exemplary. A
typical comment from a student
expressed “<name>’s enthusiasm for this
subject was infectious and has made me
want to learn more.”
Weak: <Name> has done a series of
talks at the local library and has a blog
that addresses XX.
Strong: <Name> has provided the first
series of talks at the local library on XXX,
which have resulted in requests for learn-
ing more cognitive behavioral therapies
from professionals, media representa-
tives, and patient advocates. <Name>
has also maintained a well-subscribed
YouTube channel that contains numer-
ous videos of mini-lectures, case exam-
ples, and clinical tips.

The Fellows application page, https://
www.abct.org/Members/?m=mMem-
bers&fa=Fellow, on the ABCT website
contains examples for the remaining five
content domains. Please remember that
these examples are but a few of what could
be considered a meaningful and exemplary
contribution.

In closing, the members of the Fellows
Committee hope version 2.0 of the Fellows
criteria are more inclusive of the full range
of accomplishments across the member-
ship. If you believe that you have made a
sustained and meaningful contribution
that goes above and beyond the expecta-
tions of your primary position, we look for-
ward to receiving your application.

The FC encourages qualified and
diverse applicants to apply. The FC
selected July 1, 2021, as the deadline for
applications and letter writers to submit
their references for the 2021 pool of appli-
cants. Applicants will be notified of the
decision on their application by October 1,
2021.

Fellow status is a high honor
bestowed by ABCT to distin-
guished full members. ABCT is
committed to equity, inclusion,
and supporting diversity in
Fellow status across all diversi-
ty dimensions; we encourage
applications from all eligible
members, with attention to
encouragement of underrepre-
sented groups among those
considered for and receiving
Fellow status. Fellows of ABCT
shall be members in good
standing who have made out-
standing and sustained contri-
butions in one or more of the
following areas of conisderation:
(a) clinical practice, (b) educa-
tion and training, (c)
advocacy/policy/public educa-
tion, (d) dissemination/imple-
mentation, (e) research, or (f)
equity, inclusion, and diversity.
Service to ABCT is important,
but not sufficient for Fellow
status.

Before submitting an applica-
tion, please visit the web page
below and review ALL informa-
tion about the Fellows applica-
tion process and criteria:
http://www.abct.org/Members/
?m=mMembers&fa=Fellow

All materials must be
received no later than

July 1, 2021

ABCT Fellow Status

ssss

s
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SCIENCE, DIVERSITY, mentorship, account-
ability, and quality—these are the core
values that undergird ABCT’s strategic
plan. In these challenging and tumultuous
times, as we focus on healing in our per-
sonal and professional roles, these values
are more important than ever before. They
undergird and enable ABCT’s strategic
mission—to foster human health and well-
being through scientific understanding and
evidence-based principles—and are likely
part of what drew you to the organization
in the first place.

In this difficult moment in our collec-
tive history, let us keep in clear focus how
these values can propel ourselves and the
communities we serve toward renewal and
recovery. How can we enact them? Our
organization’s nomination and election
annual process is an opportunity for each
of us to strengthen our commitment to
ABCT’s values and to hold our governance
accountable to these same commitments.
Your Leadership and Elections Committee
is responsible for shepherding elections
with a slate of candidates energized by our
organization’s values and mission. Consis-
tent with one of ABCT’s central strategic
initiatives, we seek to diversify our notions

of leadership in order to build a more just
organization that can reflect those same
values in our varied collective work.

As we launch our 2022 election cycle,
we ask you to think about your community
within ABCT and consider: Who embod-
ies these commitments? What about you?

For the upcoming 2022 election, we
seek nominations for ABCT’s next Presi-
dent-Elect (2022–23; President, 2023–
2024; Immediate Past President, 2024–
2025) and for a Representative-at-Large
(RAL; 2022–2025). Each RAL serves as a
liaison to one of the governing branches of
the association. The representative position
open for 2022 will connect and coordinate
with the Academic and Professional Issues
Coordinator and committees. You can
nominate any full member in good stand-
ing in the organization and there is no limit
to the number of nominees you can put
forward for any position. Candidates with
the most nominations will be the only offi-
cial names on the ballot once voting com-
mences.

Membership on the Leadership and
Elections Committee, approved by ABCT’s
Board of Directors, includes a chair and
two members. Our Chair is Patricia DiBar-

tolo (pdibarto@smith.edu), from Smith
College, who has served on the committee
since 2016. Kristen Lindgren of the Univer-
sity of Washington School of Medicine is a
continuing member (kpl9716@u.washing-
ton.edu), joined recently by Simon Rego at
the Albert Einstein College of Medicine
(dr.rego@gmail.com). Any one of us, as
well as ABCT’s Executive Director, Mary
Jane Eimer (mjeimer@abct.org), would be
happy to answer your questions and
encourage your involvement in the organi-
zation.

If you do not have time to commit to
run, we hope you will express your invest-
ment in ABCT’s future by voting in the
election. One measure we track of whether
we have hit our mark as a committee is the
percentage of members who cast votes. Not
surprisingly, our voting participation felt
the hit of the pandemic last year; never
complacent, we seek to increase rates of
membership participation in the voting
process this year. The election will again
run in the fall, overlapping with the timing
of our Annual Convention. Mark your cal-
endar and do not forget to cast your vote. It
matters.

For many of us, ABCT is an intellectual
home, one whose mission aligns with our
professional values. Exert your privileges of
ABCT membership—nominate and vote—
so that together, we can realize the organi-
zation’s loftiest goals: to enhance and pro-
mote human health and wellness. We look
forward to hearing from you, in the voting
booth and outside of it.

I nominate the following individuals:

P R E S I D E N T- E L E C T ( 2 0 2 2 – 2 0 2 3 )

R E P R E S E N TAT I V E -AT- L A R G E ( 2 0 2 2 – 2 0 2 5 )
L i a i s o n t o A c a d e m i c a n d Pr o f e s s i o n a l I s s u e s

Nomination acknowledges an individual's leadership abilities and
dedication to behavior therapy and/or cognitive therapy, empiri-
cally supported science, and to ABCT. When completing the nom-
ination form, please take into consideration that these individuals
will be entrusted to represent the interests of ABCT members in
important policy decisions in the coming years.

Only full and new member professionals can nominate candi-
dates. Contact the Leadership and Elections Chair for more infor-
mation about serving ABCT or to get more information on the
positions. Candidates for the position of President-Elect shall
ensure that during his/her term as President–Elect and President
of the ABCT, the officer shall not serve as President of a compet-
ing or complementary professional organization during these
terms of office; and the candidate can ensure that their work on
other professional boards will not interfere with their responsibili-
ties to ABCT during the presidential cycle. Please complete and
sign this nomination form. Only those nomination forms bearing
a postmark on or before September 1, 2021, will be counted.

Send your form to Patricia DiBartolo, Ph.D., Leadership &
Elections Chair, ABCT, 305 Seventh Ave., New York, NY 10001
by Wednesday, Sept. 1, 2021. Or email to
membership@abct.org (Subject line: Nominations)

N A M E ( printed)

4

4

4

LEADERSHIP & ELECTIONS

Core Leadership Values for ABCT
Patricia Marten DiBartolo, Chair, Leadership and Elections Committee
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Why Become Board Certified?

• “Gold standard” of professional practice
• ABPP is a “trusted credential” (i.e., psychologists have met their board’s specialty’s standards and

competencies)
• Potential for increased financial compensation (VAs, PHS, DOD, some hospitals)
• Reflects a higher standard of expertise over a generalist license
• Enhances one’s qualifications as an expert witness; facilitates applying to insurance companies’ networks
• 40 CE credits after passing the exam

3 Steps to Board Certification:
1. Submission of educational/training materials.
2. Review of a practice sample or senior option (≥ 15 years of experience, there are alternatives for

a practice sample).
3. Collegial exam.

• We encourage diversity of all types and we recognize diversity has breadth
• We offer a discounted application fee for graduate students, interns, and postdoctoral residents
• We conduct exams at APA and ABCT conferences, and other locations as possible (virtual and face-to face)
• We offer a free workshop at the ABCT conference and free mentoring.
• Online application: https://abpp.org/Applicant-Information/Specialty-Boards/Behvioral-Cognitive.aspx

Become an ABPP Board Certified Specialist
in Behavioral and Cognitive Psychology

— Virtual (Zoom) Exams Available —

Master therapists, CE credits, well-executed videos; these are some of the attributes of
the various plans that are offered through Psychotherapy.net, in partnership with ABCT,
all at considerable discounts to ABCT members. Several different plans are available. With
a membership, you get ongoing access to hundreds of powerful training videos proven
to help you master the art of therapy, and up to 20 free CE credits. To explore quality
videos in CBT, visit www.psychotherapy.net/abct; there’s even a reminder on the splash
page so you won’t forget the discount if you subscribe.

• $100 off Psychotherapy.net video memberships
• Access over 300 training videos featuring master therapists in action
• Up to 20 CE credits included

To see Hayes, Linehan, Barlow, Ellis, Freeman, Reid Wilson, and many others demonstrat-
ing clinical skills, go to Psychotherapy.net/ABCT

Psychotherapy.net in Partnership with ABCT
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To coincide with the its 54th Annual
Convention, ABCT launched its inau-
gural Briefing Books project. The ini-
tiative is the brainchild of Emily L.
Bilek, Ph.D., ABPP, of the Public
Education and Media Dissemination
(PEMD) Committee, and David
Teisler, CAE, Director of Communi-
cations/Deputy Director. PEMD coor-
dinates projects with the Publica-

tions Committee and handles press relations for ABCT. The
driving force behind the Briefing Books was the desire to pro-
vide resources for media and the public who want quick
access to materials that explain evidence-based treatments
for mental health. In January the committee put out a call to
members asking for volunteers to spearhead the project and
manage a small team to produce these resources. Fast track
to November and the first Briefing Book is available to down-
load on the ABCT website.

The first Briefing Book is entitled Suicide Across the
Lifespan, with 160-plus pages covering the prevalence of
death by suicide in youth (5 to 24 years), adulthood and
midlife, and seniors. In addition, death by suicide within sexu-
al and gender minorities and veterans is included, as well as
the contributing role of nonsuicidal self-injury, trauma, and
disease.

The book’s editor and contributing author of the Seniors &
Veterans section of the Briefing Book’s project, Rita Hitching,
MSc., explains the reasoning behind the decision to cover sui-
cide in the first edition: “Our first issue is being released at a
time when society is experiencing an unprecedented level of

stress. Emotionally demanding circumstances, persistent
stress, and depression are strong risk factors for suicide, and
when someone ends their own life, the impact is felt by the
entire community, and often, long after the event. The global
coronavirus pandemic has led to a substantial increase in the
number of people experiencing anxiety and depression, and
2020 has highlighted many social injustices and inequities.
We felt that by providing evidence-based information that was
accessible to all on death by suicide would be very timely.”

By design, and with the needs of the reader in mind, flexi-
bility has been built in by providing the option to download the
entire book or individual sections. The book, or its sections,
can provide useful background information for the busy jour-
nalist, as well as supplement the available expertise offered
via phone or Zoom conversation by volunteer ABCT subject
matter experts through the ABCT office.

Each of the six Briefing Book sections can stand alone,
and covers the risk and protective factors, assessment, and
treatment of suicidal behavior. Sections are co-authored by
ABCT members and leading experts in their field, including
Peggy Andover, Ph.D., who contributed to the Non-Suicidal
Self-Injury section; Emily Bilek, Ph.D., who wrote the Adults &
Mid-Life section; Lily Brown, Ph.D., who wrote the Trauma &
Disease section; Mitch Prinstein, Ph.D., and his team
Benjamin W. Nelson, Ph.D., Maya Massing-Schaffer, M.A.,
who penned the Youth section; and Iliana Seager van Dyk,
Ph.D., who contributed the section on Sexual & Gender
Minorities. The Briefing Books team hope, in future, to write
about other topics such as PTSD, stress, gun violence, school
shootings, grief, and survivor's guilt, to name a few.

ABCT Launches Inaugural Briefing Books Initiative
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Visit ABCT’s YouTube and discover valuable, enlightening, and educational
videos—including interviews, past presidential addresses, demonstrations,
and presentations spanning a variety of topics.



• COViD-19
• resources for Anxiety
• Coping in the real World
• Telehealth resources

ABCT Has Links to Incredible Resources
Pertaining to COVID-19 and Telehealth

https://www.abct.org/Information/?m=mInformation&fa=COVID19

Find a CBT Therapist

ABCT’s Find a CBT Therapist
directory is a compilation of prac‐

titioners schooled in cognitive and

behavioral techniques. In addition

to standard search capabilities

(name, location, and area of exper‐

tise), ABCT’s Find a CBT Therapist

offers a range of advanced search

capabilities, enabling the user to

take a Symptom Checklist, review

specialties, link to self‐help books,

and search for therapists based on

insurance accepted.

We urge you to sign up for the

Expanded Find a CBT Therapist
(an extra $50 per year). With this

addition, potential clients will see

what insurance you accept, your

practice philosophy, your website,

and other practice particulars.

To sign up for the Expanded Find

a CBT Therapist, click mEmBEr

loGIn on the upper left‐hand of the

home page and proceed to the

ABCT online store, where you will

click on “Find CBT Therapist.”

For further questions, call the

ABCT central office at 212‐647‐

1890.

Webinar
www.abct.org/Conventions/?m=mConvention&fa=Webinars

Part I: Leveraging Diverse Family Systems to
Promote Dignity and Prepare for Discrimination:
Racial Socialization for Black Youth
— Shawn C.T. Jones, Ph.D.

MODERATOR: Abigail Angkaw, Ph.D.
11 am – 12:30 pm Eastern | 10 am – 11:30 pm Central
9 am – 10:30 am Mountain | 8 am – 9:30 am Pacific

Keniston (1978) asserted that Black youth are “the most endangered
children in our society.” Indeed, Black children and teens are exposed
to myriad risks, particularly those that emanate from the legacy of
racism in this country. Yet, despite historical deficit-oriented narratives
concerning them, Black youth—and their families—have continued to
demonstrate positive psychosocial outcomes. Moreover, assisting
diverse family structures in cogently providing racial socialization may
optimize the historical psychosocial protection of this racially-relevant
factor. In this presentation, conceptual and empirical work on mecha-
nisms undergirding the salutary benefit of familial racial socialization
will be discussed. Specifically, mixed-methods (i.e., survey, observation,
interview) research will be presented that addresses how diverse fami-
lies of Black youth navigate teaching their children about race. This
presentation will conclude with a discussion of ongoing and future
research, including how both experimental and prospective studies can
serve to promote the resiliency of Black youth.

$20 for ABCT members
$30 for nonmembers

CE Credit: 1.5
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Over 200 convention sessions.
Registration link: abct.orgon Demand
LGBTQ + Issues 10 sessions
Suicide and Self-Injury 14 sessions
Technology 10 sessions
Treatment - CBT 16 sessions
Dissemination & Implementation Science

16 sessions
Culture/Ethnicity/Race 11 sessions
Eating Disorders 9 sessions
Workforce Development/Training/Supervision

8 sessions
Addictive Behaviors 5 sessions
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