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a b s t r a c t

Objective: This study was designed to identify the frequency, methods, and practices of
universal assessments for domestic violence (DV) within child advocacy centers (CACs) and
determine which factors are associated with CACs that conduct universal DV assessments.
Methods: The study design was a cross-sectional, web-based survey distributed to execu-
tive directors of National Children’s Alliance accredited or accreditation-eligible CACs.
Results: Responses were received from 323 of 376 eligible CACs (86%). Twenty-nine per-
cent of CAC directors report familiarity with current DV recommendations and 29% require
annual education for staff regarding DV. Twenty-nine percent of CACs conduct “universal
assessments” (defined as a CAC that assesses female caregivers for DV more than 75% of
the time). The majority of CACs use face-to-face interviews to conduct assessments, often
with children, family or friends present. The presence of on-site DV resources (OR = 2.85, CI
1.25–6.50) and an annual DV educational requirement (OR = 2.88, CI 1.31–6.32) are associ-
ated with assessment of female caregivers. The presence of on-site DV resources (OR = 3.97,
CI 2.21–7.14) is associated with universal assessments.
Conclusions: Many CAC directors are not aware of current DV recommendations and do not
require annual DV training for staff. Less than one-third of CACs practice universal assess-
ments and those that do often conduct DV assessments with methods and environments
shown to be less comforting for the patient and less effective in victim identification. CACs
are more likely to assess female caregivers if they have co-located DV resources and they
require DV training of their staff. CACs are more likely to universally screen for DV if they
have co-located DV resources.
Practice implications: The presence of DV in the home has significant potential to nega-
tively impact a child’s physical and mental health as well as the ability of the caregiver to
adequately protect the child. Current practice in CACs suggests a knowledge gap in this area
and this study identifies an opportunity to improve the services offered to these high-risk
families.

© 2010 Elsevier Ltd. All rights reserved.

Introduction

It is estimated that 3.3–15.5 million children are exposed to DV each year in the United States (Child Welfare Information
Gateway, 2007; McDonald, Jouriles, Ramisetty-Mikler, Caetano, & Green, 2006). Children raised in homes with DV are at
risk for poor behavioral, medical and emotional outcomes—both as a victim of abuse and as a witness to abuse. Past or
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ongoing abuse of a caregiver is a significant risk factor for child abuse and may limit a parent’s ability to adequately protect
his/her child. Appel and Holden (1998) report in 40% of homes where either intimate partner violence or physical abuse is
present, the other form of violence is present as well. In a similar manner, community samples looking at all forms of child
maltreatment show co-occurrence rates of 5.6–55% (Appel & Holden, 1998; Dong et al., 2004; Slep & O’Leary, 2005; Zolotor,
Theodore, Coyne-Beasley, & Runyan, 2007) and many studies describe childhood exposure to DV as a risk factor for future
neglect, psychological, and physical abuse (Fantuzzo, Boruch, Beriama, Atkins, & Marcus, 1997; McCloskey, Figueredo, & Koss,
1995; Tajima, 2000). McGuigan and Pratt (2001) demonstrated an increased risk for child maltreatment that persisted for
up to 5 years after exposure to DV at an early age. Simply bearing witness to domestic violence may have detrimental effects
on a child’s emotional and social development. Children of abused caregivers are significantly more likely to demonstrate
both internalizing behaviors, such as anxiety and depression, as well as externalizing behaviors, such as aggression and
attentional issues (McFarlane, Groff, O’Brien, & Watson, 2003). In addition, children exposed to violence are more likely to
have difficulty relating to peers (Jaffe, Wolfe, Wilson, & Zak, 1986) and performing well academically. Past or ongoing abuse
of a caregiver and exposure to domestic violence in the home, therefore, are important risk factors to thoughtfully evaluate
in the context of assessments of suspected child abuse.

Child advocacy centers (CACs) stress coordination of investigation and intervention services by bringing together profes-
sionals and agencies as a multidisciplinary team to create a child-focused approach to child maltreatment cases, including
sexual abuse, physical abuse, and neglect. There exist hundreds of CACs across the country in various stages of development.
These centers may be based within hospitals, government agencies, or exist as free-standing institutions. To receive accred-
itation from the National Children’s Alliance, CACs must meet the following standards: (1) Child-appropriate/child-friendly
facility; (2) Multidisciplinary team consisting of representatives from law enforcement, child protective services, prosecu-
tion, mental health services, medical services, and victim advocates; (3) Organizational capacity; (4) Cultural competence
and diversity; (5) Forensic interviews; (6) Medical evaluation; (7) Therapeutic intervention; (8) Victim support/advocacy;
(9) Case review; and (10) Case tracking. Details on each of these standards can be found at the National Children Alliance’s
website www.nca-online.org. Regardless of location or accreditation status, the ultimate goal of any CAC is to bring the
multitude of services offered in assessments of suspected child maltreatment directly to the at-risk child in a child-friendly
setting.

In offering these services, CACs provide care for families with many of the risk factors for co-occurrence of DV and
various forms of child maltreatment. These risk factors include lower socioeconomic class, maternal mental illness, caretaker
substance abuse, household/family stressors, and unrelated caretakers in the home (Finkelhor, Gelles, Hotaling, & Straus,
1983; Shipman, Rossman, & West, 1999). Because of this, universal assessments for DV seem appropriate and the standard
of care in the CAC setting. For the purposes of this study, we use the term “assessment” to refer to the process by which
a woman is evaluated for the presence or absence of domestic violence. The term “screening” implies the application of
an instrument or tool to a set group of patients regardless of their reasons for seeking medical care. This is in contrast to
“case-finding,” which may be defined as the application of an instrument or tool to a group of patients with specific signs,
symptoms or risk indicators. Because of the unique population of children and families evaluated in the CAC setting, we
have selected the word “assessment” as components of both screening and case-finding may apply.

The hypothesis of this study is that the majority of CACs are not conducting universal assessments for DV. In addition, it is
hypothesized that centers that do conduct assessments do so in a variety of methods, some of which have been shown to be
less comfortable for the patient and less effective in the identification of DV. Given the importance of DV assessments in the
evaluation of suspected child abuse, this study was designed to identify the frequency, methods and practices in assessments
for DV within CACs and to determine what factors are associated with CACs that conduct DV assessments.

Participants and methods

The study protocol was reviewed and approved by the institutional review board of Columbus Children’s Hospital.
To establish content validity, a pilot survey was designed with input from four experts in child abuse pediatrics and

research methodology. The survey was developed and distributed to 11 accredited and accreditation-eligible member CACs
of the National Children’s Alliance (NCA) located in the state of Ohio. Feedback was elicited from respondents to address the
domains of: universal nature of DV assessments, method of DV assessments, potential barriers to universal assessments, and
referral practices in a CAC. The survey was then adapted and distributed using an online service (www.surveymonkey.com)
to all 376 accredited and accreditation-eligible member CACs of the NCA.

The first section of the survey acquired demographic information, including a description of the CAC (non-profit,
government-based, hospital-based, umbrella organization, affiliation with a teaching hospital), number of child assess-
ments performed annually, location of practice (urban, suburban, or rural), and size of population served. The next section
assessed the CAC director’s familiarity with current DV assessment recommendations using two “gold standard” references
(Family Violence Prevention Fund, 2002; Schechter & Edleson, 1999) and acquired information on required DV training for
CAC staff. The third section of the survey assessed the frequency and methods with which the CAC assesses and documents
caregivers for DV and children for exposure to DV. Respondents were asked to identify barriers to conducting assessments
using previously published barriers identified by health care professionals (Erickson, Hill, & Siegel, 2001). The final section
of the survey assessed referral practices for caregivers who are found to be victims of DV.

http://www.nca-online.org/
http://www.surveymonkey.com/
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Table 1
CAC demographic information.

Population size

<50,000 11.2%
50,000–250,000 45.5%
250,000–500,000 19.8%
500,000–750,000 9.0%
>750,000 14.2%

Annual assessments

<150 18.0%
150–400 46.7%
401–750 18.3%
>750 17.0%

Community setting
Urban 43.4%
Rural 35.9%
Suburban 20.7%

Title of person competing the survey

Executive director/president 70.9%
Clinical director/manager 22.3%
Social worker 5.6%
Medical director 0.9%
Physician 0.3%

Initial solicitation was attempted using the NCA’s listserve and yielded a 29% response rate. After 2 weeks, telephone
calls were initiated by a research assistant to non-responders, with up to 3 attempts made to establish contact for each
center. Once a center agreed to participate, the contact person was sent up to 2 email reminders. From this effort, contact
information from the initial NCA listing was updated and the goal response rate of at least 80% was obtained. Data were
entered into a research database and were analyzed using Stata version 9.2.

Results

Three hundred and twenty-three of 376 (86%) surveys were completed. Demographic information for the participating
CACs is shown in Table 1.

Education

The National Council of Juvenile and Family Court Judges’ “Green Book” and the Family Violence Prevention Fund/Office for
Victims of Crime’s “Identifying and Responding to Domestic Violence: Consensus Recommendations for Child and Adolescent
Health” were identified as two of the most current, widely available resources that establish clear recommendations for
conducting DV assessments for multidisciplinary teams. Ninety-five of the 323 (29.4%) CAC directors stated they were
familiar with either one or both of these resources.

Ninety-three of 323 (28.8%) CAC directors required their CAC staff to have annual training in DV. Of these 93 centers, 41
(44%) required less than 6 hours per year in training.

DV assessment frequency

Slightly more than half (186 of 323 or 57.6%) of the centers conduct DV assessments of female caregivers. For the purposes
of this study, a “universal assesser” was defined as a CAC that assesses female caregivers for DV more than 75% of the time.
Only 29.4% of all CACs meet this definition of conducting universal assessments. Barriers to conducting DV assessments are
shown in Table 2. Male caregivers are assessed for DV by 144 of 323 (44.6%) centers. Children are assessed for exposure to
DV by 232 of 323 (72.0%) centers.

Table 2
Reported barriers to conducting DV assessments.

N %

Lack of center protocol/environment to screen 63/137 46.0
Insufficient training on DV 47/137 34.3
Other 42/137 30.7
Medical/social needs of the child are priority 38/137 27.7
Insufficient time to conduct assessments 27/137 19.7
Insufficient time to counsel positive screens 24/137 17.5
Fear of offending/angering the caregiver 15/137 11.0
No available resources for positive screens 10/137 7.3
DV is not an issue in our patient population 1/137 0.7
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Table 3
DV assessment practices.

N %

Assessment of female caregivers 186/323 57.6
Method of assessment
Face-to-face interview 168/186 90.3
Written survey 38/186 20.4
Computerized survey 2/186 1.1
Other method 12/186 6.5

Interview conducted by
Social workers/advocates 119/168 70.8
Mental health professional 65/168 38.7
Child protective services 48/168 28.6
Physician/nurse 48/168 28.6
Other 44/168 26.2

Percent of interviews conducted with
Family present sometimes/frequently/always 75/168 44.6
Child present sometimes/frequently/always 42/168 25.0
Friend present sometimes/frequently/always 36/168 21.4

DV assessment practices

Data from the subset of centers who conduct DV assessments of female caregivers were analyzed to determine how
assessments are conducted. Almost all (90.3%) centers conduct DV assessments using face-to-face interviews, or discre-
tionary inquiry. Interviews were conducted by a variety of staff, including social workers/advocates (70.8%), mental health
professionals (38.7%), child protective service workers (28.6%), physicians or nurses (28.6%) and other CAC staff, including
the CAC director, law enforcement, and family advocates (26.2%), assessments were often conducted with other people
present, including family (44.6%), friends (21.4%), and children (25.0%).

Approximately 1 in 5 (20.4%) centers utilize written surveys. Only 2 of the 186 centers use computers to conduct DV
assessments. Less than 1% of the centers used previously published or studied assessment tools in their assessments.

Data regarding assessment practices are summarized in Table 3.

CAC characteristics associated with assessment practices

Univariate analysis was conducted using independent variables to identify associations to CACs which assess female
caregivers and which CACs conduct universal assessments. Centers which were reported to be aware of DV recommendations
were 1.38 (CI 1.16–1.65) times more likely to assess female caregivers, although there was no significant association with
respect to universal assessments (OR 1.22, CI 0.86–1.73). Centers with on-site DV resources were 1.23 (CI 1.08–1.39) times
more likely to conduct assessments of female caregivers and 1.86 (CI 1.39–2.50) times more likely to conduct universal
assessments. Likewise, centers that required annual DV training of their staff were 1.53 (CI 1.29–1.81) times more likely
to conduct assessments of female caregivers and 1.59 (CI 1.14–2.20) times more likely to conduct universal assessments.
Centers that conduct more than 400 patient visits annually were 1.46 (CI 1.05–2.03) times more likely to conduct universal
assessments. Odds ratios and relative risks are summarized in Table 4.

Using multivariate logistic regression to these same variables, the presence of on-site DV resources was independently
correlated with both conducting DV assessments of female caregivers and conducting universal assessments. Centers that
required annual DV training were also independently correlated with assessments of female caregivers. These data are
summarized in Table 5.

Table 4
Univariate analysis—predictors of assessments of female caregivers and universal assessments.

RR RR 95% CI OR OR 95% CI

Assessment of female caregivers
Aware of DV recommendations 1.38 1.16–1.65 2.40 1.43–4.05
On-site DV resources 1.23 1.08–1.39 3.06 1.36–6.90
DV training requirements 1.53 1.29–1.81 3.34 1.92–5.80
Annual assessments > 400 1.20 1.00–1.44 1.56 0.98–2.53

Universal assessments
Aware of DV recommendations 1.22 0.86–1.73 1.20 0.72–2.02
On-site DV resources 1.86 1.39–2.50 3.97 2.21–7.14
DV training requirements 1.59 1.14–2.20 1.78 1.06–2.97
Annual assessments > 400 1.46 1.05–2.03 1.81 1.10–2.96
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Table 5
Multivariate analysis—independent associations of assessment practices.

Adjusted odds ratio 95% confidence interval

Assessment of female caregivers
On-site DV resources 2.85 1.25–6.50
DV training requirements 2.88 1.31–6.32

Universal assessments
On-site DV resources 3.97 2.21–7.14

Discussion

Many studies have examined the challenges of assessing for domestic violence in various clinical settings. This is the first
study to evaluate the frequency, methods, and practices of assessments for DV in the setting of the child advocacy center.

Implementation of universal assessments for DV will identify significant numbers of adults who have experienced DV.
This has been replicated in many clinical settings (Bradley, Smith, Long, & O’Dowd, 2002; Parkinson, Adams, & Emerling,
2001; Richardson et al., 2002; Siegel, Hill, Henderson, Ernst, & Boat, 1999). Although it seems reasonable that assessment
rates for DV would be high in the CAC setting given the co-occurrence of child abuse and DV, this study demonstrates an
overall assessment rate of only 58%. A “universal assesser” was defined as a CAC that assesses female caregivers during child
assessments more than 75% of the time. Only 29% of CACs conduct “universal assessments” as the term is defined. Given this
conservative definition, it is likely that true universal assessment occurs with even less frequency.

Previously published studies detail the barriers individual providers face when conducting DV assessments, including
insufficient training, insufficient time, and a fear of offending or angering the caregiver (Waalen, Goodwin, Spitz, Petersen, &
Saltzman, 2002). Respondents to this survey reported many of the same barriers on a system-wide level. The most common
barriers to DV assessment were identified as a lack of center protocol and/or appropriate environment to conduct the
assessment. Twenty-eight percent of CAC executive directors stated their CAC did not conduct DV assessments because the
medical and social needs of the child were the primary concern. Some may interpret this to mean that CACs do not appreciate
the effects of DV exposure on a child’s medical and emotional well-being. It is also possible, however, that it is unclear to
those involved with child maltreatment at what specific threshold exposure to DV constitutes “harm.” Review of comments
demonstrated that some CACs conducted assessments of sexual abuse only, and therefore did not see a need to conduct
DV assessments. This is an especially concerning response, because it implies a lack of recognition of the significant co-
occurrence of DV and child abuse. It is important to remember that CACs also face barriers unique to the socio-legal system
that may prevent them from assessing for DV. For example, laws vary from state-to-state as to whether child exposure to DV
constitutes a reportable offense to child protective services. It is possible that CACs located in states with mandatory reporting
laws may be reluctant to assess for DV, fearing that detection of DV may lead to legal consequences to a non-offending parent
or guardian in which the CAC is attempting to offer help.

Chuang and Liebschutz (2002) have reviewed the existing literature for DV assessments in the primary care setting and
identify two primary approaches to DV assessment: verbal-administered and self-administered methods, including written
and computer-based surveys. The majority of studies that compare these two methods indicate that face-to-face interview is
associated with lower detection rates of DV (Collins, 1999; Freund, Bak, & Blackhall, 1996; McFarlane, Christoffel, Bateman,
Miller, & Bullock, 1991; Norton, Peipert, Zierler, Lima, & Hume, 1995). In addition to poorer detection rates, face-to-face
interviews appear to be associated with less patient comfort (Anderst, Hill, & Siegel, 2004). Research comparing face-to-
face, written and audiotaped assessments for DV in a pediatric emergency department found that women significantly
preferred the latter methods (Bair-Merritt et al., 2006). In a study by MacMillan et al. (2006), patients were randomized
to one of three DV assessment methods and found that women preferred self-administered methods over face-to-face
assessment. Research recently published by one of the authors suggests there are intrinsic characteristics of the screener
(race, gender) and assessment environment (presence of family, friends and/or children) that influence a victim’s comfort
when disclosing DV (Thackeray, Stelzner, Downs, & Miller, 2007). Despite this evidence, almost all respondents in this study
report face-to-face inquiry is used as the primary method of DV assessment. Interestingly, only two centers report the use
of computers to conduct DV assessments, despite some preliminary research to suggest its efficacy in victim identification
(Rhodes, Lauderdale, He, Howes, & Levinson, 2002).

In its summary, the US Preventive Services Task Force (USPSTF) (2004) found insufficient evidence to recommend for or
against routine DV assessments, as there was no direct evidence from the literature that DV assessments lead to a reduction
in disability and premature death. While there is insufficient published evidence to support benefit in screening every adult
for DV at every health encounter (universal DV screening), the authors of this study feel that children presenting to a CAC
for concerns of maltreatment represent a high-risk population that would not fit into the models studied by the USPSTF.
The benefits of conducting assessments in this specific population of at-risk children seem to outweigh the potential harms,
although each need to be studied further. In the period since implementation of universal DV assessments within the authors’
(JDT and PVS) CAC, co-occurring DV has been detected in approximately 60% of child abuse assessments.

There are limitations to this study that should be noted. First, the majority of surveys were completed by the executive
director of the CAC. It is possible that administrators may not be fully aware of the clinical practices pertaining to DV
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assessments in their respective institutions. Second, the National Council of Juvenile and Family Court Judges’ “Green Book”
and the Family Violence Prevention Fund/Office for Victims of Crime’s “Identifying and Responding to Domestic Violence:
Consensus Recommendations for Child and Adolescent Health” were defined as “current DV recommendations.” While
these two publications were selected for their wide dissemination and acceptance within the DV academic community as
standard recommendations, it is possible that CAC executive directors are familiar with alternative resources and therefore
the estimate of respondents’ familiarity with current DV recommendations may be artificially low.

Third, no attempts were made to ascribe missing values if a respondent failed to answer a survey question. Each calculation
was performed using only the data from centers that answered the questions associated with that calculation (available case
analysis). There were, for example, 27% of centers that did not respond to the survey questions regarding on-site DV resources.
Most centers that do not conduct DV assessments did not respond to questions about on-site resources. Although it may
be safe to assume that those facilities do not have on-site resources, those centers were removed from the calculations that
involved on-site DV resources.

Finally, and most importantly, these results are limited to the setting of a child advocacy center and should not be gen-
eralized to primary care settings. While the debate continues in the medical literature on the effectiveness and potential
benefits and/or harms of routine DV assessment, given the specific nature of work conducted in child advocacy centers in
addressing child abuse concerns, it would seem more than appropriate to include universal DV assessments in this popula-
tion. Identification of DV in the home environment is a strong risk factor for child maltreatment. A caregiver experiencing
DV may have impaired parenting skills and/or a limited ability to protect him or herself, and equally importantly, the child
from ongoing abuse. DV is a key risk factor in child maltreatment assessments and incorporating its detection into the CAC
setting contributes to an optimal assessment of the child’s safety and well-being.

Conclusion

Domestic violence continues to be a growing health crisis. Given the high likelihood of identifying family violence in both
child and parent, a child abuse assessment conducted within a CAC seems an ideal setting to conduct DV assessments and
to offer intervention when this comorbidity is discovered. Unfortunately, many CACs do not conduct routine DV assessment
and many of those that do are practicing methods shown to be inferior in providing patient comfort and in case-finding
(detection). CACs participating in this study are more likely to assess female caregivers if they have co-located DV resources
and they require DV training of their staff and are more likely to practice universal assessment for DV if they have co-located
DV resources. This study suggests that CACs should make DV education a priority for continuing staff education and may
profit from alliance and co-location with community DV resources to maximize the benefits of a child advocacy center
assessment and intervention.
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