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I. Introduction 
In recent years, a growing body of research has highlighted a troublingly common occurrence 

affecting survivors of intimate partner violence (IPV): brain injuries (BI). 1   In light of this recently 

discovered connection, health care providers (HCP) have a critical role to play to assist survivors of 

violence, many of whom may have a limited ability to advocate for themselves, determine if they have a 

BI and learn how to manage it. A review of emerging findings, recommendations, and existing relevant 

professional and legal standards suggests that HCPs have an obligation not only to recognize the co-

occurrence of IPV and BI, but to create and implement universal protocols to screen for BI if a patient has 

suspected or confirmed intimate partner victimization.  HCPs can help to ensure that IPV survivors receive 

appropriate medical treatment and advocate for IPV survivors, especially those survivors whose BI may 

have contributed to their involvement in the criminal legal system. 

This guide draws on lengthier reports, policy papers, and recommendations from health care 

experts that can be found in the Appendix at the end of this document.  Its purpose is to create awareness 

of the relationship between BI and IPV and the important role of HCPs in efforts to improve health and 

social justice outcomes for survivors.  It recommends that all HCPs effectively screen for IPV and, where 

there is reason to believe a patient has been a victim of such abuse, to screen and assess for BI.  It further 

recommends the development or adoption of BI screening tools, and the implementation of mandatory 

screening policies as well as tailored treatment plans for survivors of IPV who have suffered BIs. Finally, 

this guide urges HCPs to document their findings when a survivor manifests evidence of a BI and to provide 

their expertise as may be appropriate to assist victims to obtain a just outcome in any legal proceeding 

where a victim’s BI may have contributed to criminal behavior.  

II. HCPs and IPV 
HCPs have an important role in assisting survivors of IPV. Conducting routine IPV screening allows 

HCPs to provide victims of domestic violence (DV) with meaningful relief, such as counselling and referral 

to advocacy and social services whenever they encounter survivors.1 HCP screening and referral can 

prevent and mitigate the enduring consequences associated with IPV and, among other favorable 

outcomes, can have a positive effect on a range of reproductive-related health concerns of all women.2 

To this end, a number of professional organizations and accrediting bodies have issued standards and 

guidelines requiring HCPs to screen for and document IPV and to refer patients who have suffered IPV to 

community organizations and other service providers to receive preventative and remediating services.  

 
1 Brain Injury (BI) is a broad term that encompasses acquired brain injury (ABI) and traumatic brain injury (TBI). A BI 
refers to an alteration in the brain function, or other evidence of brain pathology caused by an external force. This 
guide uses the term BI instead TBI to encompass ABIs, which are also common among victims of IPV because one 
of their causes is asphyxiation.  See Stephanie A. Kolakowsky-Hayner & Yelena Goldin, Sex and Gender Issues for 
Individuals with Acquired Brain Injury During Covid-19: A Commentary, 101 ARCHIVES PHYSICAL MED. & REHAB. 2253 
(2020); Darshini Ayton et al., Acquired Brain Injury in the Context of Family Violence: A Systematic Scoping Review 
of Incidence, Prevalence, and Contributing Factors, 22 TRAUMA, VIOLENCE & ABUSE 3 (2021). 
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In fact, experts have long recognized the need for IPV screening across a variety of healthcare practice 

areas. The American Medical Association (AMA) as early as 1992 issued guidelines that require “routine 

[DV] screening of all women patients in emergency, surgical, primary care, pediatric, prenatal, and mental 

health settings.”3  In the wake of the 2010 passage of the Affordable Care Act, the US Department of 

Health and Human Services convened a committee to evaluate existing guidelines and coverage gaps in 

women’s healthcare.4 This committee endorsed recommendations by the Institute of Medicine, World 

Health Organization, American College of Obstetricians and Gynecologists, and the American Academy of 

Pediatrics.  These endorsements indicate that HCPs should implement preventative screening and 

counseling for IPV and DV while conducting medical histories, during routine visits, and in pediatric 

settings.5 Indeed, as medical researchers have observed, “[a]lmost all clinicians are likely to encounter 

patients with a history of partner violence, and professional health organizations in the United States and 

elsewhere have called for health care system responses to this problem.”6  

The Joint Commission, which accredits and certifies health care organizations and programs in the 

United States, has required IPV screening since 2004.7  Standard PC 01.02.09 “requires organizations to 

use written criteria to identify those patients who may be victims of physical assault, sexual assault, sexual 

molestation, domestic abuse, or elder or child abuse and neglect.”8 Under these standards hospitals must 

educate all staff about how to recognize signs of IPV and train them on how best to follow up to assure 

that patients are made aware of resources to assist them.9 The issuance of the Joint Commission standard, 

along with related healthcare entity guidelines, suggests that a HCP’s failure to properly screen for IPV, 

document, and offer appropriate referrals may trigger medical malpractice claims.10 

(See Appendix for additional guidelines for HCPs).  

III. BI and IPV  

Prevalence of BI among IPV Survivors 

Research demonstrates that head injuries and strangulation are common among IPV survivors.11 Blunt 

force trauma or strangulation may cause a BI.12 Studies employing a wide range of methodologies have 

found that anywhere from 19 to 75% of women who are victims of IPV have suffered a corresponding BI.13  

Among victims of IPV who specifically reported head injuries, that number is even higher: one study found 

that 100% of IPV survivors who reported injuries to the head suffered a BI.14  Other studies substantiate 

the problem and have found that a majority of IPV survivors have suffered multiple blows to the head.15  

The Effects of a BI 

The consequences of BIs are varied, often with devastating impacts on the day-to-day life of a survivor. 

A diagnosis of a “mild” BI can be misleading as even a “mild” BI can cause debilitating consequences 

including fatigue, depression, memory loss, an inability to concentrate, depression, and more.16  Studies 

show that survivors of IPV and BI may suffer long-term physical, cognitive, behavioral, and emotional harm 

including memory loss, aggression, impaired judgment, and degenerative dementia. 17  BIs impact 

executive (e.g., decision-making) and inhibitory (impulse control) functioning. 18  Moreover, the more 

exposure to BIs a survivor has experienced, the greater the likelihood that an individual will struggle with 

current life stressors.19 A person who has compromised brain functioning adapts less well in new or 
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stressful situations and has greater problems following through on recommendations from HCPs, social 

service advocates, and other professionals.20 To further complicate the relationship between BI and IPV, 

research suggests that biological women are more susceptible to worse health outcomes following BI due 

to hormonal fluctuations.21 

Barriers to Diagnosis following an IPV-related BI 

Many IPV survivors do not seek medical treatment immediately after suffering an assault and often 

wait until their injuries are significantly grave.22 Some survivors may not seek treatment because they do 

not know and cannot recognize that they have a BI.23 Moreover, even if IPV survivors suspect they have a 

BI, many women may fear seeking medical treatment.24 They may have concerns about whether they will 

be judged for their history of IPV and whether a diagnosis of a BI will pose negative child custody 

implications.25  

Researchers have commented on the “underdiagnosis of both [IPV and BI] and the overlapping 

relationship” between the two circumstances, thus emphasizing the importance of screening for both, 

and further observe that “[a] positive screen for either IPV or TBI should lead to a screen for the other.”26 

As they explain,  

Women experiencing abuse experience several types of stigma, which contributes to 

difficulty in revealing abuse when screened. Acknowledging symptoms of a mild TBI may 

be less stigmatizing and lead to earlier intervention. This could lead to a more trusting 

relationship; and once trust has been established with a community health professional, 

it is more likely that an abused woman might feel comfortable discussing abuse, either 

former or current. (citations omitted).27 

It is also possible that when IPV survivors do seek out medical attention, HCPs might not obtain 

relevant information about BI, and thus, a proper diagnosis may be missed.28 A history of BI is often hidden 

among individuals with cognitive disabilities, spinal cord injuries, and behavioral health challenges such 

as mental health and addiction.29  BI symptoms are also conflated with the effects of IPV itself, such as 

hypervigilance and poor judgment, or with symptoms of PTSD, such as trouble concentrating, aggressive 

behavior, or depression.30 The complexity of symptoms and the effect of a BI on a survivor’s ability to 

advocate for herself do not excuse a missed BI diagnosis; instead, the difficulty of the situation bolsters 

the obligation of HCPs to learn how to properly identify and diagnose BI to improve outcomes for IPV 

survivors.  

IV. BI, IPV, and Implications for Criminal Legal System Involvement 
The relationship between BI and the involvement of IPV survivors in the criminal legal system adds to 

the concentric consequences of BI.  Approximately 45% of people who have been implicated in the 

criminal legal system have a history of a BI.31 Moreover, women in prison have a 5-7% higher rate of BI 

than incarcerated men. 32  Those who have suffered BIs may experience “overwhelming feelings of 

disinhibition, mood swings, overreaction and even acts of rage, which can lead to criminalized 

behaviors.”33  

IPV survivors with BI have distinct challenges in the criminal legal system. They may be subject to 

duress and coercion and forced to participate in criminal activity.34 They may be found culpable for failing 

to protect their child from harm by an abusive partner notwithstanding their best efforts to do so.35 They 
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may be compelled to use force against their abusers to defend their lives or their children’s lives.36 As a 

result of the varied consequences of enduring abuse, survivors of IPV can find themselves in the 

courtroom charged criminally.37  

A BI may cause an IPV survivor to experience what is known as “confabulation” which can be harmful 

in the criminal legal process.2 Confabulation causes individuals to offer recollections and narratives that 

may be false with a “degree of confidence and … plausibility” that suggests accuracy.38 Confabulating 

individuals often relay partially accurate stories, confabulating to unintentionally “fill in the gaps,” which 

distorts an otherwise accurate story.39 In these circumstances, criminal legal system actors may have 

difficulty empathizing with the survivor.40 

Social-cognition problems such as confabulation may further impede the ability of a BI survivor to 

understand their legal rights.41 Some legal issues that can result from a BI-induced confabulation include 

waiving Miranda rights, entering pleas, and issues with competency to stand trial.42 BI affects a survivor’s 

ability to understand the facts of the criminal charges she faces, diminishes her ability to participate 

effectively in her own defense, and otherwise bears on whether she is competent to stand trial.43 A 

survivor with BI who cannot process new information, or who suffers from retrograde amnesia—all 

consequences of BI—will fare poorly throughout all phases of their criminal case.44 

V. The Role of HCPs in Assisting Individuals with BI and IPV  
HCPs play a crucial role in screening and assessing IPV survivors for BIs so that they can obtain the 

proper and necessary care they require.  Given their particular expertise, frontline HCPs and advocates 

are in the unique position to screen all IPV survivors for BI, either by using an existing screener tool, as 

discussed below, or by otherwise following their hospital or clinic’s procedure for evaluating potential BIs. 

HCPs are additionally able to refer individuals to neuropsychologists for diagnosis and HCPs or staff such 

as hospital social workers can assist individuals with following up on appointments and long wait times.  

Medical diagnoses of BI help determine culpability when an IPV survivor is charged with criminal 

conduct.  Assessing an IPV survivor’s history of BI can help to gauge their cognitive and emotional state 

and to better understand whether their executive functioning has been impaired—factors that implicate 

their level of criminal culpability.45 Medical evidence of BI may be a factor that affects whether an alleged 

crime is classified as a serious felony or a lesser offense, and whether a conviction is warranted.46 If an IPV 

survivor is convicted of a crime, a judge may consider evidence of BI as a mitigating factor when 

determining an appropriate sentence.47 By appropriately documenting suspected and confirmed BIs, HCPs 

can help provide survivors with the evidence they need to achieve a just outcome in their criminal legal 

proceedings.   

Given what is now known about the prevalence of BI in IPV survivors, and the critical nature of 

diagnoses, HCPs should consider developing and implementing universal BI screening tools for IPV 

survivors. Every instance in which an HCP has reason to believe a patient has suffered IPV or DV should 

automatically trigger a screening for BI. Screening for and detecting BI at the start of the patient-provider 

 
2 Confabulation is defined as “the unintentional recollection of false memories, including elaborations or 
embellishments that can range from subtle to delusional in nature.” Jerrod Brown, Traumatic Brain Injury and 
Confabulation in Criminal Justice and Legal Settings: A Brief Review for Caregivers and Professionals, BRAIN INJURY 

ASSOCIATION OF AMERICA, https://biausa.org/public-affairs/media/traumatic-brain-injury-and-confabulation  

https://biausa.org/public-affairs/media/traumatic-brain-injury-and-confabulation
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relationship allows the HCP the opportunity to engage with the survivor and, as appropriate, either 

perform a diagnosis or refer the individual to a neuropsychologist for a proper diagnosis.   

Healthcare entities that wish to implement BI screening for IPV survivors have a wealth of resources 

to draw from. As information about IPV and BI has emerged, HCPs, researchers, and advocates have 

recognized the importance of these screenings and have begun to develop recommendations and 

guidelines for determining when and how to screen, document, and follow-up with necessary referrals.48 

The ongoing development of such guidelines is encouraging, but it also indicates the need to establish 

universal standards--designed in conjunction with IPV survivor advocates--so that HCPs can provide 

services that benefit all IPV survivors.49  

Treating BI  

In addition to screening and diagnosis, HCPs can suggest accommodations that might support a 
survivor’s impairments. No two brain injuries are exactly alike; thus, appropriate treatment and 
accommodation may look different for each survivor. 50  Treatment and accommodation can include 
behavioral therapy or dialectic behavioral therapy, learning how to use supports such as written checklists 
and planners, or psychoeducation to equip the survivor to advocate for themselves.51 Upon receiving a 
positive result on a BI screening test, HCPs should develop a tailored accommodation plan for each 
survivor with BI, or refer them to a community organization equipped to develop such a plan.   

State Legal Obligations to Screen for BI 

The North Carolina legislature has established the North Carolina Brain Injury Advisory Council 
(NCBIAC), tasked with coordinating state agencies that respond to and support individuals with BI, 
studying their needs, initiating injury prevention strategies, and promulgating recommendations to 
relevant state authorities.52 In North Carolina, state law requires that state and local governments, “within 
available resources,” ensure that the “core services” of screening, assessment, and referral are available 
to individuals with mental health and developmental disability needs.53 This statutory requirement and 
the creation of the NCBIAC imply an obligation of HCPs, especially those receiving state funding, to screen, 
document, and treat IPV survivors for BI. HCPs should advocate with state and local government through 
commissions such as the NCBIAC  to advise officials about the need to regulate and fund BI screening and 
services for survivors of IPV.  

VI. Current Challenges  
 Adequate initial screening for IPV is crucial in identifying individuals to further screen for BI. 

However, studies demonstrate that over half of HCPs have failed to comply with existing standards 
regarding basic screening for IPV, especially for those patients who are at greatest risk for IPV.54  Other 
survey evidence has indicated that, notwithstanding the training of HCPs on the importance of screening 
and referrals, identified IPV survivors were not provided with counseling or resource information as 
required.55 Furthermore, one informal study suggests that many hospitals are not sufficiently transparent 
regarding their basic IPV screening procedures which makes it difficult to track the extent to which they 
are complying with Joint Commission standards.56 The lack of transparency additionally complicates the 
work of DV advocates who advise IPV survivors to seek treatment in the hopes that HCPs will be 
responsive to their IPV history.57 

Additionally, the stigma associated with disclosing IPV contributes to the underdiagnosis of BI.58 
However, experts suggest that acknowledging a survivor’s symptoms of mild BI—which can be 
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accomplished through increased screening—may help reduce the stigma they may feel about discussing 
IPV.59 Acknowledging a survivor’s overlapping experiences helps strength the trust of their relationship 
with their HCP, which can help lead to an earlier and more effective intervention. 60  Due to the 
interrelatedness of the two conditions, the implementation of BI screening procedures for survivors of 
IPV offers healthcare facilities an opportunity to reevaluate and improve upon underlying IPV screening 
protocols.   

 
It is the unfortunate reality that many HCPs are constrained in their ability to thoroughly comply with 

all recommended and required screenings due to limited time and financial resources. Nevertheless, the 
social and legal implications of missed IPV and BI screenings for women survivors implore HCPs to remain 
diligent. The limited number of neuropsychologists in many states and rural regions poses an additional 
challenge. While it is true that access to neuropsychologists must be expanded for each positive initial BI 
screening and referral to translate to a timely diagnosis appointment, the current data demonstrating the 
demand for neuropsychologists is artificially low. By consistently screening and documenting suspected 
BIs in IPV survivors, HCPs can contribute to the data demonstrating the need for more neuropsychologist 
specialty positions, and with this data, advocate for a system in which referrals lead to real results for 
survivors.  

  VII. Recommendations 
The recommendations that follow are derived from research conducted by and for health care 

professionals and other experts committed to assisting IPV survivors.  They are not meant to be the 

entirety of suggestions for HCPs to consider when interacting with IPV survivors who may have suffered 

a BI.  HCPs should continue to engage with advocates at the intersection of anti-violence and health care, 

particularly advocates with expertise in IPV.   

At a minimum, recommendations must include baseline IPV screening and specific guidelines for 

assessing BI.  Standards are necessary to ensure that HCPs regularly assess and document when an IPV 

patient has suffered a BI. To ensure compliance with relevant statutes, professional conduct standards, 

and executive initiatives, IPV and BI screening should reflect the guidance contained in this section. 

The Joint Commission recommends health care settings take the following actions to better address 

violence and protect patients:  

• Partner with the local DV provider to engage in on-site training. 

• Provide training to all employees who interact with patients. 

• Create a medical law partnership which allows health care professionals to make immediate 

referrals. 

• Ensure patients receive evidence-based mental health care when they disclose IPV. 

• Examine whether the hospital’s screening questions are specific and whether HCPs are asking 

those questions.61 

The American College of Obstetrics and Gynecologists recommend routine screening for IPV carried 

out in a manner that is trauma informed and private: 

• At the outset, “offer a framing statement to show that screening is done universally not because 

IPV is suspected.”  

• Inform and explain to patients the confidential nature of the HCP-patient communication. 
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• Include screening for IPV as a part of obtaining a routine medical history so that patients are asked 

about IPV in each instance without regard to suspicion of IPV. 

• Make available resource materials in restrooms and examination rooms, including safety planning, 

hotline numbers, and other information related to services.62 

Experts on IPV and healthcare, including the nationally recognized Dr. Jacquelyn Campbell, offer the 

following guidance for screening for BI among already-identified survivors of IPV: 

• If a survivor discloses IPV, HCPs must inquire whether the survivor has previously been hit in the 

head or strangled.  

 If positive for either, assess for neurological symptoms (e.g., memory problems, dizzy 

spells, blacking out, trouble concentrating) and appropriate referral (e.g., a physical 

therapist, an occupational therapist, or a neurologist). 

 Explain to the patient the diagnoses and discharge instructions, taking into consideration 

possible post-injury cognition challenges. 

• Create standard processes to avoid missing injuries. 

• Examine the full body with particular attention to the head. 

• Create and use post strangulation evaluation and treatment protocols.63  

Scott Pokorny, Traumatic Brain Injury Program Manager of the North Carolina Department of Health 

and Human Services, recommends using a validated BI screening tool such as: 

• Ohio State University Traumatic Brain Injury Identification Method.64 

• Brain Injury Screen Test.65  

• Brain Injury Screening Questionnaire.66 

• The Brain Check Survey.67  

Given that an individual’s level of impairment can fluctuate, periodic evaluation should occur to allow 

for appropriate adjustment of accommodations.68  

When working with individuals with confirmed or suspected BI, HCPs should utilize the following 

strategies to facilitate understanding:  

• Minimize environmental distractions. 

• Educational therapies should emphasize pacing. 

• Provide frequent opportunities for clients to respond, generate feedback, and provide 

reinforcement to maintain client engagement. 

• Provide written material/handouts where possible.  

• Repeat key points.69 

The benefits of screening for, documenting, and providing follow-up services for BI extend beyond a 

particular patient.  Following recommended protocols helps to expand opportunities for research and 

advocacy, furthering efforts to prevent and remediate BIs among IPV survivors.70 Moreover, by engaging 

with IPV survivors about their BIs, HCPs can help survivors advocate for themselves within the healthcare 

system and beyond.  
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Appendix A: Joint Commission Standards 

Joint Commission Standards for Screening Patients for Abuse 

1. The hospital has written criteria to identify those patients who may be victims of physical assault, 

sexual assault, sexual molestation, domestic abuse, or elder or child abuse and neglect. (See also 

RI.01.06.03, EP 2) Note: Criteria can be based on age, sex, and circumstance. PC.01.02.09 EP 1 

2. The hospital educates staff about how to recognize signs of possible abuse and neglect and about 

their roles in follow-up. (See also HR.01.05.03, EP 5) PC.01.02.09 EP 3 

3. The hospital uses its criteria to identify possible victims of abuse and neglect upon entry into the 

hospital and on an ongoing basis. PC.01.02.09 EP 4 

4. The hospital either assesses the patient who meets criteria for possible abuse and neglect or refers 

the patient to a public or private community agency for assessment. PC.01.02.09 EP 5 

5. The hospital internally reports cases of possible abuse and neglect. (See also RI.01.06.03, EP 3) 

PC.01.02.09 EP 6 

6. The hospital reports cases of possible abuse and neglect to external agencies, in accordance with law 

and regulation. (See also RI.01.06.03, EP 3) PC.01.02.09 EP 7 
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Appendix B: Sample Survey Instruments 
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Appendix C: Other Useful Resources 
Accommodating for the symptoms of TBI, Ohio Valley Center for Brain Injury Prevention and 

Rehabilitation, (July 8, 2015), https://heller.brandeis.edu/ibh/pdfs/accommodating-tbi-booklet-

1-14.pdf. 

Special Emphasis Report: Traumatic Brain Injury, NC Injury and Violence Prevention Branch, 

(July 22, 2020), https://injuryfreenc.dph.ncdhhs.gov/DataSurveillance/TBI-

SpecialEmphasisReport-NC-2019.pdf.  

Kristi Wall et al., Violence Related Traumatic Brain Injury in Justice Involved Women, 45 Criminal 

Justice and Behavior, (2018).  

Megan Davidson & Kate Reed, Mind Matters: Building a Justice System That Is Inclusive and 

Responsive to Brain Injury, (2024). 

Angela Colantonio & Eve M. Valera, Brain Injury and Intimate Partner Violence, 37 J. HEAD 

TRAUMA REHABILITATION, (2022). 

Interacting with patients living with traumatic brain injury, Brain Injury Association of North 

Carolina, (Sept. 23, 2019), https://www.bianc.net/wp-content/uploads/2019/10/Interacting-

with-Patients-2.pdf.    

Brain Injury: What is it & What Now, Brain Injury Association of North Carolina, (Sept. 30, 2019), 

https://www.bianc.net/wp-content/uploads/2019/10/BI-Strategies-2.pdf.  

Luke Montgomery & Rachel Ramirez, Partner-Inflicted Brain Injury: Promising Practices for 

Domestic Violence Programs, (Apr. 20, 2022), https://www.odvn.org/wp-

content/uploads/2021/11/Promising-Practices-Partner-Inflicted-Brain-Injury.pdf.  
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15, 20-21 (The National Academies Press, 2011). https://nap.nationalacademies.org/read/13181/chapter/1  
5 Id. at 120-123. 
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7 The Joint Commission, Quick Safety Issue 63: Addressing Intimate Partner Violence and Helping to Protect 
Patients (2022).  https://www.jointcommission.org/-/media/tjc/newsletters/quick-safety-63-addressing-ipv-final3-
1-10-22.pdf.  
 

https://heller.brandeis.edu/ibh/pdfs/accommodating-tbi-booklet-1-14.pdf.
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https://injuryfreenc.dph.ncdhhs.gov/DataSurveillance/TBI-SpecialEmphasisReport-NC-2019.pdf.
https://injuryfreenc.dph.ncdhhs.gov/DataSurveillance/TBI-SpecialEmphasisReport-NC-2019.pdf.
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https://www.odvn.org/wp-content/uploads/2021/11/Promising-Practices-Partner-Inflicted-Brain-Injury.pdf.
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2012/02/intimate-partner-violence
https://nap.nationalacademies.org/read/13181/chapter/1
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