Risk and Lethality Assessment in Cases of Domestic Violence:

The Domains of Risk

The mental health professional has a duty to evaluate the degree of risk posed by any client under his or her care.  This duty arises from the profession's standards of care, its code of ethics, the mandates of licensure law, and the case law interpretations of all the above.  Current practice calls for rather sophisticated efforts to assess and manage high risk cases and situations.  Risk should be expressed in probabilistic terms within relatively simple categories that include: a) low risk, b) moderate risk, c) high risk, and d) Very high risk.

Monahan & Steadman (1994) outline four domains which should be assessed in order to determine the danger potential of violent individuals: 1) the dispositional factors, 2) clinical factors, 3) historical features and 4) the context or environment within which the individual lives. These four factors may be applied to domestic violence risk and information from the composite of the four leads to a determination of level of risk.  Importantly, no one factor alone is diagnostic; it is the combination of trait, state, and situational context that define the level of potential harm.

Dispositional Factors

While research has yet a long way to go to identify distinct dispositional markers or factors for either victims or perpetrators of domestic abuse, there are some generalizations that can be made.  The clinician should observe and collect history information that helps describe basic dispositional traits such as propensity for aggressive reactions, hyperactivity, attentional deficits, passivity, conflict avoidance or conflict-seeking styles, thrill-seeking, or other sustained temperamental features.

Two dispositional factors which have the most significant relevance with respect to domestic violence offenders include impulsivity and anger.  Impulsivity can be manifested cognitively (e.g. a hair-trigger temper followed by remorse); or by motor impulsivity which may involve "acting without thinking".  The manifestations of anger which may be most associated with lethality include suspicion and an expectation of being harmed by others; rumination and obsessive thinking (particularly as it relates to the victim); and a combat-oriented approach to the external world.

Clinical Factors

Examples of clinical factors with domestic violence offenders include depression, periods of psychosis (although a small number of domestic violence cases feature psychotic illness), anxiety or panic, and related disorders. The degree to which the clinical factors associated with the offender are moderated by treatment or social supports can be an additional finding of significance. Factors which appear to be unaffected by treatment or the addition of social supports tend to pose greater risk. Paranoia, particularly the more characterological version, can be a serious and significant clinical factor in assessing risk of harm to a partner.

Clinical factors may also include the presence of personality disorders (particularly those with antagonistic or hostile traits) and substance abuse.  As referenced earlier, there are two aspects of substances that can contribute to higher lethality.  There is the disinhibition principle that applies mostly to alcohol since this drug impairs the individual's ability to inhibit impulsivity.  Second, the stimulant properties of cocaine can activate aggressiveness even in those who are not predisposed to be violent.  Cocaine is increasingly associated with violence and aggression.

Historical Factors

As has been previously described, the history of childhood victimization or exposure to domestic violence as a child is a significant factor in the prediction of offending behavior among perpetrators who act out the behavior they have learned.  A positive relationship between childhood abuse is also positively related to greater vulnerability to victimization in adulthood.  In addition to childhood histories of violence, the history of violence in prior relationships and outside the marital or intimate relationship is also important to assess, as is criminal history.

The clinician will also need to explore the client's history for precursors that exist around the occurrence of violence in the relationship which can identify patterns of escalation, repetition, or other periodicity to violent conduct. Clinicians who are familiar with structural family therapy seek out the sequences of interaction that are significant to problem behavior by a client.  The assessment of historical factors in risk assessment includes looking for the sequences surrounding violent actions.

Contextual Factors

An individual's traits, state, and history exist in a context—a specific situation.  This variable is perhaps one that receives less attention than it should in traditional risk assessment for harm to others as well as to self.  This is unfortunate because the clinical validity of risk assessment is improved significantly when viewed with consideration of the context within which the victim and perpetrator live.  In domestic violence situations, it becomes paramount because sudden changes in the situational context can easily account for a dramatic shift from low lethality to very high risk.  For example, an offender's loss of contact with others or more social isolation can increase lethality which was previously modulated by a supportive environment.  An index factor associated with increased risk of the most severe domestic violence is a victim's decision to separate from the offender.

Attempts by clinicians to modulate or reduce the danger which a client appears to pose to self or others should focus primarily on clinical and contextual factors.  Obviously, a person's history cannot be altered, and characterological traits tend to be more intractable.  Management of the clinical features of depression or psychotic symptoms, for example, can reduce lethality however, as can the introduction of social supports.

Lethality Assessment Checklists

Unless attending a specially identified treatment program for domestic violence, either voluntarily or by court order, these types of offenders frequently do not readily admit that they are battering a partner.  As a result, clinicians cannot assume that they are aware of who the domestic violence offenders on their caseload are.  It follows, then, that the duty of care includes quizzing clients regarding the existence of abuse in their relationships.  This is particularly true if the client appears to present with any of the risk markers identified on the check list below.

The following items should be viewed as general characteristics that point toward an increased risk of violence in a partner relationship. Risk assessment should take an additive approach to these features - namely the more of them that apply, the higher the risk probability rating.

Dispositional

· thrill seeking

· irritability

· poor impulse inhibition

· aggressiveness

· poor affect and emotion regulation

· low verbalization ability

· attentional deficits

· hyperactivity

· genetic ruinerabilities to violence

Clinical

· depression, dysphoria

· post-traumatic stress disorder

· anxiety and/or panic

· personality disorder, particularly B cluster

· alcohol and/or drug abuse

· closed head injury

· bipolar disorder

· suicidal thinking

· delusional disorder

Historical

· childhood victim of physical abuse

· childhood witness to domestic violence

· early history of aggressive and violent acts (even early childhood)

· pattern of dysfunctional dating and romantic relationships

· poor adaptations to social norms in school and work

· progressive history of violent conduct

· repetitive sequences of aggression

· lack of accommodation or change resulting from negative consequences 

· history of threats toward others - particularly toward the partner

Contextual

· partner's decision or action to separate/divorce

· presence and availability of guns - particularly handguns

· unstable employment or loss of job

· financial problems - recent or mounting

· partner has children from an earlier relationship living in the family

· partner has a relationship with another man or woman

· partner is enjoying greater success in work or other social settings

· primary socialization with men - or social isolation

Crisis Intervention in Domestic Violence Cases

There are several crisis intervention steps that can be taken to diminish risk of harm in domestic violence situations.  Clinicians should not attempt conciliation of a couple as a crisis management technique.  Safety interests of victims should take precedence over all other steps during the crisis period.  Close coordination with protective services agencies, law enforcement and the criminal justice system is vital in assisting clients to remain safe.

When, working with an offender, emphasis should be placed on staying away from the partner and seeking a "time-out" that will allow him an opportunity to think things through and get counsel from others.  This is not a time for either confrontation about the violence or for focus on marital issues.  The essential service should be to offer a calm, cautious advice to remove himself from the situation and to seek additional social supports to decrease isolation and lethality.  The clinician should evaluate immediate treatment needs such as detoxification and supply them if indicated.  This is generally a poor time to initiate medication (unless there is evidence of psychotic disorder) because the likelihood of a clear diagnosis is poor as is the likelihood of a commitment to a treatment plan.  Mental health services can be over-done with the result of a tendency of the system to see the whole problem in a mental health context. This can unwittingly become a mechanism of minimization for the offender. Suicidality should be evaluated carefully. Certain offenders become suicidal after the act of violence.  The offender might be contemplating homicide and suicide as a way of making a stand and preventing what he perceives as complete min.  Working with the offender in the way described here can be seen in the framework of a "protection plan" which is directed at reducing his lethality and dangerousness.

When working with a victim, "protection plans" are paramount and are discussed in a later section.  Suicidality assessment should be part of protection plans for victims. Victims also can be suicidal and care should be taken to evaluate this continuously over the few days following any violent episode experienced by the victim, and throughout treatment.  Suicidal despair can arise very quickly.  Hopelessness, one of the key features of suicidal lethality, can mushroom from the obstacles that the victim may experience in trying to get safety and resolution to the situation.  Referral for medication might be indicated, but caution is advised with this.  The victim should be given an opportunity to express feelings of fear, sorrow, and anger, but should not be subjected to either confrontation or pressure to change during the crisis. Clinicians often feel very frustrated by a victim's seeming paralysis even after an event that would suggest an immediate need for change.  Pressure to change, though well intended, has every likelihood of being perceived as just one more demand on the victim.  Support, safety planning and an accepting atmosphere are perhaps the best crisis intervention approaches.

LETHALITY CHECKLIST

1._____He appears to possess a dual personality like a Dr. Jekyll and Mr. Hyde. 2._____He has bitten, slapped, shoved, kicked, punched, or thrown an object at

 the victim.

3._____He has forced her to have sex when she said she did not want to.

4._____He privately or publicly humiliates her (e.g., commenting that she's ugly, 

 fat, dumb, weak, and unable to take care of herself without him).

5._____He tries to block the victim's access to the telephone, automobile, or 

 workplace in an effort to control her.

6._____The parties recently separated or divorced.

7._____He thinks the victim is seeing other men when in fact she is not.

8._____He engages in violence toward their children or their pets.

9._____He has destroyed the victim's most prized sentimental possessions.

10.____He has battered other women in the past.


11.____There are existing restraining orders against him.

12.____The perpetrator has threatened suicide. He has a plan. 

13.____He has weapons or access to weapons.

14.____He has threatened to seriously harm or kill the victim.  He has described 

 how.

15.____He is preoccupied with the victim, checks up on her or stalks her.

16.____He is or has been on medications or has been hospitalized for mental 

  illness.

17.____He is isolated from family, friends, or co-workers. 

18.____He isolated her from family, friends, or co-workers. 

19.____He believes he owns her.

20.____He idolizes or has an obsession about losing her.

21.____He abuses alcohol or drugs.

_______________________________________
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