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Guidelines for Doctors on Identifying 
and Helping their Patients Who Batter

DAVID ADAMS, EdD

While there are a growing number
of medical guides for assisting physi-
cians to identify and help victims of
domestic violence, there has been
scant attention to how physicians
can best respond to perpetrators. The
medical model’s deficient grasp of
violence, combined with the mini-
mizing and excuse-making strategies
employed by batterers hinder physi-
cians’ ability to detect batterers in
their practices and to prescribe the
right solutions. Earlier detection is
possible, however, when doctors adopt
routine diagnostic procedures for all
patients and ask informed follow-up
questions when there are indications
of domestic violence. Finally, physi-
cians should become aware of the
effective batterer treatment programs
in their areas and make this informa-
tion easily available to their patients
who batter. 

Physicians often treat patients who batter
their partners, but rarely knowingly. It is
rare for the battering man to disclose his
violence to health care workers, and physi-
cians overwhelmingly discover violence
through the victims or third parties,
even when their primary patient is the
perpetrator.1 Though there is no medical
treatment for the batterer, doctors can
practice preventive medicine by identify-
ing patients who batter and making
informed referrals. 

The aim of this article is to increase
the odds of physicians identifying
domestic violence by providing infor-
mation about batterers with a particular
emphasis on their patterns of denial and
excuse making. Guidelines for physicians

on talking to patients who batter and
making the appropriate referrals are pro-
vided. The author refers to the batterer
as “he” and the victim as “she” since
this reflects the norm, particularly with
regard to physical injuries due to domes-
tic violence.2

One major reason that battering is
often not identified in health care set-
tings is that stereotypes about batterers
persist. Many physicians and other help-
ing professionals still tend to harbor the
false belief that the man who batters is
an easily discernable type — someone
who comes across as aggressive, domi-
neering, and extremely macho. Others
only suspect battering among their poor
and uneducated patients, or among
patients who come from ethnic back-
grounds that they assume to be highly
violent or patriarchal. While some bat-
terers match these personal and demo-
graphic characteristics, many do not. If
physicians “turn on the radar” only when
treating patients who fit their precon-
ceived notions about men who batter,
some patients will be treated differently
solely because of their public demeanor,
or worse, because of their class or racial
background, while batterers who don’t
fit these stereotypes will avoid detection. 

Inconveniently, most battering men
are not easy to spot in a crowd. The bat-
tering man’s public demeanor usually
betrays no hint of violence, and he comes
across as polite, reasonable, and likeable.
When police respond to domestic vio-
lence calls, the battering man frequently
appears more calm and rational than the
victim.3 Even in court and family coun-
seling settings, batterers often seem more
cooperative and willing to compromise
than their victims. Since violence is more
psychologically damaging to victims,
they often present more symptoms of
mental illness than their perpetrators,
thereby skewing our picture of the real
issues.4 As many feminist therapists have
pointed out, battered women are labelled
in psychopathological terms because of
sexist biases in mental health treatment.5

Battering men also avoid detection by

employing a variety of minimizing and
excuse-making strategies.

Identifying Men Who Batter
Violence will usually not be disclosed
directly by a patient, whether victim or
perpetrator. Most often, it comes up tan-
gentially in response to questions about
other issues. Physicians should therefore
be aware of the common “code words”
that abusers use in referring to their vio-
lence, including such vague terms as
“fighting,” “anger,” “not getting along,”
“temper” or “loss of temper,” “self-
defense,” “stress,” and “drinking.” Vio-
lence can sometimes be inferred by the
batterer’s numerous derogatory refer-
ences to his partner. When the batterer is
a patient, the physician can pursue these
indirect references to violence with more
direct questions such as: What happens
when you fight? Have you or your part-
ner ever been injured? What’s the fur-
thest you’ve gone with your anger? The
efficacy of these queries is increased if the
physician asks them in a caring, rather
than an accusatory tone, making it clear
that he or she is concerned about the
patient’s own, as well as his family mem-
ber’s, health and well-being. 

Sometimes physicians do not ask these
questions because of their own discom-
fort rather than the discomfort they
ascribe to their patients. For the most
part, however, patients expect a certain
degree of probing from their physicians
and believe that doctors who ask personal
or detailed questions are merely being
thorough. Analogously, while most male
patients would not ask for a rectal exam,
many appreciate their doctor’s insistence
on doing one. Because many batterers
feel guilty or otherwise troubled by their
violence, they frequently feel relieved
when a professional helper poses direct
questions about it. Physicians should
therefore guard against transferring their
own personal hesitancy about discussing
violence onto their patients. Ideally,
physicians will ask all their patients about
domestic violence as a normal part of
intake. In explaining these as standard
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questions, physicians will minimize sus-
picions on the part of some patients that
they are being singled out or that the
doctor has some kind of inside infor-
mation. These questions can easily be
included in the medical history question-
naire that patients normally complete
when they register with a health care
clinic or hospital.6,7

If domestic violence is disclosed by the
patient, physicians should be aware that
the vast majority of abusers minimize
both the frequency and the severity of
their abusive behavior.8 Minimization
takes many forms. Often, offenders accuse
their victims of falsely reporting violence
in order to gain legal or economic advan-
tage or to take revenge against them.
While this undoubtedly happens in some
cases, research shows that victims are
much more likely to underreport violence
than to fabricate or exaggerate it.9,10 In
many cases, abusers minimize their vio-
lence by not defining their actions as
violent. An individual’s understanding of
violence is determined by social, cultural,
and familial norms pertaining to the use
of force and persuasion. This is reflected
by the statements of many abusers in the
beginning stages of batterer treatment.
As one man in group counseling put it 
“I never thought I was being violent to
her because I would never hit her like
a man.” (He had always slapped her
rather than hitting her with a closed fist.)
Another misconception common to bat-
terers is that since their violence has been
only occasional, they are not “batterers.”
Even when such acts have occurred as
frequently as five to ten times a year,
many batterers view them as isolated
incidents and not as a pattern of vio-
lence. Many health care and social ser-
vice providers are vulnerable to believing
the perpetrator’s common claim that his
violence was a first-time occurrence. 11

Batterer treatment providers often find,
however, that the batterer’s account of
when his violence started is often inaccu-
rate. Batterers frequently “remember”
earlier incidents of abuse once they are
engaged in treatment and provided with
education, feedback, and opportunities
to discuss their abusive behavior in an
environment that promotes self-reflection. 

Physicians should respond to these
statements by pointing out that violence
is not likely to go away on its own and
that specialized help is available. Program

brochures should be readily available at
the health care setting; sometimes the
presence of the brochures alone will
prompt the batterer to raise the issue of
violence with his physician or to seek
help.

Understanding the Causes, 
Prescribing the Right Solutions
Batterers engage in a variety of excuse-
making strategies that obscure the reasons
for their violence and therefore hinder
our ability to respond effectively. Excuse
making is understood by social psycholo-
gists as the means by which those engaged
in socially undesirable behavior attempt to
mitigate responsibility for their behavior
in order to preserve or salvage their repu-
tation with others.12 If successful, excuse
making enables the violent offender to
avoid legal as well as social consequences
for his violence by suggesting, for instance,
that it was essentially beyond his control
and is not likely to be repeated. 

Because of their training in the medical
model, physicians may be vulnerable to
accepting some of the batterer’s excuses.
Chief among these is that the battering
was caused by mental illness or “tempo-
rary insanity.” In describing their vio-
lence, battering men often use expres-
sions such as I lost control, Something
in me snapped, or It was my insecurity.
These rationalizations fit comfortably
within the disease model for violence,
which sees it as deviant behavior arising
primarily out of individual psycho-
pathology. According to proponents of
this view, the battering man becomes
violent because psychological deficits
lead him to react to stress or frustration
in an irrational, impulsive, and sponta-
neous manner.13

This contrasts with social learning
theory, which holds that violence is
socially learned behavior that is likely to
be repeated because it has positive out-
comes for the violent individual.14 People
learn violence not so much from their
individual psyches as their social environ-
ments and their personal learning of
what works for them. Far from being
irrational, battering is purposeful and
helps the batterer to gain and maintain
control over his victim. With their seem-
ingly spontaneous and unpredictable
outbursts, batterers do not “lose control”
so much as “take control.” Those knowl-
edgeable about the dynamics of abuse

point out that batterers learn to intimi-
date and manipulate their partners by
alternating episodes of abusive and
“making up” behavior.15 For instance,
batterers often angrily accuse their part-
ners of having affairs or spending too
much time with other people, frequently
followed by retractions or apologies. A
common result of this sequence is that
the victim curtails her interactions with
friends and relatives for fear that it will
again arouse his anger or suspicions. In
this way, the batterer benefits from his
abusive behavior no matter how much
he may apologize for it afterward. The
batterer’s unpredictable outbursts serve
to keep the victim on the defensive;
putting her in the position of continually
anticipating his needs and neglecting
her own. Physical violence combined
with psychological abuse undermines
the victim’s sense of self-worth and
autonomy, putting the abuser in control
of the relationship. While treatment
based on the social learning approach
emphasizes that violence is purposeful
behavior, it also teaches communication
and coping skills as alternatives to violent
and coercive behavior.16

Besides seeing domestic violence as
arising from a dysfunctional psyche or
relationship, some doctors believe that
battering is caused by alcohol or drug
abuse, which they view as diseases in and
of themselves. But while studies have
shown fairly high correlations between
substance abuse and domestic violence,
researchers and treatment experts posit
that this connection is not a causal one.
Alcohol or drug use does not cause a per-
son to batter; rather the individual drinks
or uses drugs with the intention to be
violent.17 Batterers often blame alcohol
or drugs because there is less stigma
attached to spouse abuse when it is com-
mitted “under the influence.” While
alcohol and drug use don’t cause vio-
lence, they may make it worse. Frequent
use of alcohol and drugs is associated
with lethal levels of domestic violence.18

Ongoing substance abuse may also pre-
vent the batterer from getting help for
violence or making use of batterer treat-
ment programs. When a patient abuses
substances as well as his partner, he
should be referred for treatment of both
problems.

The significance of the disease model’s
interpretation of battering is in the pre-
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scriptions it calls for. Physicians who
view battering as a disease are more likely
to refer batterers (as well as victims) to
individual psychotherapy, family therapy,
or alcohol/drug treatment. The vast
majority of batterers do not suffer from
major mental illness and should be
referred primarily to specialized batterer
intervention programs.19 A minority of
batterers have mental health problems
and would benefit from inpatient or
outpatient psychotherapy and/or medi-
cation, in addition to specialized batterer
treatment. Experts in the domestic vio-
lence field overwhelming advise that
couples or family therapy is not appro-
priate until the batterer has stopped
being violent and completed a batterer
treatment program. 

In making referrals, physicians should
not assume that a particular psychologist,
psychiatrist, or other mental health pro-
fessional is trained to handle domestic
violence cases any more than they should
assume that a general practitioner has 
the training or expertise to treat a cancer
patient. Though he/she may have exper-
tise in related areas such as child abuse,
family therapy, or substance abuse, a
psychotherapist who is not specifically
trained in batterer treatment is likely to
do more harm than good. Though they
do not treat the couple, most batterer
treatment providers maintain contact
with the victim in order to gain her per-
spective about the violence, assess for
lethality, and make referrals for victim
support and advocacy services. These
programs also have more limited confiden-
tiality than in traditional psychotherapy.
For instance, clients are required to sign
an informed consent agreement specify-
ing that the program will inform victims
and/or the court about the client’s progress
or lack of progress in the program.

Physicians should become aware of the
batterer treatment programs and other
social services in their areas. Many states
have established standards for certifying
batterer treatment programs, and doctors
should know which are the certified pro-
grams and refer only to them. While
much is still not known about which
approaches are most effective, state stan-
dards for batterer intervention programs
have been designed to maximize the safe-
ty of victims by requiring practitioners to
receive training about victims, to gather
information from victims about the per-

petrator’s violence, to assess for lethality,
and to report continued acts of violence
to courts. In states without certification
standards, consideration should be given
to established programs that have a
proven track record of safe and effective
treatment. Generally, safe and effective
programs use a group approach, are at
least 24 weeks in duration, provide edu-
cation rather than psychotherapy, avoid
couples counseling, and have consistent
procedures for assessing dangerousness
and protecting victims.20

Since the vast majority of spouse abusers
resist getting help of any kind, physicians
should have batterer program pamphlets
available for their patients. These pam-
phlets typically explain what battering is
and describe what the intervention pro-
gram offers. Physicians can supplement
this information by giving their own
knowledge about the benefits of batterer
intervention. This information helps the

patient make a more informed choice
about whether he would benefit from
such services and which programs are
likely to be most beneficial for him. One
long-time batterer treatment provider
with practice in a health care setting
advises physicians to provide education
to their patients who batter just as they
provide patient education on a variety of
other health risks. In particular, doctors
should provide expert information about
the damaging effects of domestic vio-
lence on the the physical and emotional
well-being of the patient’s partner and
children, as well as on himself.21

Battering men resist treatment not
only because of denial, but also because
of their pride about not accepting help
from others, a feeling that is socially pro-
grammed in many men. Doctors may
help their clients to overcome this resis-
tance by addressing these attitudes
directly and by dispelling any myths they

Summary of the Emerge Batterer Treatment Program

The Emerge Batterer Intervention Program consists of two phases: an 8-week
introductory class designed to introduce men to basic information and a 40-week
second-phase group. Each group meets weekly for two-hour sessions co-facilitated
by male and female counselors. Eighty percent of Emerge clients are court referred.
Upon enrollment, clients are required to sign a program contract specifying
Emerge’s expectations pertaining to client behavior and attitude change, atten-
dance, payment for services, reporting of violence, and group participation. An
informed consent stating that we will be in regular contact with victims in order
to assess client violence and progress as well as to provide victims with information
about safety planning and battered women’s services is also included. The contract
also specifies that Emerge counselors will be in regular contact with probation offi-
cers, child protective workers, and other service providers to coordinate treatment
and exchange information about client progress.

Introductory Class (Weeks 1-8)
Basic education includes:
– definition of physical and sexual violence and coercion;
– somatic and cognitive cues to violence and how to use these to avoid violence;
– effects of abuse on victims;
– quick fixes versus long-term steps toward avoiding violence, restoring trust 

with partners, and improving self-care;
– psychological and economic forms of abuse and how these harm relationships;
– constructive and respectful ways of communicating with partners;
– effects of violence on children who witness it at various ages.

Second-Phase Group (Weeks 9-48) 
Second-phase groups differ from introductory classes in the following ways:
– sessions are less structured and more interactive;
– clients are assigned individualized goals as well as homework assignments; 
– direct feedback is provided by group leaders and other group members; 
– attention is devoted to changing attitudes and expectations that contribute 

to violence.



might have about batterer treatment
programs. Doctors should point out the
benefits of accepting the need for treat-
ment. By seeking help, the abuser is
more likely to avoid additional violence
as well as criminal charges. 

Because they often blame their part-
ners, men who batter tend to have only a
superficial understanding of their prob-
lem with abuse. They tend to be “quick-
fix” oriented and the solutions they
attempt are cosmetic rather than long-
term.22 Some merely replace physical vio-
lence with verbal or psychological forms
of abuse. Batterers who are estranged
from their partners will frequently drop
out of treatment once their partners
return to them. Doctors may play a criti-
cal role in helping their patients to insure
their long-term health and well-being by
getting the help they will need to avoid
causing additional physical and psycho-
logical injuries to their partners, their
children, and themselves. Physicians who
educate themselves about domestic vio-
lence and treatment options are in a
much better position to practice this
kind of preventive medicine. 
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