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How CARE Tools Are Being Used to
Address Brain Injury and Mental
Health Struggles With Survivors of
Domestic Violence

Hannah Kemble, BSPH; Ana Sucaldito, MPH; Emily Kulow, BA; Rachel Ramirez, MSW, LISW;
Alice Hinton, PhD; Allison Glasser, MPH; Amy Wermert, MPH; Julianna M. Nemeth, PhD

Introduction: CARE (Connect, Acknowledge, Respond, and Evaluate) is an advocacy framework developed for
domestic violence service organization (DVSO) providers to address and accommodate domestic violence (DV)
survivors with brain injury and mental health struggles. The CARE tools were designed for use by advocates and
include the Just Breathe booklet, the Head Injury education card, and the Invisible Injuries booklet. Objective: The
purpose of this study was to report findings on how CARE tools are being used by DVSO providers as well as their
impact on DVSO advocacy practice. Methods: Post-CARE retrospective process evaluation online surveys (n =
60) and focus groups (n = 10 groups; 57 advocates) were conducted with consenting staff at 5 DVSOs in Ohio
who partnered with the state coalition to develop and evaluate CARE, overseen by a university research partner.
Rigorous, iterative coding qualitative analysis methods, endorsed by the Centers for Disease Control and Prevention,
were used (Cohen’s κ = 0.903 [stage 1] and 0.810 [stage 2]). Results: The use of CARE tools has been integral to
DVSO providers’ implementation of the CARE advocacy framework. DVSO advocates are using CARE tools to
Connect with self, survivors, and other systems; to Acknowledge that head trauma and mental health struggles
are common among survivors and that ongoing education and self-care are necessary for advocates. Advocates
have been able to provide a more holistic Response through accommodation within DVSOs and referral to other
providers, often by using the CARE tools, including the Head Injury education card. Conclusion: CARE tools were
designed for lay use to address head trauma, strangulation, and mental health struggles with DV survivors and are
free for download at the Center on Partner Inflicted Brain Injury website: https://www.odvn.org/brain-injury. More
widespread use of these tools by advocates has the potential to improve services for DV survivors and address what
have historically been invisible injuries and mental health struggles in the population. Key words: advocacy, CARE,
domestic violence, education tools, hypoxic-anoxic brain injury, intimate partner violence, mental health, process evaluation,
strangulation, traumatic brain injury

THE HEAD, neck, and face are the most common
sites of physical attack in domestic violence (DV)—

with fist punches and manual strangulation the most
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frequently cited mechanisms of assault.1 Such attacks
often occur repeatedly in abusive relationships.2 In-
stances of head trauma or oxygen deprivation, followed
by altered consciousness, result in traumatic brain injury
(TBI) or hypoxic-anoxic brain injury (HAI), respectively.
In a study published in 2001 of 62 DV survivors seeking
urban health or shelter services, 68% reported having
been strangled.3 In another study, first published in
2001, of 51 DV survivors presenting to metropolitan
emergency departments for health concerns and eval-
uated for a possible secondary mild TBI, 67% reported
1 or more elements of postconcussive syndrome.4 De-
spite earlier evidence, only recently have community
advocates and academics studying both brain injury or
DV and health begun to address the intersection and
subsequent sequelae resultant from blunt force head
trauma and/or strangulation inflicted during DV attacks
and brain injury.2,5-30
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In 2016, the Ohio Domestic Violence Network
(ODVN) secured a 3-year federal grant to raise the capac-
ity of domestic violence service organizations (DVSOs)
to serve survivors with brain injury and unmet mental
health needs. Needs assessment activities with DVSO
providers and survivors accessing services, conducted
in 2017, led to our discovery of a discrepancy be-
tween providers’ perception of the potential impact of
brain injury on survivors’ ability to access advocacy
services and the pervasive exposure to incidents of head
trauma, including strangulation, that can cause brain
injury and comorbid mental health concerns among the
population.2,31 Providers acknowledged having limited
knowledge about TBI and HAI or little known experi-
ence working with survivors with TBI or HAI, although
expressed a growing realization that brain injury was
likely present among DV survivors, with its impact on
survivors’ service access, recovery, and healing going
unrecognized. Providers, including executive leaders,
case managers, and resident, and court-based and com-
munity advocates, were willing to address head injury
and strangulation with survivors; however, they realized
they needed materials that could be used in advocacy
practice to explain the connections between DV, head
trauma, strangulation, brain injury, and mental health
to survivors, including symptoms and warning signs, in
lay language.

Needs assessment findings were used to develop
CARE (Connect, Acknowledge, Respond, Evaluate), an
enhanced trauma-informed advocacy framework that
encourages DVSO providers to Connect with sur-
vivors; Acknowledge that head trauma and mental
health challenges are common among survivors, along
with physical, cognitive, and emotional consequences;
Respond by accommodating needs related to TBI,
strangulation, and mental health challenges in DVSO
services and provide effective, accessible referrals and
advocacy for individuals who need additional care; and
Evaluate accommodations and referrals regularly. Ini-
tially, 3 CARE tools were developed in response to
provider needs and to facilitate connection, acknowl-
edgment, and response: Just Breathe: A Guide to Wellness,
the Has Your Head Been Hurt card (aka the Head Injury
education card), and the Invisible Injuries booklet.32 A de-
scription of each tool can be found in Table 1, and tools
are free for download at https://www.odvn.org/brain-
injury. In mid-2018, once the CARE framework and
tools were created, the 5 community of practice DVSOs
that participated in the needs assessment received a 2-
day training from ODVN on the CARE framework;
education regarding brain functions, TBI, strangulation,
symptoms of brain injury, anxiety, depression, and psy-
chosis; and integration of CARE into advocacy practice,
including providing accommodations for brain injury
and promoting mental wellness in program services.
Then DVSO providers were encouraged to use CARE

in advocacy practice, given flexibility to apply CARE to
the varied work and processes of their organizations, and
were provided printed CARE tools to use throughout
the project duration. Once DVSO providers used CARE
for at least 1 year, process evaluation was conducted
to determine how CARE was being used in advocacy
practice. The purpose of this study was to report process
evaluation findings on how CARE tools are being used
by staff of DVSOs as well as their impact on advocacy
practice and survivors’ experiences with services.

METHODS

Sampling frame

Process evaluation data on the use of CARE tools were
collected in April through June 2019 using 2 methods
following standard practice for program evaluation: (1)
online survey and (2) focus groups with providers at the
5 community of practice DVSOs in Ohio participat-
ing in the CARE project post-CARE implementation.33

DVSOs were geographically dispersed, including 2 in
the Appalachian region (1 each in a rural community
and small town) and 3 in the non-Appalachian re-
gion (1 each in a rural community, small town, and
urban center). Participating DVSOs provided varying
services—all provided advocacy, community support,
and education, while some provided emergency shelter
and transitional housing.

Procedures

All participating CARE DVSOs agreed to implement
CARE agencywide as part of their paid participation
in the federally funded capacity-building grant secured
by ODVN (2016-XVGX-K012); however, all research
activities involving DVSO staff and volunteers were
voluntary. All study procedures were overseen by the
university research partner (Nemeth) and approved by
the Ohio State University (OSU) Institutional Review
Board (IRB). All ODVN staff members working on
grant implementation were CITI trained and completed
conflict of interest disclosures in order to be placed on
the OSU IRB; however, consideration was always given
to the use of IRB-approved ODVN research staff when
collecting data from staff members at local DVSOs in
order to prevent desirability bias.

Online survey

Participants

All agency administrators, staff, and volunteers of the
5 CARE DVSOs at the time of the post-CARE imple-
mentation follow-up survey were invited to participate,
regardless of time with the agency. All providers were
afforded an hour, during regularly scheduled work, to
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TABLE 1 CARE tools: Description and findings regarding overall impression

Tool
Languages
available Description Findings: Overall impressions

Just Breathe: A
Guide to
Wellness

English The Just Breathe: A Guide to Wellness
booklet is a 24-page interactive guide to
wellness with coping strategies,
affirmations, self-care and wellness
planning, goal setting, and more
resources. Survivors can check off daily
tasks, such as eating meals, sleeping,
deep breathing, and accomplishing
personal goals. The Be Well Plan asks
survivors to journal what they are doing
to stay well, their confidence in staying
well, coping skills they are willing to try,
what their red flags, or triggers, are and
how they react to them, and how they
can be supported by others. Just
Breathe also covers the following coping
strategies: feeling safe, coping with
communal living, coping with triggers,
relaxing, asking for help, handling
emotions, sleeping, and getting active.
With each coping strategy, there are
exercises, educational pieces, apps and
websites, or tips. Just Breathe features
an emotion thermometer that helps
survivors analyze how different
emotions make them feel, look, and
behave and how others can help in
those situations.

Advocates used the Just Breathe
booklet as a tool for self-care as
well as to facilitate conversation
and engage with survivors,
primarily within advocacy
services. It has been described
by advocates and survivors as
“beautiful and relaxing to look
at” and a “different spin on
journaling” that “breaks things
down really well.” It was
important and meaningful to
both advocates and survivors
that the booklet was simple,
pretty, and printed in color on a
higher-quality paper—people
expressed feeling “valued”
because of receiving a booklet
this beautiful and tranquil.

Has Your Head
Been Hurt
(aka the Head
Injuries
education
card)

English,
Spanish

The Has Your Head Been Hurt education
card is a 2-sided card that asks
rhetorical, high-level questions about
brain injury with resources and when to
see a doctor. It provides examples of
some ways DV survivors acquire head
injury (ie, being severely shaken,
choked, or strangled; hit in the face,
neck, or head; or made to do something
that resulted in blacking out or having
trouble breathing). The card also lists
some physical problems (headaches,
fatigue, vision changes, dizziness, etc)
and cognitive behavioral problems
(remembering things, focusing,
completing tasks, regulating emotions,
feeling motivated, etc) that could be
indicative of head injury. On the flip
side, there are danger signs indicating
immediacy in seeing a doctor (memory
loss, slurred speech, repeated vomiting,
etc) and instructions on what to tell a
doctor. The card also has specific
information for survivors who were
choked or strangled.

Staff cited widespread use of the
CARE Head Injuries education
card and reported the card
normalized head injury among
DV survivors and facilitated
conversations about the impact
of exposure on functioning. The
card was described by DV staff
and administrators as concise,
understandable, and very helpful.
Advocates not only are using this
tool within advocacy practice but
also have shared and
recommend its use in other
settings: criminal justice (eg,
police, courts, jail), health (eg,
EDs, drug or mental health
treatment), and service (eg,
children and job and family
services, schools).

(continues)
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TABLE 1 CARE tools: Description and findings regarding overall impression
(Continued)

Tool
Languages
available Description Findings: Overall impressions

Invisible Injuries English,
Spanish

The Invisible Injuries booklet is a 16-page
interactive journal that provides basic
definitions and facts about head injury,
causes (having been hit in the head or
face, choked or strangled, shaken
severely, etc), what to expect after a
head injury (blackout, feel dazed and
confused, dizziness, headaches, etc),
and warning signs that a survivor may
have experienced a head injury (pupil
dilation, memory loss, slurred speech,
repeated vomiting, trouble swallowing,
etc). The booklet separates signs of
head injury into physical, emotional, and
cognitive signs, with a space for
survivors to log their symptom duration,
dates and times, severity, and other
notes. There is also a safety planning
sheet where survivors can document
where they feel safe and how they can
protect themselves and their children.
The second half of the booklet focuses
on ways to help cope with head injury,
organized by problems survivors might
experience. For example, for those
facing problems with noise, light, or
sound, the booklet suggests using
earplugs or sunglasses; seeing an eye
doctor for new glasses; or making text
bigger on their personal devices. The
last part of the Invisible Injuries booklet
provides space for survivors to make
monthly goals, log dates to remember,
write important contacts, and make a
daily to-do list, reminders list, and
self-care goals.

The Invisible Injuries booklet was
used by advocates as a tool to
facilitate one-on-one
conversations with survivors,
when supporting callers on
helplines, in support groups, as a
self-reference tool for survivors,
and when supporting survivors
as they are interacting with other
systems of care. Staff found the
book helpful in giving them direct
words to describe the impact of
head injury and strangulation on
survivor functioning and on
providing tips for
accommodations and ways
support persons can be helpful
to survivors living with head
injuries.

Abbreviations: DV, domestic violence; ED, emergency department.

complete the self-administered, online survey in a pri-
vate room at each agency site. Participants consented,
online, before beginning. Those who did not consent
could stay in the room for the hour to avoid undue
coercion to participate without disclosure to their em-
ployer. Participants received a $25 gift card for survey
completion provided directly by IRB research staff.

Instrumentation

The Qualtrics survey contained both process and
outcome evaluation close-ended questions designed
to elicit quantitative data related to staff knowledge,
attitudes, and confidence in delivering services to sur-
vivors impacted by mental health struggles, brain injury
disability, and comorbid issues. For the CARE tool

process evaluation, questions were asked related to train-
ing on and use of the CARE tools. Survey questions
related to the CARE tools can be found in Sup-
plemental Digital Content Appendix A (available at:
http://links.lww.com/JHTR/A485).

Analysis

To handle missing data, multiple imputation analysis
by chained equations was used to generate 5 imputed
data sets upon which summary statistics were generated
(see Supplemental Digital Content Table 1, available at:
http://links.lww.com/JHTR/A490). Statistical analyses
were conducted in R version 3.5.2 (Vienna, Austria) and
SAS version 9.4 (SAS institute, Cary, North Carolina).
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Focus groups

Participants

All agency administrators, staff, and volunteers of the
5 CARE DVSOs at the time of predetermined focus
groups were invited by OSU research staff to partici-
pate. Work schedules were accommodated to enroll all
volunteers. Staff and administrator focus groups were
held separately at each organization to encourage candid
dialogue and diminish desirability bias. The administra-
tion focus groups comprised the agency director and/or
managers who oversee staff. The staff focus groups in-
cluded a cross section of case managers and resident,
court-based, and/or community advocates who work di-
rectly with DV survivors and their children. At least one
volunteer/intern and a mixture of both part-time and
full-time staff members, covering all shifts throughout
the day/night/week/weekend, participated in the focus
groups. IRB-approved OSU research staff consented
participants, individually, immediately preceding focus
groups, and moderated focus groups, which were audio
recorded. All focus group participants were compen-
sated with their hourly wage for participating, while
volunteers and interns at the organization received a
$25 gift card. Focus groups lasted about 2 hours, and
participants were provided refreshments.

Facilitator training

The study principal investigator (Nemeth) provided
a 2-hour focus group facilitator training to all IRB-
approved research study staff members covering topics
including consent, confidentiality, facilitator basics, ask-
ing lead and follow-up questions using the interview
guide, and ensuring equitable voice from a variety of
participants.

Instrumentation

Participants answered questions regarding the fol-
lowing: (1) how CARE impacted DVSO advocacy
practice; (2) use of CARE and CARE tools; and (3)
working with clients with brain injury, mental health
struggles, including substance use, using CARE. Fo-
cus group interview guide questions pertaining to the
use of CARE tools, specifically, can be found in Sup-
plemental Digital Content Appendix B (available at:
http://links.lww.com/JHTR/A486).

Analysis

Focus groups were professionally transcribed and en-
tered into Atlas.ti to facilitate systematic coding and
analytic comparisons. An iterative approach to team-
based codebook development and coding, endorsed by
the Centers for Disease Control and Prevention, was

used to analyze qualitative data.34 In stage 1, structural
codes were applied to the text. Here, 2 members of the
research team individually read transcripts and identi-
fied stories representing agency’s use of CARE and the
CARE tools, henceforth referred to as cases (stage 1
interrater reliability: Cohen’s κ = 0.903). In stage 2, in-
depth codes were created using emergent themes from
the structurally coded text to answer process evaluation
questions. A consensus method was used to devise a list
of codes related to the use and impact of CARE and
the CARE tools on advocacy, survivors, organizations,
and communities. Two research team members applied
codes to identified cases. The research team then met to
further refine and group cases by emerging themes (stage
2 interrater reliability: Cohen’s κ = 0.810). At both
stages, a third team member adjudicated and resolved
coding disagreements. To minimize bias, ODVN staff
members were not present at focus groups, nor involved
with analysis, and only aggregated data and findings
were shared with CARE DVSOs.

RESULTS

Online survey sample

In total, 60 staff members participated in the quantita-
tive survey in April-June 2019; sample characteristics are
presented in Table 2. All were female and most were non-
Hispanic (91.7%) White (88.0%) with a mean age of 38
years. Nearly all were paid employees (97%), and more
than half worked at the agency full-time (62%) during
the day (63%). Of the 58 staff members who participated
in the online survey and disclosed their names, 65.5% (n
= 38) also participated in focus groups.

Findings from the online survey: Training and use of
CARE tools

The proportion of staff trained to use the CARE
tools, along with their frequency of the use in advocacy
practice, is reported in Table 3. About two-thirds of
staff members reported receiving training on how to
use each CARE tool: 61% on the Just Breathe booklet,
67% on the Head Injury education card, and 65% on
the Invisible Injuries booklet. There was frequent use of
the CARE tools at the DVSO implementing CARE.
Seventy-eight percent of advocates reported using the
Just Breathe booklet, 75% the Head Injury education card,
and 71% the Invisible Injuries booklet with survivors they
talk to.

Focus group sample

In total, 57 staff members participated in 10 focus
groups at the 5 CARE DVSOs in May 2019.
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TABLE 2 Characteristics of the staff who
participated in the online survey

Online post-CARE staff survey N = 60

Age, mean (SE), y 38.48 (1.84)
Ethnicity, %

Non-Hispanic 91.67
Hispanic 8.33

Race, %
White 88.00
Black or African American 3.67
American Indian or Alaskan Native 1.67
Asian or Asian American 0.00
Bi- or multiracial 6.67

Gender, %
Female 100.00

Paid employee, % 96.67
Time worked for agency, %

Less than a year 33.33
1-3 y 30.33
3-5 y 12.33
5-10 y 13.33
>10 y 10.67

Hours normally worked, %
Full-time 61.67
Part-time 36.33
As needed 2.00

When normally work, %
Daytime 63.33
Evening 15.00
Overnight 9.67
Weekends 12.00

Highest level of education, %
High school diploma/GED 8.33
Some college 15.33
Associate’s degree 28.33
Bachelor’s degree 33.00
Graduate or professional degree 15.00

Focus group findings: How CARE tools are being
used by DVSO providers

Overall impression of the CARE tools

Overall, DVSO providers found the CARE tools to be
accessible and appropriate for use in advocacy practice.
Many were thankful to have access to professionally
printed materials, rather than photocopies, which when
given away conveyed to the survivor that they were
valuable and worthy and legitimized the information
contained within. Impressions of each CARE tool are
presented in Table 1.

Primary finding

The use of CARE tools has been an integral part of
the way in which DVSO providers have implemented
the CARE framework.

The process evaluation has revealed that DVSO ad-
vocates are using CARE tools to Connect with self,
survivors, and other systems; and to Acknowledge that

TABLE 3 Proportion of staff trained to
use CARE tools and frequency of use

Post-CARE staff N = 60

Just Breathe: A Guide to Wellness
booklet

Received training to use
No 39.33
Yes 60.67

Frequency of use
I use it with all survivors I talk to 17.67
I use it with most survivors I talk to 24.67
I use it with some survivors I talk to 26.67
I use it with a few survivors I talk to 8.67
I do not use it with survivors I talk to 22.33

Has Your Head Been Hurt education
card (aka Head Injuries education
card)

Received training to use
No 32.67
Yes 67.33

Frequency of use
I use it with all survivors I talk to 22.67
I use it with most survivors I talk to 21.33
I use it with some survivors I talk to 22.33
I use it with a few survivors I talk to 8.67
I do not use it with survivors I talk to 25.00

Invisible Injuries booklet
Received training to use

No 34.67
Yes 65.33

Frequency of use
I use it with all survivors I talk to 24.67
I use it with most survivors I talk to 15.00
I use it with some survivors I talk to 17.33
I use it with a few survivors I talk to 14.33
I do not use it with survivors I talk to 28.67

not only are head trauma and mental health struggles
common among survivors but also ongoing education
and self-care are necessary for advocates. Through this
acknowledgment, advocates have been able to provide a
more holistic Response through accommodation within
DVSOs and referral to other systems of response and
care, often by directly using the CARE tools.

How advocates were directly impacted by CARE Tools

Findings and textual support regarding the pri-
mary ways advocates are personally using and have
been impacted by the CARE tools are presented
in Supplemental Digital Content Table 2 (available
at: http://links.lww.com/JHTR/A487) and include the
following:

1. Advocates used the Head Injury education card
and the Invisible Injuries booklet as brain injury
self-education guides: CARE tools were a
Connection to the topics of brain injury,
strangulation, and mental health and how to
address these issues with DV survivors. One
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advocate shared, “It’s easier to talk . . . now that
I . . . understand . . . her symptoms from brain
injury are normal.”

2. Acknowledging that secondary trauma is common
among providers, administrators encouraged the
use of the Just Breathe booklet for self-care and to
prevent staff burnout. One administrator shared,

I’ve used this for myself. And I’ve encouraged staff . . .

to use this [for] self-care . . . because there is such high
turnover and . . . burnout. Even though I’m a capable,
educated woman . . . [Holding up page from Just Breathe
and said with emphasis.] I need to see this—I am enough. I
just love the simple messages.

3. Finally, CARE tools helped advocates integrate
knowledge about brain injury, mental health, sub-
stance use, and trauma, thereby allowing providers
to Respond holistically, offer accommodations,
and retain survivors in services. One advocate
stated, “When I start to see things on these lists
(referencing the CARE tools) . . . I consider head
injury . . . . I have more options in my head of
what might be going on. My view is not so narrow
anymore.”

How advocates used CARE tools with DV survivors
within DVSOs

Findings and textual support regarding the primary
ways advocates are using CARE tools in advocacy
practice with survivors through DVSOs are presented
in Supplemental Digital Content Table 3 (available
at: http://links.lww.com/JHTR/A488). DVSO providers
are using the CARE tools to:

1. Connect with survivors regarding mental health
and brain injury. One staff shared:

I had a yearlong relationship with the survivor, but she
hadn’t mentioned being hit in the head . . . I was able to
. . . take the tools and . . . say, “Hey, you’ve mentioned
feeling . . . confused or unable to sleep or just anxious
and not really sure why. Let’s talk a little bit about it . . . .”
And then she felt more relief when she realized, “maybe
it’s not me, maybe it’s still a result of a wound healing.”
That opened up the dialogue . . . .

2. Acknowledge that brain injury and mental health
struggles are common among DV survivors—
thereby normalizing survivors’ experiences, vali-
dating survivors’ feelings, and helping survivors
feel less alone. The Head Injury education card
and the Invisible Injuries booklet helped survivors
“feel like they aren’t losing their minds,” as one
advocate noted, but rather experiencing symp-
toms of unaddressed brain injury inflicted by their
abuser. One staff shared, “Iʼve worked with one
lady . . . who had the ringing [in] her ears and

vertigo . . . she wouldʼve never linked that to . . .

strangulation if she wouldn’t have had that infor-
mation.”

3. Respond to help survivors with executive dysregu-
lation, organization, and tasks of daily living.

How CARE tools have been used beyond DVSOs

Findings and textual support regarding the primary
ways CARE tools have impacted survivors’ ability to
connect to other system services are presented in Sup-
plemental Digital Content Table 4 (available at: http://
links.lww.com/JHTR/A488) and include the following:

1. The Head Injury education card is being used by
criminal justice and health professionals in other
service systems to Connect with DV survivors
about brain injury, even when DVSO providers
are not present. One advocate noted: “We have
more strangulation cases being charged. Because
the police officers . . . they have this tool . . .

they’re using with the victim on the scene.”
2. The CARE tools empowered survivors to

Acknowledge the impact that brain injury from
DV has had on their life and advocate for their
needs—in social, health, and criminal justice
settings. An administrator relayed how critical the
Head Injury education card was for one survivor
during a victim impact statement at sentencing:

I had a client whose . . . trauma was . . . huge, and she
was under enormous pressure . . . [at] . . . pre-trial . . . .
But, she was determined to testify. She was a person who
really needed information . . . . So I gave her [the Head
Injury education card] with a very quick explanation,
knowing that might be something she could use on her
own time . . . . At the sentencing . . . she told the judge
she had anoxia and explained [what that was].

3. The Head Injury education card facilitated health-
care workers’ ability to Respond to brain injury
from DV in healthcare settings and helped ad-
vocates refer survivors to specialty care for brain
injury treatment. One administrator noted, “The
doctor in the ER called me and said he was very
impressed with it because he . . . didn’t think he
would look for those signs had she not taken that
card with her.”

Although CARE was designed for use within DVSOs
and advocacy practice, advocates believed the tools have
wider applicability.

CONCLUSION

In addition to our needs assessment findings leading
to the development of CARE and the CARE tools,2,31,32

others have noted that providers serving DV survivors,
and survivors themselves, may not know the signs and
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symptoms of brain injury caused by head trauma or
strangulation or know to inquire about brain injury’s
impact on health, service access, and functioning of
survivors. Limited access to training and tools to ad-
dress TBI and strangulation is one cause of the lack of
awareness.10,26,35

Before CARE and the development of the CARE
tools, few tools were available to educate DV survivors
and facilitate dialogue between advocates and survivors
about brain injury and mental health. According to
the June 2020 US Government Accountability Office’s
(GAO’s) Report to the Congress on DV and brain injury,
there are only “12 nonfederal initiatives that provide
education, screen for, or treat brain injuries resulting
from intimate partner violence,” one of which was
CARE. All 12 initiatives provide education; 6, including
CARE, use screening tools; and 2 include treatment
components. Three of the 6 initiatives that provide both
education and screening use the HELPS Brain Injury
Screening Tool to train advocates and public service
workers who regularly interact with DV survivors. One
initiative in the GAO Report educated police officers
on TBI and provided them a tool to measure near
point of convergence, a physiological indicator of con-
cussion. The other uniquely developed tool mentioned
was a concussion screening tool for shelter staff or
legal advocates to use with DV survivors.36 However,
both HELPS and the other 2 tools are intended to be
used by trained professionals, not survivors themselves,
and are geared toward TBI rather than HAI caused by
strangulation.

Across the literature, many researchers have
recommended the development of educational tools
to raise awareness of the connection between brain
injury, mental health, and DV. Some researchers
have responded to this need. Canadian researchers
developed an online tool kit on the intersection of
DV and TBI consisting of a series of articles catered to
either frontline workers or survivors and their friends
and families.37 The Danger Assessment (DA) and the
Danger Assessment for Immigrant (DA-I) women tools
are DV risk assessments used between survivors and
advocates to predict violence, educate, and intervene.
These tools have recently been modified to include
multiple strangulation and loss of consciousness due to
strangulation.38 It is our understanding that while the

screening and education tools mentioned are certainly
useful in getting DV survivors the help they need,
CARE tools are the first to address both TBI and HAI,
resultant from strangulation and other violence that
impedes breathing, and to be readily available and
accessible for both survivor and advocate usage.

Despite this, our study is not without limitations.
Although the CARE tools show potential for use outside
of traditional DVSO advocacy practice, CARE has only
been evaluated at the 5 DVSOs that partnered in its
development. Therefore, further evaluation is needed to
understand the applicability of the use of CARE tools in
other DV advocacy settings, with a larger sample, and in
other systems of care currently using the CARE tools.

CARE tools are being used in DV shelters and agen-
cies to improve advocacy practices—to make genuine
connections with survivors; to acknowledge that brain
injury from both blunt force head trauma and stran-
gulation, and resultant symptoms, along with mental
health struggles, are prevalent among survivors seeking
advocacy services; and to respond to survivors’ needs
by using the tools to educate, accommodate, and refer
survivors. In addition to the use of the CARE tools with
survivors, DVSO providers have found the CARE tools
helpful as self-education guides to provide a more com-
prehensive view of behaviors survivors may present to
services with and as self-care tools. Finally, both criminal
justice and healthcare providers requested direct access
to the Head Injury education card, in particular, to use
with survivors directly—and have commented on how
important this tool has been for their identification of
brain injury among DV survivors seeking their services.
CARE tools were designed for lay use to meet the needs
of both survivors and advocates who ally with them
and are free for download at the Center on Partner
Inflicted Brain Injury website: https://www.odvn.org/
brain-injury, a new program of ODVN. Despite this,
there is a need to recognize brain injury from DV as a
public health concern and for DVSOs to be intention-
ally trained in the use of the CARE framework and tools
by technical assistance service providers who understand
the intersection of DV, trauma, mental health, and brain
injury. More widespread use of these tools by advocates
has the potential to improve services for DV survivors
and address what have historically been invisible injuries
in the population.
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