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Introduction: Although family violence has been identified as a major public health issue, it has received
little attention in the chiropractic literature. Accordingly, this article provides a conceptual overview on family
violence, discusses the role of chiropractors in its detection, and raises several issues germane to chiropractic
education that deserve further attention in future chiropractic publications. Methods: A selective review of the
empirical literature on family violence was conducted with a focus on issues relevant to chiropractic training
and professional identity. Results: Extrapolating from the research, several models for medical training and
continuing education have been proposed that emphasize a multidisciplinary, developmental approach to
infusing knowledge, skill building, and mentored practice experiences into professional education experiences.
Conclusion: As chiropractors become more mainstream portal-of-entry providers, there is a clear need to
translate the didactics of family violence into the clinical setting. Clinical education may provide students
the opportunity to master basic competencies for managing challenging family violence problems. The
clinical environment may be appropriate for inculcating skills commensurate with those of other primary care
providers. Yet, the extent to which training priorities and approaches extrapolated from other health care
disciplines should be accepted wholesale by the chiropractic profession merits further discussion, including
issues around the professional identity of chiropractic, the impact of accreditation standards and practice
guidelines on actual professional practice behaviors, and the possible limits and unintended consequences
associated with expanding the traditional chiropractic scope of practice from a specialty to a primary care
profession. (The Journal of Chiropractic Education 20(2): 128–137, 2006)
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INTRODUCTION

Family violence (including domestic/intimate part-
ner violence, child abuse, and elder mistreatment)
has been identified as a major public health con-
cern.1–12 However, the precise epidemiology of
family violence has been complex to establish due,
in part, to patient underreporting and inconsistent
detection efforts by health professionals.13,14 For
instance, despite the general consensus that family
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violence disproportionately impacts women,2,11,15

it is acknowledged that the calculation of male
prevalence rates may be hindered by many men’s
disinclination to report victimization experiences.16

Moreover, estimates on the epidemiology of family
violence are complicated by the comorbidity among
different subtypes, such as the noted relationship
between intimate partner violence and child ab-
use.17,18 Nevertheless, prevalence estimates suggest,
for example, that 25–30% of women have been
physically victimized by an intimate partner,11,19,20

that nearly 20% of men seeking emergency medical
services in urban areas are intimate/family violence
victims,21 that about 1 million child abuse cases are
identified annually,20 and that more than 1.5 million

128 Terre et al.: Family Violence



elders are mistreated annually,22 with a predicted
upsurge in rates as “baby boomers” age.23–25

In addition to the associated physical and psycho-
social comorbidities, considerable evidence suggests
that abuse heightens the risk for health-detrimental
behaviors, emergency mental health, general health
care overutilization, and subsequent re-victimiza-
tion.3–9,11,20,21,26–28 Children exposed to family vio-
lence both directly and vicariously also experi-
ence comparable health-relevant sequelae contem-
poraneously and as adults.6,18,20,29 Hence, it is
likely that most health practices include numerous
affected patients.10,11,28,30–33 For this reason, the
World Health Organization has identified family
violence as a multifaceted health care concern,10 and
Healthy People 2010 proposes screening and treat-
ment as an important public health goal.34 Most
states have mandatory family violence reporting
laws for health care providers. Although a discus-
sion on the variegated state-specific requirements
for mandatory reporting is beyond the scope of this
paper, several websites, such as the National Clear-
inghouse on Abuse in Later Life (http://www.ncall.
us/docs/Mandatory Reporting EA.pdf) and The Fam-
ily Violence Prevention Fund (http://endabuse.org/
health/mandatoryreporting), provide national com-
parisons of state laws.

Considering the clinical and public health impli-
cations of family violence, this article provides a
conceptual overview on family violence, discusses
the role of chiropractors in the detection of family
violence, and presents some emerging educational
models for developing key competencies to recog-
nize these problems and move to action. We empha-
size multidisciplinary collaboration in the biopsy-
chosocial treatment of these multifaceted problems.
This is particularly relevant given that most practi-
tioner groups, including the American Chiropractic
Association, support legislation mandating the re-
porting of family violence.10,12,31 Because the broa-
der health care literature has provided the over-
whelming bulk of published research and discussion
on family violence to date, we begin by reviewing
the broader data as a prelude for our primary focus
on chiropractic education, training, and practice.

METHODS

A selective review of the empirical literature on
family violence was conducted between the years
1995 and 2005 using PsycINFO and MEDLINE,

supplemented by selected government (eg, CDC)
reports, professional guidelines, and other policy
papers (including those presented at the 2006 ACC-
RAC conference), with a focus on issues relevant to
chiropractic training and professional identity.

RESULTS

Health Professionals’ Current Practices
Over the past several years, considerable data have

accumulated to suggest that only a small minority
of health professionals regularly screen for family
violence, despite widespread acknowledgment of the
importance of prevention and early intervention as
well as the proliferation of professional guidelines
recommending routine assess-
ment.19,20,31,34–37 Across a variety of different health
provider groups, reported rates of routine assess-
ment remain quite low, ranging from an estimated
10–15% for physicians1,13,27,38–41 to < 19% for
psychologists,19 although rates may increase some-
what when physical injury is the presenting
concern.42

Hence, across traditional health care disciplines
(chiropractic is discussed later in the article), provid-
ers’ behaviors have remained seemingly refrac-
tory to professional recommendations for universal
screening.36 These low rates of routine screening are
especially noteworthy given that family violence is
unlikely to be spontaneously reported by patients in
the absence of direct questioning by providers.41,43

Given the common focus across professional gro-
ups on screening and detecting family violen-
ce,13,20,27,29,31,34,37,38 the data indicating that screen-
ing enhances detection,18,29,44 and health care prov-
iders’ own acknowledgment of the importance of
early detection,6 considerable research has sought to
identify the obstacles to universal family violence
screening. Among the wide variety of barriers re-
ported over the past several years, those most
commonly reported have centered on four broad
categories, including limitations in professional pre-
paration, scope of practice concerns, inadequate
system support, and a lack of interdisciplinary colla-
boration.

Limitations of Current Professional
Preparation

One of the most consistent findings to emerge
from the literature is the clear perception among
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health practitioners that they are inadequately trained
to screen for and address family violence among
their patients.13,21,45–49 Although a majority of medi-
cal and nursing schools report providing some infor-
mation about family violence, many fewer students
report having been trained to screen and manage
family violence,50 perhaps because curriculum offer-
ings vary widely from content provided within
required courses, to elective courses, to more system-
atic curriculum coverage.13,51–53 Although increas-
ing family violence coverage has been noted in
recent years, providers’ perceived competence and
screening behaviors do not seem to have been
enhanced by didactics alone, at least not in the
“dose” or modality to which many providers tradi-
tionally have been exposed.19,49,50,54

Scope of Practice Concerns
Even when health providers perceive themselves

competent to assess family violence, the accumu-
lated literature indicates that many question whether
this task legitimately falls within their scope of
primary professional responsibilities.13,27,45,55 In-
deed, over the past decade most health professionals
have witnessed a continual expansion of profes-
sional practice guidelines, as standards of practice
have struggled to keep pace with emerging scien-
tific advances in an ever-constricting health care
resource climate. In an excellent illustration of these
burgeoning professional demands in the area of
family violence alone, Gerbert and colleagues36 note
that, although professional guidelines do not require
physicians to assume the “full burden of interven-
tion” for family violence, medical doctors are called
to “play a large role” requiring levels of expertise,
time, and focus well beyond the reasonable limits of
most medical providers, such as to

. . .conduct routine screening; identify coping
mechanisms; inquire about child abuse; perform
a safety assessment; develop a safety plan; vali-
date patients’ experiences; document the abuse,
including taking photographs of injuries; main-
tain records; refer to specially-trained staff or
outside resources; report to local law enforce-
ment agencies; provide emergency numbers and
shelter information; and set out a follow-up
plan with future physician visits and coordinate
efforts with community resources. . .. (pp. 2–3)36

Considering that most other basic standard-of-care
requirements for assessing and managing patients
are expanding simultaneously and the legal/ethical

complications surrounding the identification and re-
porting of family violence,33,56–59 it is not surprising
that so few health providers regularly screen for
family violence.18,29

Inadequate System Support
Numerous institutional barriers have been reported

by health professionals. Some of the most commonly
noted obstacles include the lack of empirically
supported screening instruments and validated met-
hods for identifying and treating patients, unclear
system policies for reporting and managing family
violence, uncertainties about the legal/professional
requirements, questions regarding the efficacy of
mandatory reporting and protective services agencies
to address family violence problems, the paucity of
on-site multidisciplinary collaborative relationships
and accessible referral resources for consultation and
patient follow-up, and the absence of private areas
conducive to discussing sensitive family violence
issues.14,22,30,32,36,45,57,60–64

Lack of Interdisciplinary Collaboration
Increasingly, interdisciplinary care is being built

into health care delivery systems consistent with
current models of managed care and evidence-based
medicine.36,60 As noted above, many providers re-
port that family violence screening and interven-
tion exceeds their expertise, time, and/or scope of
practice without broader consultation and commu-
nity referral resources.13,27,55,64 Mirroring the data
on providers’ perceptions, several model programs
and reviews have been published illustrating the
benefits of multidisciplinary collaborative efforts
across traditionally separated services within health
care settings as well as between health providers
and broader community-based advocacy services or
referral networks.17,35,63,65

Efforts to Address Limitations: Professional
Training and Continuing Education

Considering the potential importance of profes-
sional training to systematically develop the knowl-
edge, skills, and zeitgeist for universal family vio-
lence assessment and intervention, a growing number
of professional organizations have proposed model
curricula for medical/nursing school, fellowship,
and residency training.48,66–69 Several other sites
have implemented innovative education programs
for students, fellows, and residents on elder abuse,70
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trauma assessment,21 domestic/intimate partner
violence,27,43,71–74 and violence prevention.75 Con-
tinuing education programs for providers also have
been described.39,47,76–83

The most progressive of these training approaches
go beyond simple didactics to include mentored
clinical experiences with clearly articulated objec-
tives and outcomes in multidisciplinary contexts,
including a full health care team (eg, physicians,
nurses, allied health professionals, staff) and collab-
orative relationships and professional referral net-
works outside the immediate practice site.48,49,66,69

Although most model curricula recommend a clear
specification of goals and objectively measured out-
comes, few systematic results of these multicompo-
nent programs are reported to date. It is noteworthy,
however, that physician retrospective self-reports of
even relatively brief training exposures are associ-
ated with some increased probability of provider
screening relative to no training at all.13,34,38,78,84

However, consistent with the current emphasis on
continuing education, the time elapsed since training
is an especially important predictor of screening.13,38

Based on the evidence supporting the benefits
of interdisciplinary collaboration and coordination
of care, several emerging models of interagency
training and service delivery also are proposed.
Some illustrative published programs represent elder
abuse,85 child protection,86 and family violence.17

Although focused in different areas, these models
share a commitment to coordinating numerous com-
munity agencies that work to improve the lives of the
same constituent group. In addition to coordination
of care, many of these efforts85,86 seek to provide a
wide variety of other services (including interdisci-
plinary training, advocacy/outreach, resource devel-
opment/ funding, etc). Because these models are just
evolving, formal outcome evaluations have yet to be
published. Nevertheless, they are included here to
stimulate thinking and discussion on future devel-
opments. Although not yet empirically validated, it
has been suggested that emphasizing each profes-
sional’s more realistically circumscribed role within
the context of a multidisciplinary or interagency
team may enhance each provider’s perceived compe-
tence, thereby increasing the likelihood of screening,
detection, and intervention efforts aimed at family
violence.36,54

Continuing Needs
Despite the data indicating that screening increa-

ses family violence detection, there is a paucity of
research examining the effectiveness of interven-
tions for victims, especially in the case of violence
against adult women and older adults.10,15,20,29,31

Although the largely untested efficacy of current
intervention approaches has stimulated some debate
on the merits of universal screening,29 most profes-
sional groups urge providers to continue routine
detection efforts pending the results of empirically
supported outcomes. Indeed, much of the current
literature emphasizes: (1) reconsideration of reason-
able outcome expectations (such as raising patient
and societal awareness of community resources)
given the nature of complicated social problems in
which family violence is embedded,18 (2) develop-
ment of more systematic methods for tracking iden-
tified patient outcomes in longer-term outpatient and
other referral settings,28,87 and (3) efforts to maxi-
mize the identification of high-risk patients through
more efficient methods. As an example of the
latter, Gerber and colleagues26 raise the possibility
that other universally screened risk behaviors (eg,
smoking, alcohol problems) may, because of their
correlation with family violence, signal potentially
heightened vulnerability and the need for careful
family violence screening. Although provocative and
very tentative at this point, if confirmed by subse-
quent research, such methods for enhancing provider
screening efficiency may offer yet another avenue for
reducing the perceived burden for practitioners.

Chiropractic Standards Ahead of
Chiropractic Researchers and Educators:
Will the Cart Lead the Horse?

As noted above, chiropractors are mandated re-
porters in many states with the American Chiro-
practic Association supporting legislation mandating
the reporting of family violence.12 Moreover, accord-
ing to the Council on Chiropractic Education (CCE)
Accreditation Standards (scheduled for February 1,
2007 implementation; available at http://www.cce-
usa.org/2006%20January%20STANDARDS.pdf):
“As a gatekeeper for direct access to the health
delivery system, the doctor of chiropractic’s respon-
sibilities as a primary care physician include well-
ness promotion, health assessment, diagnosis and
the chiropractic management of the patient’s health
care needs.” Not only do these proposed standards
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specify health promotion and wellness as key chiro-
practic competencies but, in the knowledge domain,
they also include an explicit mention of injury and
violence competence.

Yet, there is a paucity of peer-reviewed publica-
tions on family violence in the chiropractic litera-
ture. One of the few published reports to date on
the screening practices of chiropractors88 indicated
that less than one third of practicing doctors of
chiropractic actually screen patients regularly, even
though a majority endorse the importance of early
detection of domestic violence. Although Hawk and
colleagues88 are to be commended for their attempt
to provide a preliminary estimate on the rate of
preventive service activities, the low (27%) response
rate compromises interpretation of the results and
raises questions about whether these self-reported
data may overestimate actual detection efforts.

Indeed, other chiropractic research raises the pos-
sibility that self-reports of preventive health screen-
ing may overestimate actual professional practice
behaviors. For instance, an examination of chiro-
practic interns’ preventive health recommendations89

reported a sharp dissonance between high levels
of intern support for the importance of preventive
health service recommendations (including domestic
violence) compared with those who actually did so,
as reflected by the patient medical record. As Globe
and colleagues point out,89 “Of the 408 charts exam-
ined, there were only 4 documented instances (1%)
of recommendations for any of the 9 preventive
health service categories.”

Unfortunately, by contrast to the considerable
literature on physicians, very little is known empiri-
cally about the factors contributing to the values–
practices discrepancy among chiropractors. How-
ever, there are some hints that one contributing
factor may be traditional chiropractic curricula. For
instance, Globe and colleagues89 noted that the
outdated content of public health coursework at most
chiropractic colleges (eg, focusing on issues such as
sewage treatment, potable water, pasteurization, etc)
was one impetus for the development of the Model
Course for Public Health Education in Chiropractic
Colleges, which was proposed by the Chiropractic
Health Care Section of the American Public Health
Association.90 Unfortunately, although the Model
Curriculum increased coverage of more public health
issues relevant to contemporary chiropractic prac-
tice (eg, obesity, sedentary lifestyle, tobacco use) for
the schools adopting it, Globe et al89 contend that
the Model Curriculum still may lack sufficient time

for the development of learner self-efficacy around
health promotion concepts.

Anecdotal reports89 also suggest that chiroprac-
tors may experience preventive health screening
disincentives comparable with those experienced
by other health professionals (discussed above),
such as feeling overwhelmed with the diagnostic
and treatment priorities relevant to their primary
(neuromusculoskeletal) specialization for which the
patient presented. Moreover, as chiropactors increas-
ingly collaborate with more traditional providers in
health care settings such as medical centers and
hospitals,91,92 chiropractors may increasingly experi-
ence many of the other universal screening barriers
reported by their hospital-based colleagues. There
is a pressing need for more systematic investiga-
tions on the barriers to family violence screening in
the variety of novel settings in which chiropractors
increasingly practice.

DISCUSSION

Unfortunately, rigorous examinations of prepro-
fessional chiropractic training have not focused spec-
ifically on family violence. Nevertheless, anecdo-
tally, family violence traditionally is not well repre-
sented in the typical chiropractic curriculum, and
continuing education on family violence targeted
specifically at chiropractors does not appear com-
monly accessible. Although a couple of review
papers based on the broader medical research have
been published in journals commonly read by chiro-
practors,93,94 family violence rarely is a major topic
at most well-attended chiropractic conferences, in-
cluding those tailored to professionals responsible
for chiropractic curriculum development and educa-
tion (eg, ACC-RAC).

Nevertheless, it has been proposed93,94 that chiro-
practors may be especially well positioned to iden-
tify and manage family violence concerns. Compared
with providers in more acute settings, chiroprac-
tors traditionally are outpatient providers who tend
to monitor patients, and increasingly their families,
over extended periods of time.28 Although it has
been suggested that, because of the typical nature
of abuse-related injuries, family violence victims
may be especially inclined to seek out chiropractic
manipulation and that chiropractors may be espe-
cially inclined to notice complications secondary
to abuse given their careful assessment of past
injuries and observation of patients’ reactions to
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body manipulation,93,94 very little chiropractic train-
ing actually reviews the characteristic indications of
abuse.90 Hence, the extent to which most chiroprac-
tors would correctly identify a pattern of unexplained
injuries as abuse or draw some other etiological
conclusion (eg, subluxation) remains to be explored.

Furthermore, at least some chiropractors may
consider psychosocial problems (such as family
violence) as contraindications for optimal chiro-
practic treatment response and, consequently, outside
their perceived area of primary expertise. Hence,
more research is needed to advance our under-
standing of chiropractors’ training and current app-
roaches to family violence screening, detection, and
intervention.

Establishing Training Priorities
Given the prevalence of family violence, its conse-

quences, and estimates suggesting that most health
practices are populated with numerous abuse vic-
tims,10,11,28,31–33 family violence has been a remark-
ably underresearched topic in the chiropractic liter-
ature.

Extrapolating from the broader literature, models
for medical training and continuing education are
proposed to address the critical need for assess-
ment and early intervention that may inform chiro-
practic curriculum development pertaining to family
violence. The most progressive of these models
takes a comprehensive, developmental approach to
learning. This model works to infuse knowledge,
skill building, and mentored practice experiences in
a progressively differentiated manner across profes-
sional education levels. Thus, it begins with the
professional school curriculum, continues through
internship/residency training, and progresses to on-
going postprofessional education. Different contexts
are used for the learning environment, including
classrooms, clinics, and inpatient/outpatient settings,
in an effort to produce broader based knowledge,
more finely honed skills, and superior trans-situa-
tional gains in perceived competence compared with
classroom didactics on family violence issues. In
addition to highlighting the importance of contin-
uous, progressively differentiated, discipline-specific
training experiences, the family violence literature
also underscores the critical need for interdisci-
plinary collaboration and community referral net-
works to support the treatment team’s recognition
and management of family violence as a multidisci-
plinary issue.

As chiropractors become more mainstream portal-
of-entry providers and continue to strive to provide
more primary care, as mandated by the Council on
Chiropractic Education,95 there is a clear need to
translate the didactics of family violence into the
clinical setting to provide students an opportunity to
master the basic competencies to manage these chal-
lenging problems and for inculcating skills commen-
surate with those of other primary care providers.
Given the paucity of existing data on chiropractors’
knowledge and practices, more research is needed
to provide a firm foundation to advance training and
practice relevant to family violence and to evaluate
their impact.

Issues Germane to Integrating Training
Priorities/Approaches into Chiropractic
Education

Yet, at the same time, the extent to which training
priorities and approaches extrapolated from other
health care disciplines should be incorporated whole-
sale by the chiropractic profession merits further
consideration. Accordingly, several issues deserve
attention in future chiropractic research and policy
discussions.

Issue 1
Do accreditation standards and practice guide-

lines actually impact professional practice behav-
iors? Many states consider chiropractors to be man-
dated reporters of family violence and the American
Chiropractic Association supports this legislation.12

Moreover, the CCE Accreditation Standards (pro-
posed for February 2007 implementation) specify
health promotion and wellness as key chiropractic
competencies, with injury and violence explicitly
mentioned in the knowledge domain of competen-
cies (see above). However, it is noteworthy that the
CCE standards fall short of recommending specific
skill requirements, resulting in what seems to be a
disconnect between a general professional recogni-
tion that doctors of chiropractic should report family
violence and an absence of mandated educational
standards to train chiropractic students in how to
recognize and report. If the proposed CCE Standards
(presently in the comment phase before full imple-
mentation) remain as currently written, CCE seems
to call on chiropractors to function as primary care
providers but does not seem ready to specify, within
the core of the standards, the requisite competencies
and skills that are expected of medical primary care
providers.96
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Considering the lack of complete consistency in
chiropractic educational and professional guidelines
(taken as a whole) and the state-by-state variations in
reporting requirements, whether and to what extent
prevention and early intervention of family violence
will become a routine part of chiropractors’ prac-
tice behaviors remains to be seen. Given data indi-
cating that only 10% of physicians (on average)
routinely screen for family violence in the context of
consistent legal and professional directives to do so
(discussed above), will chiropractors respond differ-
ently?

Issue 2
Are we focusing on the right preventive health

issues? Comparing the numerous preventive health
issues targeted in key public health documents
such as the US Department of Health and Human
Services’ Healthy People 201097 and professional
practice guidelines/position statements,95 with a limi-
ted amount of patient contact time, chiropractic
providers are faced with a trade-off in which some
preventive health issues become an area of focus at
the expense of others. Unfortunately, this process
of clinical decision making has yet to be empir-
ically examined, and an evidence-based heuristic
for prioritizing preventive health concerns remains
to be advanced. Should chiropractors attempt to
avert problems that may never emerge (“primary
prevention”) or focus on early intervention and
detection of patients already beginning to show
evidence of dysfunction (“secondary prevention”)?
What is the best way to triage preventive efforts?
Should clinicians rely on individual-level risk factors
to help prioritize patient-relevant issues or, alter-
nately, emphasize the systematic assessment of local,
community-based needs to help identify those issues
of particular significance in different geographic
areas? In addition to elucidating local preventive
health priority areas, the latter focus may provide
a collaborative opportunity between chiropractic
colleges and locally practicing chiropractors to rein-
force the integration of science and practice as well
as provide a bridge for more translational research
efforts. Are individual versus community levels of
analysis mutually exclusive? There is an urgent need
to better understand the clinical decision-making
process and to provide an empirically supported
heuristic to help clinicians prioritize the myriad
preventive health issues of potential relevance to
patients.

Issue 3
Does the assessment and treatment of preventive

health issues (such as family violence) legitimately
fall within the scope of practice and professional
identity of chiropractic? Although it is reasonable
and ethical for doctors of chiropractic to be expected
to report family violence when they detect it, consid-
erable controversy exists regarding the professional
identity of chiropractors and legitimate scope of
practice boundaries for the profession. This scope
of practice controversy centers not on a doctor of
chiropractic’s mandated duty to report but, rather,
the extent to which training focused on these compe-
tencies should be seen as key competencies for
the profession to merit substantial investment of
resources at the expense of other primary care
competencies (see issue 2 above).

To paraphrase Hawk and colleagues,98 the debate
centers on whether chiropractic is “. . .a complete
system of healing. . .based on a unique approach
to healthcare” or a therapeutic modality/procedure
(ie, spinal manipulation). Some believe the future of
chiropractic rests in broadening the traditional scope
of practice to include primary/preventive care.99–103

and there is evidence that patients’ preferences for
wellness services may be increasing.104 However,
others doubt that an expanded scope of practice is
in the best interests of the profession at the present
time, given the limited reimbursement for preventive
health services, the uncertain willingness of patients
to pay out of pocket to address potential health issues
that have not yet and might not develop,105 and the
reported unfamiliarity of many chiropractic clinical
teaching faculty members with national preventive
health priorities.106

CONCLUSION

If the profession decides its identity includes
prevention, should chiropractors seek to help clients
avert potential health problems that have yet to
develop (“primary prevention”) or wait until early
signs of emerging problems become manifest (“se-
condary prevention”)? In short, does the move
to carve out a niche in preventive health care
represent a unique approach to chiropractic whose
time has come or simply represent a jump on the
bandwagon of services already offered by other
primary care providers? There is a clear need for
continued discussion on the benefits as well as
possible unintended consequences associated with
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expanding chiropractic from a focused specialty to
a broad, preventively oriented, primary care profes-
sion.
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