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Disability and Domestic Violence 

United Spinal NSCIA Webinar Series 

 

BILL FERTIG:  This is Bill Fertig from National Spinal Cord Injury Association.  

I’d like to introduce to everyone Ms. Denise Baker, Licensed 

Masters in Social Work.  She obtained her Masters in Social Work 

from New York University Silver School of Social Work.  Ms. 

Baker joined Barrier Free Living Non-Residential, Domestic 

Violence Program in 2009 and currently works providing clinical 

counseling to survivors of domestic violence and trauma living 

with cognitive, physical and/or psychiatric disabilities.  Ms. Baker 

holds additional clinical experience in the areas of mental health, 

trauma, grief and bereavement, and adolescent contemporary 

social issues.  Aside of Barrier Free Living Incorporated, Ms. 

Baker provides counseling as a per diem social worker at Planned 

Parenthood.  After Ms. Baker’s presentation, there will be some 

time set aside for questions directly to Ms. Baker and we’ll try to 

answer some of those questions while on this webinar, but other 

questions will be answered by Ms. Baker after conclusion of the 

webinar.  Ms. Baker, can you continue with the presentation? 

DENISE BAKER: Thank you, thank you for the introduction, Bill.  So, welcome.  I’m 

really happy to be doing this webinar today, and we’re going to get 

started talking about the topic of domestic violence and disability.   

 

 This afternoon, we’re going to meet the objective of first just 

discussing briefly what my organization does, Barrier Free Living, 

and talking about the different programs and services that we offer, 

then we’re going to move on to discuss and define domestic 

violence and dynamics of abuse.  Moving forward, we’ll start to 

explore the intersection between domestic violence and disability, 

and then discuss how an individual disability may be exploited by 
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an abuser.  Next we’ll start examining the domestic violence, 

trauma reactions and mental illness, as well as suicidality and how 

all these different factors can overlap and really contribute to a 

person’s functioning, as well as specific crises that the clients we 

work with might face.  Then we’re going to move on to cover 

warning signs, safety planning, and risk assessment in working 

with survivors with disabilities, and finally we’re going to briefly 

discuss dynamics of healthy relationships.  Since this is only an 

hour long, it’s really going to be a lot of information that just 

begins to scratch the surface of a really complicated and complex 

issue, though I’m sure there will be a lot of questions and 

hopefully I’ll be able to answer the majority of them and, if not, I 

will be able to email later to respond to your questions that weren’t 

answered.   

 

 So first I’m going to talk about what Barrier Free Living does.  We 

were founded in 1980 and our general motto is helping people with 

disability to help themselves.  So really the core of that motto is 

empowerment, and we were founded and we still are.  We serve 

New Yorkers with disabilities and we are founded to help these 

individuals live in the community independently.  Underneath 

Barrier Free Living we have four different programs that target 

specific issues, and the first is our Transitional Housing Program.   

 

This is the oldest program, actually, and we are really the only 

fully accessible transitional housing shelter in New York City that 

serves New Yorkers living with disabilities.  So within the shelter 

we offer individual and group counseling, case management, 

occupational therapy, and additional referrals out to any homeless 

New Yorker who requires a home attendant.  So all of our referrals 

have to come in through Department of Homeless Services Shelter 
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or DHS Shelter, but we are the only really fully accessible 

transitional housing shelter in New York. 

 

 Next is the Secret Garden, and now this is the program that I work 

for, it’s our non-residential domestic violence program.  We also 

provide individual and group counseling as well as occupational 

therapy, case management and advocacy to survivors living with 

disabilities.  And along with the services that the Secret Garden 

provides, we have partnerships within the Brooklyn, Bronx and 

Queens District Attorney’s Offices at the Family Justice Centers.  

So that is actually something we’ve been doing, I guess now for 

the last almost four years, I want to say, and what’s great about 

that partnering of the FJC, the Family Justice Centers, is that the 

centers offer a really wide range of free services to survivors, so a 

survivor can come in and meet with their social worker.  They can 

also go file a report because there are police officers who work 

there.  They can receive assistance getting orders of protection, 

because often these centers are located either within the same 

building as family courts or across the streets.  And then we can 

also support them with a variety of legal issues, whether that’s 

immigration or child support or divorce or any other kind of family 

law.  

 

 Freedom House is another program under Barrier Free Living, the 

food and emergency DV shelter for survivors of domestic violence 

who also either they themselves or their children have disabilities.  

This again is the only fully accessible domestic violence 

emergency shelter within New York City.  And within this shelter 

there are also individual and group counseling services, 

occupational therapy, case management and children’s services, as 

well as psychiatric services.  And then finally our last of our four 
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programs is the Outreach Team, and this team is dedicated to 

assisting currently homeless New Yorkers living with disabilities, 

so they really go out onto the street, speak with New Yorkers who 

are homeless living with disability and try and link them to 

services in their community.  Try and help them find the resources 

they need, whether they’re medical or social services or hopefully 

getting them into a correct shelter.  Often they’ll end up coming to 

us, to an assessment shelter.  That’s a really ground on the street 

team.  All right, so that was just a really brief orientation to my 

agency and then what we do in the four programs that we have.   

 

 Moving on, we are going to discuss briefly, what is domestic 

violence?  So I have a pretty good definition about domestic 

violence.  It can be conceptualized as a pattern of assaultive and 

coercive behavior within an intimate relationship, and at the heart 

of this is an unequal balance of power and control in which one 

partner will routinely exert power and control over the other.  In 

terms of my agency, we defined domestic violence quite broadly in 

comparison to other DV programs within New York City.  Some 

programs will only work with survivors who are within an 

intimate-partner-relationship-type violence.   

 

Because of the work that we do and the population we serve, we 

realized that domestic violence happens also between family 

members, between caretakers and individuals and it’s not just 

boyfriend-girlfriend, boyfriend-boyfriend, girlfriend-girlfriend.  

It’s not necessarily an intimate partnership.  So we really expand 

that definition so we can work with as many people as possible, 

but the key is that, the heart of that relationship, whether again it’s 

intimate or non-intimate, is that one person is routinely exerting 

power and control over another person.  So it’s a pattern.  It’s 
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going on over time and that the abuser is over and over trying to 

gain power and control usually very complex dynamics and 

practices over their partner. 

 

 In terms of types of abuse, we’re going to talk and think about six 

different types, if I’m not wrong.  The first we’ll talk about is 

emotional.  Emotional abuse is an attack on anyone’s sense of self-

worth, often used to make a victim feel insecure and helpless.  So, 

really, emotional and psychological can be interchanged, but at the 

heart of it, it’s attacking somebody’s sense of self-worth.  This 

might include threats of harm to the victim, to their family 

members or the abuser themselves.  Some abusers will threaten 

their own life as a means to control their partners, so saying 

something like, “If you leave me, I’m going to kill myself.”  That’s 

a threat towards the abuser themselves, but it’s definitely a tactic to 

maintain power and control over their partner.   

 

Along with emotional comes verbal, often, and as we go on we’ll 

also see that many different types of abuse often overlap.  Often 

it’s not that you’re experiencing only one type; you might 

experience multiple types of abuse even within one single incident.  

The verbal is really just what it says; it’s verbal, including cruel 

comments, name calling often, a lot of insults, a lot of threats as 

well.   

 

Physical abuse is any kind of forceful or violent behavior directed 

at or towards the victim, so this can include shoving, pushing, 

grabbing, and even playful grabbing.  If the individual doesn’t 

perceive it that way, or if the person says, “Stop,” and their partner 

continues to do it, that can be abusive.   
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Next is sexual, so again, any non-consenting sexual act or 

behavior.  It doesn’t necessarily have to actually be intercourse, but 

it can just be touching, touching somebody’s chest or butt and they 

don’t want you to and have not given consent, that qualifies as 

sexual abuse, or even just talking in a sexually derogative manner 

about a partner or towards somebody.  We would characterize that 

as sexual abuse.   

 

Financial, that’s a really, really important type of abuse that we’re 

actually beginning to study and pay more attention to these days 

within a lot of the work we’re doing here, as well as work that is 

being done about our organization and within other DV 

organizations, but this involves controlling any or all aspects of 

how money is spent within a relationship.  And some examples 

that we see within the population we serve is using or controlling 

someone’s government benefit, so maybe Social Security or food 

stamps or anything like that, or signing on as a payee and really 

controlling how money is spent, what money is being used for 

what, giving a person an allowance; things like that.   

 

And then finally something that we don’t hear talk about too much 

but we know it’s going on is medical abuse, and that could include 

withholding any type of medication or medical treatment as a 

means to exert power and control again over your partner.  So that 

could look like selling medication, damaging medical equipment 

or abusing service pets and far too often I’ve seen, I’ve had clients 

come in whose partners have abused them medically.  Whether it’s 

been selling the medication, hiding the medication, damaging 

equipment, all of the things. 
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 So there are a lot of different ways that people abuse their partners, 

and that we have to really make sure we take into account also how 

somebody is living, whether or not they are living with a service 

pet, whether or not they have maybe either a psychiatric or 

cognitive or physical disability that might impact how they’re able 

to function on a day-to-day basis, and how that abuser might 

exploit it.  So this is the power and control wheel.  Very popular in 

the world of domestic violence.  It was created in the 1980s and it 

was developed in Minnesota, the Duluth Model Power and Control 

Wheel.  And it’s the way of conceptualizing the complexities of 

domestic violence in a graphic manner through a chart.  So we’ll 

see that on the outside of this big circle, the big black rim, we have 

physical violence and sexual violence.  And again, I guess I should 

have put this earlier, just because somebody is in an abusive 

relationship doesn’t necessarily mean they’re being physically 

abused.  It doesn’t necessarily mean they’re being sexually abused.  

It doesn’t necessarily mean they’re having all of these things going 

on at once, but it potentially could be happening, so each 

relationship is going to look different. 

 

 Some of our clients will come in and say they were never 

physically assaulted ever or abused by their partner and it was only 

mental, emotional, psychological, but this power and control wheel 

is a really good way of looking at what potentially could be 

happening if everything is going on at the same time.  So again at 

the center, we see power and control.  The main aim is obtaining 

power and control over your partner, and then as we go around the 

circle we see these things that kind of look like pieces of pie and 

these are different ways or tactics that an abuser might use to 

maintain power and control over their partner.  So we see coercion 

and threats, making a person do something they don’t want to by 
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threatening them, threatening to hurt them, threatening to leave 

them, threatening to commit suicide.  We also see intimidation, 

making an individual feel scared, being afraid, using looks or 

actions or gestures to make them feel intimated.  And this can also 

include destroying property or abusing pets as well, and displaying 

weapons is actually a very big one that we have seen in our work 

today. 

 

 As we move down, we see emotional abuse.  We’ve already talked 

about that, so name-calling, putting somebody down and making 

them feel bad about themselves again.  These are really strong 

attacks on a person’s sense of self-worth, and then next is isolation, 

which is a huge, huge, huge factor in all types of domestic 

violence.  Often partners will, over time, find ways to cut off their 

partner’s resources, whether there’s social support, family 

members, job, activities, things that they have in their community 

or that they reach out to that [unintelligible - 00:15:37] them.  

Abusers will often cut these resources and really isolate their 

partners so they have more power and control over them, whether 

that means limiting somebody’s access to the phone, limiting 

somebody’s access to leaving the house, seeing friends, speaking 

with family.  This happens far too often and it’s a huge indicator of 

domestic violence. 

 

 Next we see minimizing and denying or blaming, which can occur 

as well where an abuser might make their partner feel like it was 

their fault that they were abused, saying something to the effect of, 

“I wouldn’t have done this if you hadn’t made me angry.”  That’s a 

really common way of blaming or minimizing the abuse that just 

occurred, or also saying, “That wasn’t so bad.  That didn’t hurt you 

that bad.  Stop crying about it.”  That would be minimization. 
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 In terms of relationships where children are within the relationship, 

we have seen abusers use the children against their partner, against 

the survivor, as the means to power and control.  So making the 

partner feel guilty about the children, making children relay 

messages often happens, or using visits if the children are going 

back and forth and have shared custody, using this as an 

opportunity to abuse the partner, whether it’s verbally or 

emotionally or through intimidation. 

 

 Again, as we move up the circle and around we see economic 

abuse, which we’ve already discussed, and that’s again controlling 

how money is spent, giving somebody an allowance, taking money 

from them, not letting them know about how much money they 

have or how the money is being spent, and then finally with female 

privilege and this power and control wheel, it was developed under 

effeminate perspective.  So the belief under the effeminate 

perspective is that men inherently have more power than women in 

our society, and the use of male privilege then would go along with 

a man thing – because I’m a man and because that means I have 

more power that means you have to listen to me, you have to do 

what I say, you have to follow the way that I want the house to be 

run or this relationship to continue.  So that’s the power and 

control wheel.   

 

 So why Barrier Free Living Secret Garden?  Why was there a 

program developed for survivors with disabilities?  We find, and 

studies have shown, that clients living with disabilities, whether 

they’re cognitive, physical or psychiatric are at a far greater risk 

for abuse.  Statistics that I found while putting this presentation 

together, they’re pretty shocking.  One was that among adults who 
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are developmentally disabled, as many as 83 percent of the females 

and 32 percent of the males were victims of sexual assault within 

their lifetime.  Studies have also indicated that about 40 percent of 

women with a physical disability reported being sexually assaulted 

in their lifetime at least once, and then for individuals living with a 

psychiatric disability the rate of a violent or criminal victimization, 

including a sexual assault, was two times greater than the general 

population, so these stats are pretty astounding.  They show that 

the clients that we serve, people living with cognitive, physical or 

psychiatric disabilities are at a greater risk.  So that’s why this 

program was put into place, to really provide specialized services 

to individuals living with disabilities around the topic of domestic 

violence, around really providing competent care, competent 

services, really educated services with workers who do understand 

what’s going on, understand how a disability might impact the 

relationship and it might impact safety planning or risk assessment 

or the types of abuse that might be occurring. 

 

 Also, our program, we actually are one of the – in New York City 

there’s quite a few agencies that provide services to clients who are 

deaf and hard of hearing, but not enough that really understand the 

impact of domestic violence as well as disability, and we have a 

really wonderful social worker here who she herself is also deaf 

and she has done an amazing job of advocating for clients within 

the legal system, within the criminal justice system, in terms of 

getting clients access to resources that they need when they are 

trying to leave a relationship or leave an abusive environment and 

unfortunately don’t see.  We know there’s a need, but we know 

there’s not enough services out there being offered so we’re happy 

that we’re providing these services in a really competent manner.   
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 Okay.  So we’re going to quickly just discuss how we defined 

disability at Barrier Free Living in the Secret Garden.  We comply 

with the Americans with Disabilities Act, so any individual with a 

disability is a person who either has a physical or mental 

impairment that potentially limits one or more major life activities 

as a result of this impairment, or is regarded of having such an 

impairment.  In terms of clients coming to seek services with us, 

we often get hotlines call.  There’s a hotline number that I’ll be 

giving at the end of this presentation, and then individuals, whether 

they have a record of their disability or not, if they are disabled, 

living with a cognitive, physical, or psychiatric disability and that 

they are a survivor of either current domestic violence or past 

domestic violence and trauma, we will have them come in for an 

intake or we’ll screen them on the phone and have them come in, 

and all of our services are free.  So that’s something I should have 

said earlier.   

 

In the physical impairment, it’s defined by the ADA as any 

physiological disorder condition, cosmetic disfigurement, or 

anatomical loss affecting one or more of the following body 

systems, so neurological, musculoskeletal, special sense organs, 

respiratory.  We have a really, really wide definition of disability at 

BFL, so we’ll take almost any client who is able to identify 

something that’s impacting their daily living and their functioning 

and that they regard as a disability. 

 

 Examples of disabilities that most of our clients or many of our 

clients come to us with include hearing impaired or deaf, visual 

impairment or blindness, physical or medical conditions such as 

paralysis or progressive disorder or disease, intellectual or 

developmental disabilities such as learning disabilities or some 
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cognitive impairment, and then often psychiatric diagnosis of 

mental health illnesses or mental illnesses, and the most often cited 

are depression, post-traumatic stress disorder, anxiety, and 

borderline personalities as well as bipolar.  We’re going to talk 

about that next.   

 

 So a really, really interesting finding that we came across was that 

in the general population it’s estimated that about 22 percent of the 

general population is living with a mental illness.  When looking at 

survivors of domestic violence, we see this jump all the way up to 

nearly 59 percent.  So out of the population of survivors of 

domestic violence, about 58.9 percent are living with a mental 

illness.  It might not be diagnosed, but they’re living with 

symptoms that indicate they have a mental illness, and often these 

mental illnesses are as a result of the trauma that they experienced 

from the domestic violence.  So again, post-traumatic stress 

disorder, that’s probably the number one psychiatric disability that 

we see within our agency, followed by depression and anxiety. 

These are the top three, and I’m going to talk about this a little bit 

more in depth right now and then we’ll talk a little bit more about a 

couple other types of psychiatric disabilities that we work with in 

our agency. 

 

 So in terms of post-traumatic disorder, the way that we like to 

explain it to clients or explain it when we’re getting presentations 

is that when the traumatic event is occurring, the body will go into 

like a fight-flight or freeze response, and that the brain is also 

trying to do this at the same time, but often if the person isn’t able 

to get away, the trauma will be imprinted on the brain so the 

person wasn’t able to fight or flight.  They kind of froze, so the 

trauma stays within the body and stays within the brain after the 
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threat subsides, after they’re safe.  And three subcategories or 

symptoms of post-traumatic disorder include hyper-arousal, and 

these symptoms are like increased anxiety, feeling on the edge, 

feeling really hyper-vigilant, always looking over your shoulder, 

experiencing difficulties sleeping or maybe difficulty 

concentrating.  And then the next type of subcategory is 

constriction or numbing symptoms, and these are symptoms such 

as like avoiding places and people that remind you of the trauma.  

Avoiding people altogether can be a really big indicator of the 

constriction or numbing symptom, depressive symptoms, isolation, 

feelings of emotional detachment or numbness.  Those are all very 

common too, and loss of interest, and then the final subtype or 

subcategory within post-traumatic stress disorder would be the 

intrusive symptoms, and these are the flashbacks and the 

nightmares in the intrusive thoughts that a lot of clients or 

survivors of domestic violence will experience.  So they might be 

going about their daily activities, something happened, they get 

triggered and they have a flashback, so something reminds them of 

the trauma and they flash back to feeling like it’s happening right 

now. 

 

 All right, some of the other psychiatric disabilities that we find to 

be fairly common within our program would be bipolar disorder, 

dissociative identity disorder, and borderline.  Bipolar disorder is a 

mixed episode of mania and then depression.  So the person might 

kind of fluctuate between periods of feeling very depressed and 

then have either a period of mania where they might feel very 

grandiose, might not need sleep as much, have a lot of energy, 

have a lot of pleasure-seeking behaviors, and then they might go 

back to the depressive symptoms of the loss of interest, lack of 

motivation, isolation.  There’s two types of bipolar.  I don’t think 
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we need to talk about that today, but one is where you fluctuate 

between the mania and the depression and the mania truly affects 

your functioning, really, really disturbs it.   

 

The second type you do the same thing, but it doesn’t disturb your 

functioning to that marked degree that bipolar one does.  This is 

dissociative identity disorder.  This was formerly known as 

multiple personality disorder, but this is the presence of two or 

more distinct personalities with each one with their own unique 

pattern of relating or perceiving to the world or to the environment, 

and this often also comes with a person’s inability to recall 

important information, and people with this disorder typically use 

dissociation initially as a coping mechanism for trauma.  So they 

might be experiencing extreme trauma where they feel like they 

are going to die, and dissociation is a way that they cope with the 

extreme fear or the terror that they’re experiencing at that time.  

They dissociate from themselves.  They kind of later numb 

themselves out, but over time this can become a pattern, and then 

people can start to have multiple distinct personalities kind of arise 

out of this. 

 

 And then finally borderline personality disorder.  This is a disorder 

of relationship, so it’s a very pervasive pattern of intense and 

unstable relationships to individual that a person will experience.  

So a client might have a history of relationships within their life 

that were always very unstable or very intense, and these clients 

also will often have a history of self-destructive behaviors or 

threats, possibly suicidal ideation or attempts and imagined or real 

fears of abandonment.  In terms of short-term physiological 

manifestations of trauma, we see a lot of the symptoms of PTSD, 

post-traumatic stress disorder, with restlessness, the hyper-
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vigilance, the anxiety.  We also see there are some physiological 

things like headaches going on; fatigue, backaches, and these 

things can in time turn into potential long-term effects of trauma.  

Clients and survivors, they can develop cardiac problems, high 

blood pressure, fibromyalgia, substance abuse and substance abuse 

problems or issues.  You can see from the list, there’s many, many, 

many possible or potential long-term effects of trauma on the body 

and on the brain and on the psyche.   

 

 So we’re going to also talk briefly before we really get into this 

intersection of domestic violence and disability about domestic 

violence and suicide.  So it’s believed that about 85 to 90 percent 

of individuals who killed themselves had a psychiatric illness most 

likely, especially depression, and that the majority were 

undiagnosed or untreated and this seems to make sense, right, but 

the majority of people who intend or end up carrying out suicide 

are living with some sort of major mental illness.  It’s important to 

remember, though, a couple slides back, that about 59 percent of 

survivors of domestic violence are living with mental health 

symptoms or mental illness. 

 

 Domestic violence or domestic partner violence also has been 

associated now with an increased rate of suicide attempts and 

suicidal ideation.  So again we see that this population now has an 

increased risk for suicidality and then finally the risk for suicide 

attempt in an individual who recently experienced an incident of 

abuse is estimated to be four to eight times greater than an 

individual who had not recently experienced an abusive incident.  

So we’re seeing really that a client who is a survivor of domestic 

violence living with a mental illness and recently experiencing an 
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abusive incident has a very strong risk for suicidal ideation and 

suicide attempts.   

 

 So myths and biases, some of these myths and biases we see within 

our society, some within organizations that serve the community, 

some within criminal justice systems, but one major one that we’ve 

heard unfortunately is that people with disability is asexual or can’t 

have intimate relationships.  We know this isn’t true, but it seems 

the society projects this out and that clients with disabilities are 

often less likely to be seen in relationships, or less likely to be 

thought of being in abusive relationships where we know that is a 

hundred percent not the case. 

 

 Another myth is that abuse is justified due to frustration on the part 

of the caretaker, whether they’re a family member or a friend or a 

home health aide.  Again, we know that this is a myth and that 

abuse is not justified or it’s not a justification of frustration.  It 

shouldn’t be tolerated.  Another myth that we hear very often is 

that a person with mental illness is not a credible witness and that 

they’re crazy, and unfortunately we’ll see abusers use this against 

their partners over and over and over again.  I had a client once 

who, her abuser would hide her medication, which would cause her 

to have to get psychiatric services from the ER.  When this would 

happen, her abuser would kind of take this information and 

reinforce, “You’re crazy, you’re not credible,” and tell it to people 

that they knew, people within the community that knew that they 

were a couple.  And then finally a person with a developmental 

disability or mental retardation is not considered credible as well, 

and we know again that this is not true.   
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 So what are some risk factors for abuse?  Isolation is a huge risk 

factor.  We already know isolation is a tactic that abusers will use 

over their partners to gain power and control.  If an individual is 

already isolated from their community, has a lack of accessible 

resources, has a lack of community, it increases the level of 

isolation.  Again, although lack of economic independence, so if an 

individual who is unable to independently take care of finances or 

change their housing plan or live in an environment easily because 

of finances, this is going to increase the chance of abuse. 

 

 We also see a lack of or less protection or unequal access of 

resources by the criminal justice system, and that if you have the 

power and control might be exaggerated in relationships where one 

person has a disability and the other individual does not.  

Continuing on, we do see a risk sometimes with clients with 

intellectual or developmental disabilities.  In learning how to 

distinguish between good touch and bad touch, especially if they 

have a caretaker and they need a caretaker to help them with daily 

needs such as washing or dressing or anything like that, that 

making sure that the individual really can distinguish and report 

back to.  They’re able to report somebody else when something is 

not appropriate and they are believed; difficulty finding or securing 

an adequate personal care system is a risk factor for abuse and 

additionally people, we’ve heard – this is another myth and bias – 

so often that people with disability sometimes are encouraged to be 

more trusting or compliant of those without disabilities and this 

can be a huge risk for abuse. 

 

 Finally we have they’re not being believed, and this kind of hints 

back at if somebody has a psychiatric disability and they’re being 

told over and over and over that nobody is going to believe you, 
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you’re not credible, you’re crazy, that might feed into them really 

feeling like they’re not going to be believed if they report this 

incident of abuse or this unhealthy relationship, this abusive 

relationship.  And then finally inadequate education sometimes 

around issues of personal safety and sexuality.  We find that a lot 

of our clients who have cognitive or developmental disabilities 

don’t have enough sex education and don’t have enough education 

around personal safety around good touch, bad touch, around being 

able to report when they don’t feel safe and when a relationship 

moves from being healthy to being unhealthy.  We know that 

there’s not enough education going on.   

 

 So what are some aspects of domestic violence that are unique to 

individuals with disabilities?  We have already talked a little bit 

about how the definition of domestic violence at Barrier Free 

Living uses a broader one.  We don’t just look at partners.  So we 

see that intimate partners might be perpetrators, but we also know 

that family members are often perpetrators as well as caregivers.  

Thinking now probably maybe a third of the clients that I currently 

work with, their abuser is a family member or a caregiver.  

Somebody who’s taking care of them, either being paid or a family 

member who’s taking care of them.   

 

And now we looked at the power and control wheel earlier.  This 

power and control wheel is very, very similar.  It just has a couple 

alterations.  This is developed – I’m not sure what year it was – but 

there are many, many, many types of power and control wheels.  

There’s a power and control wheel for immigrants.  There’s a 

power and control wheel for individuals for substance abuse and 

substance abuse issues, and then there’s the power and control 

wheel for individuals living with disabilities.  We see most of it is 
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the same.  All these things can still take place, the coercion, the 

intimidation, the emotional abuse or isolation, but we do see some 

small changes, so we see instead of the male privilege, we see 

caregiver privilege.  So treating somebody like their child, making 

decisions for them instead of letting them make their own 

decisions, and limiting roles and responsibilities.  Providing care in 

a way that accentuates the person’s dependence or vulnerability 

and denying the right to privacy, ignoring or encouraging or 

prohibiting the exercise of a full capability.  This is a huge 

difference that we see between the initial power and control wheel 

we talked about earlier and the power and control wheel for 

individuals living with disabilities.  We also see another change at 

the bottom of the screen that withhold, misuse, or delay needed 

support, so this sends us back to the different types of medical 

abuse we talked about earlier as well.  Using medications to either 

sedate a person, ignoring equipment safety requirements, breaking 

or not fixing adaptive equipment, refusing to use or destroy any 

communication services.  This is a huge one also, as a lot of our 

clients who are either deaf or hard of hearing, if their TTY phone is 

broken they’re even further isolated.  They lose access to reaching 

out for help, possibly calling the police, possibly calling their 

workers here in an effort to inform what was going on, as well as I 

had one client who her partner he did something very similar to 

that and he ended up breaking her hearing aid, so he really cut her 

off so he increased that power and control exponentially by cutting 

off her resources and then taking away her ability to hear. 

 

 Okay.  So this I’m just going to go through quickly, this was a little 

authority on the power and control wheel that we just saw, but it’s 

a little easier to see so we see withholding medication, denying 

means of support, making phone physically inaccessible, that’s a 
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really important one, controlling an individual’s income, 

destroying or immobilizing means of support such as crutches, 

wheelchairs, TTY phones or hearing aid, telling a person that 

they’re crazy or the abuse never happened and that nobody will 

believe them, forcing an individual to use drugs to sedate them, 

whether it’s medication that’s prescribed or medication that isn’t 

prescribed or illegal, the use of medication to sedate somebody, or 

often I think that’s what we see the most in our agency.  And then 

controlling or withholding medical treatment.  And again, all of 

this is a means to increase the power and control that the abuser 

has over their partner.   

 

 So how do these relationships continue?  We know by studying 

domestic violence that there often is something that we refer to as 

the cycle of violence, and within the cycle, there’s three phases.  

The relationship might begin in a normal phase and then over time 

the individual will say they feel like they’re walking on eggshells, 

they feel like something is going to happen, they just feel tense.  A 

lot of my clients will say they’re walking on eggshells and felt like 

something was going to happen and didn’t know when it was 

going to happen, “But I felt tense.”  This stage will then move to 

the explosion phase or stage and this is when an actual incident 

does occur, whether it’s physical, verbal, emotional, financial.  

Any of them, all of them, that’s when the actual incident occurs, so 

that’s the explosion phase.  Often, at least in the beginning part of 

a relationship, they’ll move then from the explosion to the 

honeymoon phase.  This might be when the abusive partner will 

apologize, will say they’ll never do it again, say they love their 

partner, maybe buy them gifts.  We also see this might include 

some of the minimization or denying or blaming, so a partner 

might say, “I’m really sorry, but you made me so angry.  If you 
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hadn’t made me so angry, I wouldn’t have hurt you, I wouldn’t 

have hit you,” so we see at the same time as the honeymoon phase 

is going on, we also see that the minimization and the denying and 

the blaming is also occurring.  So this often happens at the 

beginning of relationships.   

 

 If a partner’s with a relationship, at least from what we’ve seen 

with our clients reporting to us, they will report that over time the 

normal phase will disappear, so there won’t really be that time 

where they’re just happy and feeling safe.  They might vacillate 

between the tension building and the explosion and the honeymoon 

faster.  Clients also will report often over time the honeymoon will 

just – that phase will disappear together and they’ll go back and 

forth between the tension building phase and the explosion, and 

often over time the length of time between these two different 

phases or stages will decrease.  That will become shorter and 

shorter.  So let’s say in the beginning of the relationship, and that 

would be a month or two before the explosion occurred, there will 

be tension and then the explosion would occur within a month or 

two.  Over time, that might all be within one month, the tension 

and the explosion within the same month or within the same week.  

We have to remember that each relationship is different, but this is 

just the framework or guide that a lot of workers will work with 

when talking about domestic violence in explaining the dynamics 

to clients or giving presentations, but we do remember that each 

relationship is different and each experience that a client has or 

survivor has is completely different and subjective and valid.   

 

 So what are some obstacles to leaving an abusive relationship?  

We know difficulty reporting is a huge one, especially if we’re 

already working from a point of not having access to either a 
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phone, not having access to a TTY phone, not being able to make a 

police report if the police agency doesn’t have a translator for a 

client who is deaf or hard of hearing.  We also know that there is a 

lack of domestic violence shelters that are accessible to individuals 

including with disabilities and that this is a huge obstacle when it 

comes to leaving a relationship.  I mean, it’s a huge obstacle for an 

individual period, but when you’re worried about wherever I go, 

am I able to actually get around?  Is it going to be accessible to me 

or are there going to be stairs everywhere and I won’t be able to 

get anywhere?  That’s a huge concern, and then often it’s a very 

valid and real concern that our client sees when deciding whether 

to stay or leave and thinking about options of where they can go 

that will be safe and where they can go that will be accessible.   

 

Difficulty leaving the home quickly is a huge obstacle, especially 

let’s say has a client has a visual impairment and they have a 

seeing eye dog or a service animal.  If those animals don’t 

typically move very fast, they’re very cautious, they want to make 

sure that their owner is safe and moving to a place that is safe for 

them, so leaving a home quickly or leaving a home safely might be 

more difficult for that individual.  We also see that unfortunately 

discrimination stigma within the criminal justice system can be an 

obstacle for leaving an abusive relationship.  So filing reports or 

trying to file for an order of protection and not being believed or 

trying to file a police report and not being believed because you 

have a developmental disability or a history of mental illness, 

that’s another very, very real obstacle when it comes to leaving an 

abusive relationship. 

 

 Again, isolation comes up all the time.  If an individual does not 

know help is available because they’re so isolated, they don’t 
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know that there are actually services available, that is a huge 

obstacle.  They won’t know where to go to get help.  They won’t 

know that help is even out there.  Continuing on, we see often fear 

of losing children is a very real obstacle or very real fear to clients 

who are considering whether to stay or leave.  They might be 

considering about to stay or leave, will their children be able to 

come with them, will they be safe in a shelter that will be 

acceptable not only to them, as they have a disability, but also 

offers space for their children, or are they concerned that maybe 

their abuser will take them to court and file for custody and start a 

huge custody battle. 

 

 Also, a fear of losing a caretaker, because in some cases we know 

that the caretaker is also the abuser and this is a really, a really 

again very valid concern, very valid and real fear that a lot of our 

clients will have, and if somebody is being taken care of for a very 

long time by a family member, a friend, a partner, and they’re 

thinking about leaving that, all of a sudden probably faced with a 

huge fear of who’s going to help me with my daily needs?  Who’s 

going to be the person who’s going to take care of me now?  So, 

that’s a very real fear. 

 

 Another one is the fear of institutionalization or nursing home 

placement, and that kind of goes along with the fear of accessible 

housing, fear of losing or securing affordable and accessible 

housing, and fear of filing a report against an abuser.  There’s a 

couple more.  We’ll find too sometimes any survivor, they might 

not really recognize the abuse is abnormal.  Perhaps they’ve never 

had a relationship that was healthy, so it’s harder for them to 

realize that this is not a healthy relationship and that all 

relationships don’t have these dynamics of power and control.   



24 
	  

 

And then often there’s a huge sense of denial, like how could this 

happen to me, a very strong feeling of what did I do, how did this 

happen to me, and often being completely terrified when thinking 

about leaving a relationship, and we also have to remember that 

statistics show that when an individual is getting ready to end a 

relationship or leave a relationship, that their risk of death from 

homicide increases sevenfold.   

 

So fear is probably the biggest obstacle or the biggest real concern 

when considering whether to stay or leave a relationship.  Some 

very popular, well-known, I guess, warning signs that we often try 

to work with our clients around if they are thinking about getting in 

a relationship in the future, these are some of the warning signs 

that might indicate an unhealthy or abusive relationship, so it’s he 

or she is controlling, that’s a big red flag.  If he or she is jealous, 

another red flag.  If they limit you from being with your friends or 

family, they’re trying to isolate, we really have to remember 

isolation is a very strong predictor of abusive behavior.  If an 

individual is checking up on you all the time, constantly calling, 

asking where you are, calling asking you to check in with them 

every couple of hours, this could be a warning sign that the 

relationship is not healthy.  If he or she limits your access to 

money, the phone, transportation, etc., again they’re trying to limit 

things, they’re trying to isolate you, this is a warning sign or a red 

flag.   

 

If the individual has an unpredictable temper where you might 

again feeling you’re walking on eggshells.  Unsure when 

something is going to happen.  This is a warning sign along with 

the feeling if the individual humiliates you in public or just 
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humiliates you in general; emotionally and verbally abusive with 

you.  These are warning signs and often our clients will come to us 

and say, “You know, these things didn’t all happen in the 

beginning of the relationship,” and we know that that’s typical for 

most relationships over time.  The abuse will become more and 

more defined or overt. 

 

 So, you know, in the beginning the relationship might be what 

seems really healthy and really normal then small things start 

happening.  All of a sudden the partner is calling you all the time 

wondering where you are, asking you to check in.  And then all of 

a sudden maybe they start humiliating you or start checking in with 

you about money and asking you how much money you’re 

spending on things and where the receipts are.  So we know that 

these are warning signs.  They often don’t present themselves right 

in the beginning, but they are something very important to keep an 

eye on. 

 

 Moving on, if the person blames you or blames their partner.  

That’s a huge warning sign if they don’t have the accountability 

for themselves and they are always trying to put their actions on 

their partner.  That can be a big red flag.  The individual views you 

as an object, a huge warning sign.  If they criticize you and put you 

down.  Again, that is the emotional and verbal abuse, and the 

major one really is if you’re in fear of your partner.  If you feel 

scared.  If you’re concerned about your safety.  That’s a huge 

indicator that the relationship is unhealthy. 

 

 So what do we do when we’re feeling like we’re in an unhealthy 

relationship?  How do we play safe?  Safety plans.  That’s what we 

work with our clients constantly.  We work with clients on safety 
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planning whether they’re in the relationship, out of the 

relationship, planning to leave the relationship.  They’re thinking 

about early – like every day, we’re talking about safety planning 

with our clients. 

  

 So what is the safety plan?  Really the dynamic and ongoing 

process, the very highly personalized process as well of helping 

clients figure out where you stay safe within the relationship or 

outside of their relationship.  These plans can be written, but you 

really have to be very detailed in thinking about the plan, and you 

have to also really consider whether it’s safe for the person to take 

the plan back home if they’re living with their abuser.  Often it’s 

not safe.  So maybe a client will come in to see us, we’ll always go 

with their safety plan and they’ll leave it with us or they will see 

it’s best to remember it and not write it down.  If they do write it 

down, we’ll have to make sure that they feel safe taking it home or 

they’ll have to keep it in their purse at all times, but that’s still not 

necessarily safe and not necessarily won’t be found by their 

abuser. 

 

 So who should safety plan?  Really everybody should safety plan 

whether they’re choosing that they will leave.  Everybody should 

always be safety planning and thinking about their safety within 

the relationships or outside of relationships. 

  

 And how do they safety plan?  So typically a safety plan will 

typically include asking clients to gather their really important 

document such as their ID, their Social Security card, credit card, 

their immigration document, their health records.  All those really 

important documents or birth certificate and things like that.  Bank 

statements.  We’ll ask clients to gather those and put them in a 
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very, very safe place where either nobody knows about them or 

maybe have a friend hold onto them.  We ourselves, our agency, 

will not hold on to those, but we’ll make copies of documents for 

clients and keep those, but we won’t hold onto the actual originals.  

We also suggest that individuals save up some money.  Have some 

cash on them also and keep that in a very safe place.  We also 

suggest they keep important phone numbers written down instead 

of in their cell phones, because if an abuser grabs the cell phone 

and breaks it then they’ve lost all their important phone numbers 

and addresses.  So we often talk about getting an address book and 

putting down really, really important phone numbers, as well as 

medication or like hospital records, documents from doctors.  

Really important daily medications that clients might need.  We’ll 

make sure that they do the best that they can to keep those in a safe 

place.  Sometimes it depends on the relationship.  Sometimes it’s 

not going to work out so smoothly where an individual will be able 

to collect all that because their abuser is controlling their medical 

records, because their abuser is controlling their prescriptions or 

their finances.  So you have to get creative.  We do the best we 

can.  We constantly talk about safety every session, and we know 

that it’s an ongoing and dynamic, ever-changing process, and that 

the safety plan one week might be completely different from the 

safety plan the next week. 

 

 Another thing with the work we do, we always have to consider 

how an abuser might exploit their partner’s disability.  So again I 

have a couple of clients who, because of traumatic brain injuries, 

they have difficulty remembering things.  So because of that and 

their partners know this, they’ll use that against their partner.  

They’ll say, “You don’t remember this,” even though they’ll be 

making things up or they’ll make things very complicated for their 
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partner so they know their partner won’t be able to remember it.  

So when I’m safety planning with these clients, I know that she’s 

living with a traumatic brain injury; I’m going to do my best to 

make sure that everything we talked about is very concrete and that 

we can work on it at least for her to remember it.  And we also 

want to think how the person’s disability might impact their ability 

to execute their safety plans.  We really want to be realistic about 

the safety plan being able to be carried out.  We don’t want to 

think too far beyond what the person is capable of doing.   

 

An additional thing – keeping track of time, I know we’re getting 

close to almost 4:00 – that we work with that goes along with 

safety planning is constantly assessing a client’s risks.  So the risk 

assessment was developed in the late ‘80s by Jacquelyn Campbell, 

who is a nurse, and she was able to indentify 12 key predictors of 

homicide within abusive relationships, and these are the twelve.  

We’ll go through very quickly, but these are things to keep an eye 

on when you’re working with survivors or if you’re in an abusive 

relationship.  So if the batterer’s behavior is escalating in severity 

or frequency, this is a risk.  If the batterer is engaging in stalking or 

monitoring behaviors like calling and checking up all the time, 

that’s a huge risk.  If the batterer has attempted to strangle the 

victim, again, a risk.  If the batterer has raped the victim or forced 

him or her to engage in unwanted sexual behavior, she has shown 

that this is correlated to an increase in homicide.  And if the 

batterer has access to guns as well as if the batterer is unemployed 

are both huge risks.  If the batterer and the victim have recently 

separated.  And we know, I think just a couple of slides ago we 

spoke briefly about the woman or partner’s risk for homicide 

increases sevenfold when the partner is trying to leave the abusive 

relationship.   
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So if the survivor is trying to leave or recently has left, this is when 

she or he is often at the most high risk for homicide.  If the batterer 

is threatening to kill the victim.  If the victim has children that are 

not the batterer’s or if the victim is pregnant are all risks for 

homicide, as well as if the victim is extremely isolated either by 

the batterer, by language, by cultural barriers, by disability or 

combination of all.  We know isolation is a huge dynamic of 

domestic violence, and then finally if the survivor has a gut feeling 

that their batterer, that their partner or their caregiver or friend or a 

family member poses a very high risk to the victim.  So if they 

really have that gut feeling that their batterer is going to harm them 

and possibly kill them, that is a huge indicator and a huge risk for 

homicide. 

 

 Lastly, we’re going to talk briefly about dynamics of healthy 

relationships.  So we saw the power and control wheel earlier.  

There is also a quality wheel.  So this wheel is a conceptualization 

of healthy relationships.  At the center instead of power and 

control, we see equality.  So we see two people being balanced, 

right?  We don’t have one individual exerting a greater amount of 

power and control over the other.  We have both individuals being 

at the same place, being equal with each other.  As we move 

around the circle we see that there is non-threatening behavior.  

We see that there is respect for each partner, trust and support, 

honesty and accountability.  If there are children there is 

responsible parenting, so sharing parental responsibilities and 

roles.  Shared responsibility throughout the relationship, whether 

that’s within work or making family decisions, and then economic 

partnership, making decisions about money together, and 

negotiation and fairness.  So seeking to find resolutions to conflicts 
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and accepting change and being willing to compromise.  So that is 

my portion of the presentation for this afternoon.  I know it’s just 

after 4:00, so we have about half an hour for questions. 

BILL FERTIG:  Denise, we have questions.  Are you able to hear me all right? 

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  Okay.  Denise, we have a question from Ted.  I’ll read it.  “I have 

found that when working with abusive clients, they come from 

abusive homes.  Two questions: is this common, number one, and 

do I have to work with the home setting first or the abusive nature 

of our direct client?”  So there’s two questions. 

DENISE BAKER: Can you read the second one again?  I was kind of confused by it.  

BILL FERTIG:  Sure.  The second question would be, do I have to work with the 

home setting first or the abusive nature of the direct client? 

DENISE BAKER: Okay.  I see.  You know, we at our agency we don’t work with 

batterers or abusers, we only work with survivors, but I think this 

has been something that a lot of people always try to talk about and 

try to understand.  There is a connection between growing up in a 

household, potentially connections between growing up in a 

household that was abusive and then later in life possibly 

becoming an abuser, but we know that just because you grow up in 

an abusive household doesn’t necessarily mean you will become 

an abuser.  There might be a higher correlation.  Sometimes as 

children we learn about relationships often by growing up in our 

families and seeing how our parents interact and seeing how 

relationships played out in front of us.   

 

So potentially if I grow up in a household that’s abusive and I see 

how – I’m a young girl, I see how my mother is treated and her 

idea of what love is, maybe I start to internalize that’s what love is.  

On the other side, I know a woman who grows up seeing her 

mother being an abuser and getting what she wants by enacting 
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fear and taking power and control over the family or over her 

husband or her partner, maybe I’ll learn also in my relationships 

that when I want things to go my way that I can do it by exerting 

power and control.  I don’t know if I can say whether or not it’s 

more common, but there is a correlations but it doesn’t indicate 

causation.  So growing up in an abusive family doesn’t mean you 

will be an abuser. 

BILL FERTIG:  Can you answer another question? 

DENISE BAKER: I didn’t answer the second one. 

BILL FERTIG:  Go ahead.  Okay. 

DENISE BAKER: I don’t know if I can answer that second question really because I 

don’t do that work, so I’m not sure about that, whether you want to 

address the family issues first and how the individual was raised in 

their abusive household before working on their current behavior.  

I think it’s very important to address, though.  It might be all 

happening at the same time.  I don’t know if it has to happen first 

or second, though.  I’m not sure about that. 

BILL FERTIG:  Okay.  Thank you and we have another question and I’ll read it, 

somewhat long.  I’d be happy to read it twice if necessary. 

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  The question is, “Do you think it would be helpful to change the 

way we teach children and other vulnerable populations about 

boundaries and abuse?  For instance, instead of teaching about 

good touch versus bad touch, we teach appropriate versus 

inappropriate touch.  We know that cognitive abilities affect the 

perception of good and that children and vulnerable persons will 

identify bad touch only as painful.”  There’s a lot there.  Can you 

respond? 

DENISE BAKER: Mm-hmm.  Yeah.  Actually, I definitely think I should change the 

slide actually to put appropriate versus inappropriate because that 

is really a good point and often a lot of the clients that come in, a  
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lot of the work that we do is gonna be eventually about boundaries.  

A lot of those clients I work with that are outside of their abusive 

relationships, that might be the issue we work on the most in terms 

of boundaries, being able to identify what boundaries are.  Being 

able to set personal appropriate boundaries and being able to say 

no when somebody feels uncomfortable or voicing and being – I 

guess I want to follow up; yeah, being able to say no and then also 

being able to really carry out consequences.  So I have some 

clients who are able to identify their boundaries but they still have 

trouble putting them into effect, they still have trouble with the 

consequences part if their partner breaks the boundary.  They have 

trouble following through with consequence of the broken 

boundary.  So I definitely – I totally 100 percent think that 

education around boundaries is vital and that it should be 

happening from the beginning.  Educating children and educating 

individuals about relationships, intimate and non-intimate. 

BILL FERTIG:  Okay.  And I did flag a couple of general questions on the same 

topic of location of your services; one question is… 

DENISE BAKER: Oh, yeah. 

BILL FERTIG:  West Chester County, would there be a support group there and 

sort of in line with that same question, would you accept inquiries 

from New Jersey?  Are there similar organizations there?  Can you 

refer? 

DENISE BAKER: I mean, we would definitely more than happy to talk on the phone 

and try and consult with people calling from New Jersey or West 

Chester, but we are only funded to work with survivors who live 

within the five boroughs, but I do know that there is a family 

justice center in – I want to say it’s Newark and they offer, you 

know, they have a police officer on site every day.  They are open 

nine to five, Monday through Fridays, it’s a walk-in center.  They 

have police officers, social workers, case managers, lawyers and a 
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variety of other services.  So Family Justice Centers are a really, 

really great place to start and I’m pretty sure, I know Newark has 

one.  I’m almost a hundred percent that West Chester also has a 

Family Justice Center. 

BILL FERTIG:  Okay. 

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  And another is, “Do you think the stigma and emotional 

difficulties surrounding a survivor or victim with mental illness 

affects their recovery?  It is more or less difficult for them to seek 

services, counseling, medication, providers, etc.?” 

DENISE BAKER: I’m not sure.  Can you read that one more time?  I just want to 

make sure I… 

BILL FERTIG:  The question at first is, “How do you think the stigma and 

emotional difficulties surrounding a survivor or victim with mental 

illness affects their recovery?  And is it more or less difficult for 

them to seek services like counseling, medications or providers?” 

DENISE BAKER: Mm-hmm.  I think we definitely, with a lot of our clients, there is a 

huge stigma of mental health, and then if we look at other factors 

such as race, gender, sexual orientation, class, immigration or 

cultural background we’ll see that the stigma of mental health 

might even be higher due to some of those factors.  So sometimes 

our clients will come in without a history of actually being 

assessed for mental illness, but we see that there are some 

symptoms and then when we start addressing, instead of maybe 

using the words, “Are you depressed?” start talking about, “How 

are you feeling?”  “Are you feeling sad?  Are you feeling a loss of 

interest?  A loss of motivation?  Wanting to be alone a lot?”  We 

find that they probably are depressed.  They’re displaying 

symptoms of depression.  They’ve never been assessed.  They’ll 

often talk about their feelings about mental health, about being 
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called quote unquote crazy and the stigma that goes along with 

that.   

 

I think then when you’re working with that, along with the stigma 

of domestic violence it can make it even harder to really provide 

services to everybody.  A lot of our clients, when they finally come 

in to us, will say they’ve been thinking about getting services for a 

long time but they were scared.  They thought about the stigma of 

DV.  They didn’t want other people to know that they were in an 

abusive relationship.  They were embarrassed by it.  They were 

ashamed of it.  They felt like it was their fault, so you can see how 

those two together can make it even more difficult for an 

individual to really come and receive services and be open, and 

that can be a really long process, and I think one of the great parts 

of our program is that we are not time limited.  We can provide 

counseling for short-term or long-term counseling.  Basically 

whatever the client needs at that time and is comfortable doing so.  

You know, a client often will come in, in crisis, wanting to really 

address a lot of domestic violence, the current domestic violence 

issues that they have, or problem, and over time they will feel more 

comfortable coming in.  They’ll feel supported and safe within our 

agency and they’ll start to then get at some of the other issues 

maybe that were going on, whether it’s the mental health or maybe 

a past history of trauma, maybe a history of childhood trauma or 

childhood sexual abuse.  We see that often too, but we know that 

there’s a lot of stigma and a lot of the clients will come in and say 

that they’ve been holding on to all of this for a very long time and 

that they were scared or ashamed of speaking about it. 

BILL FERTIG:  Okay, and another question.  Some of these questions are a bit 

long.  I would be happy to read them twice. 

DENISE BAKER: Mm-hmm. 
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BILL FERTIG:  “Do you have any advice for working with clients who have been 

repeatedly victimized and are wary of seeking community services 

for fear of being taken advantage of again?  The problem is since 

they have don’t have sufficient support to live independently, 

they’re even more vulnerable than they would the otherwise.  Do 

you have advice for repeated victimization?” 

DENISE BAKER: Mm-hmm.  That is a huge fear and is a real concern, too.  A lot of 

the people we work with will also come to us saying they’ve been 

let down by so many other systems that they’re hesitant to even 

start with a new system.  It sounds like if you have a relationship 

with somebody, really validating that those fears and concerns are 

very real and very valid, and helping maybe advocate on their 

behalf, being a part of the process of referring then to another 

agency or being a point person in touch with the other agency, 

linking them to the other agency.  Some of my clients when they 

were first referred to me came from other social workers or other 

agencies, and the client would only come if their worker came with 

them, if their worker came with them over time, and we 

understood that so we would let a worker.  We would make sure 

that they knew it was confidential and that they couldn’t disclose 

where we were located, but we would let them come and sit in the 

lobby as a support person so they felt really that this was a safe 

place, that they could be trusted, that everybody is going to work 

on their behalf trying to provide the services that the person 

needed.  And I think really helping advocate for clients is a huge 

thing that we do, and then hopefully over time the advocacy will 

more become one’s own personal advocacy and then the client will 

start to feel more empowered.   

BILL FERTIG:  Okay.  I have a question not from your particular area so you’ll 

need to choose which direction you want to answer, but it’s 

regarding law enforcement education and the question is, “What is 
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being down to educate law enforcement and the courts about 

people with disabilities in abusive situations?  You can have a 

safety plan, but if you have to go to the authorities for help and 

they blame the person with the disability and side with the abuser.  

It can leave the person defeated and still in danger.”  That’s 

someone from another state, but I think the question might be 

universal, if you agree. 

DENISE BAKER: Yeah, very.  What we do, I mean we really try and go out and do 

as many presentations and trainings with all different types of 

organizations.  So we will do training at hospitals, with doctors and 

ER staffs.  We do training at police departments.  Definitely we 

will go to the precincts that are in our boroughs that we work at 

and introduce ourselves to the domestic violence officer to make 

sure they understand the work that we do.  Educate them about the 

dynamics of disability, the dynamics of domestic violence and 

disability.  Really it’s all about education.  It’s a long process.  So 

just this past week, I heard a horror story.  A coworker told me 

about trying to get a police report for a client who had been off his 

meds because the abuser had stolen them, and how the police 

officer didn’t want to take the report because the person wasn’t 

credible, but didn’t understand that this is all a result of domestic 

violence.  So we’re constantly trying to get out to the community 

and educate as much as we can around issues of domestic violence 

and disability. 

BILL FERTIG:  Okay, and let us know when the time has come, but… 

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  Until then I have a couple more questions.  One is on accessibility, 

per se.  “Accessibility being such a huge issue, how does Barrier 

Free Living assist the survivor to safety when accessible services 

are just not available, particularly for the multiply disabled?”  The 

question here at the end I guess is, “Any outside-the-box 
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suggestions for emergency sheltering?”  That would be the 

question, I think. 

DENISE BAKER: Mm-hmm.  That’s a big one that we run into a lot of the time 

because the Secret Garden, the agency I work for, is the program 

under Barrier Free Living, we are able to often get our clients into 

Freedom House, the accessible domestic violence shelter, a little 

bit more easily.  Not always, though, because if their beds are full 

there’s nothing we can do, or the other option is trying to get them 

into the transitional housing fully accessible shelter, where that is 

not a DV shelter, but it is fully accessible, but there are safety 

concerns.  So that’s an issue we run into constantly, because if 

there is no space, let’s say there are no beds at the emergency 

shelter, then kind of along with everybody else we’re stuck calling 

the State Horizon DV Shelter hotline daily with clients, trying to 

see if there is any beds that are open.  I had learned that there was 

an accessible shelter somewhere upstate – now I can’t remember 

the name of it.  I can try and find that and make sure I get it out to 

everybody.  If things are being sent I can send that along with any 

other questions, but it’s a big concern.  We have the same issues. 

BILL FERTIG:  Okay, and another question is a little shorter.  It will be easier for 

me to read to you.  “What is the average time it takes for a client to 

feel empowered and safe after being abused?  Is there any time that 

we would consider average?” 

DENISE BAKER: Yeah.  I don’t know if there is an answer to that question, because 

domestic violence relationships are so different case by case, and 

the type of abuse the person might experience is going to be very 

different from relationship to relationship.  There’s no standard 

amount of time that a person will quote unquote recover, you 

know, will recover and be back to feeling fully empowered.  I 

think things that can really help the process are having as many 

services as possible, and having as many supports put into place.  
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So I am a huge, huge, huge proponent of group therapy.  A lot of 

our clients will come and start individual therapy and get pretty far 

with that, but I think having a group therapy experience is a really 

good support, because a lot of our clients will come already 

isolated or lack of friends or family or not wanting, not really 

feeling comfortable talking about these things with anybody, even 

if they do have friends and family, because they’ll feel judged.  So 

having a group experience where there are people who aren’t the 

same as you but they are very similar, they might have similar 

experiences can not only provide a supportive environment, it can 

increase their sense of support and decrease the isolation.  So 

again, I don’t know if there’s really a standard time, but I think by 

working around providing as many services as possible and as 

many supports, people can start to feel like recovered from the 

trauma and the abuse and feel more empowered faster. 

BILL FERTIG:  Okay.  Another short question.   

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  “What do you suggest if at my place of employment does not have 

anyone for individuals with disabilities?”  Let me read that again.  

“What do you suggest if at my place of employment there is not 

anyone to address individuals with disabilities?”  I paraphrased the 

second time. 

DENISE BAKER: I’m wondering if… I guess I’m maybe understanding that as like if 

there is nobody at your job to address any disability issues, I would 

imagine an HR department or human resources has to be 

knowledgeable about the ADA act, the Americans with Disabilities 

Act, and provide adequate resources to individuals who are 

working who have disabilities.  Also, depending on benefits, often	  

a lot of employers will offer counseling services for employees, so 

that’s one way to go about finding somebody to talk to about any 

issues that you have that might be related to work or might be 
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confidential, would be going to HR and first exploring it there and 

then maybe looking for counseling through the employment’s 

benefits, if your agency provides benefits.  That should do 

something for you. 

BILL FERTIG:  Okay.  And the next is described as more of a comment than a 

question. 

DENISE BAKER: Mm-hmm. 

BILL FERTIG:  “People with disabilities may also feel limited by society’s view of 

their partner as sainted for being with them because they are 

disabled, and how they should be grateful that someone decides to 

be with them at all.”  There’s a comment.  Do you have any 

reaction to that?  In other words the… mm-hmm. 

DENISE BAKER: I agree.  That could go up on the slide around myths and biases and 

feelings that this person is being in a relationship with somebody 

who has a disability, so they should be sainted or – which we know 

this is a myth and this is a bias, and that it does not at all justify 

any kind of abusive behavior or any kind of abuse, but that is a 

really a good comment, an important comment to make, too.  We 

see society does not give nearly not even, barely enough attention 

to individuals living with disabilities, and that needs to change. 

BILL FERTIG:  Okay, and we’re getting towards the end of our period.  

DENISE BAKER: Yeah. 

BILL FERTIG:  If you give me just a moment to flag any significant questions that 

I’ve not already located.  Actually I think that concludes the 

questions of significant manner, other than those you maybe have 

to answer at a later time. 

DENISE BAKER: Sure. 

BILL FERTIG:  Once everything is archived and the questions are presented to 

you.  I would like to thank Denise Baker on behalf of National 

Spinal Cord Injury Association and representing Barrier Free 

Living for presenting this webinar to us today.  Again, this webinar 



40 
	  

will be archived in its entirety on the National Spinal Cord Injury 

Association website, and you can locate that at 

www.spinalcord.org.  Please give the IT-experienced individuals 

helping us some time to get that.  It should be there soon.  It will 

take a little bit of time to get that all together, but then this 

webinar, along with our others in the webinar series, will be 

archived at www.spinalcord.org.  Thank you very much Denise for 

your presentation today, and this concludes our presentation. 

DENISE BAKER: Thank you very much for having me./AT/jf/el/sg 


