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Abstract
This chapter describes the standard components of batterer intervention programs, alternatives to the most common approaches, and which treatment modalities to avoid for offenders of intimate partner violence. The chapter focuses on treatment standards from the State of Washington, including rules for behavioral assessments, treatment plans, a standardized cognitive-behavioral treatment curriculum, and core competencies for treatment completion. The Risk, Need, Responsivity Model is explained in-depth, including how it is used in the assessment process, treatment planning, and treatment delivery in the programs of Washington state. 
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Risk-Needs-Responsivity (RNR) Informed Approaches to Batterer Intervention Treatment
Before we outline an alternative to batterer intervention treatment, let us clarify what it is not because it is common for courts in some jurisdictions to order anger management, mental health, or couples counseling as alternative treatments for court-mandated offenders intimate partner violence (IPV). While psychotherapy and anger management are essential components of offender treatment, depending on how they are incorporated, these treatment modalities are not well-suited for IPV treatment. In some cases, they can be inappropriate and even dangerous. They are not viable alternatives for most offenders, as most states mandate psycho-educational group formats specific to domestic violence treatment as the only recognized treatment modality. 
‘Traditional’ Batterer Intervention Treatment and the Alternatives
The provision of domestic violence treatment requires specialized education, which is often not addressed within the training curriculums offered in most professional mental health counseling programs. Collusion with the offender and victim-blaming are common with counselors who lack training in domestic violence offenders in individual mental health counseling. This only increases the risk to the victim and their children. Consider that an offender can maintain a calm and healthy demeanor during a couples counseling session. The counselor will assume that it is a safe space for the offender's partner to open up and express grievances. All seems fine on the surface. However, if a domestic violence offender has not made healthy cognitive and behavioral changes resulting from proper treatment, they may lash out at their partner after the session. Obviously, this also increases the risk to the victim. 
A well-trained domestic violence professional should determine specific treatment options appropriate for each individual who has engaged in intimate partner violence, just as a specially trained substance abuse professional would make treatment recommendations for someone arrested for driving under the influence of drugs or alcohol.  Batterer intervention typically includes an anger management component. However, anger management does not include batterer intervention treatment, which is designed to address more chronic, severe forms of physical violence and issues of power and control. When intimate partner violence has occurred, a typical anger management class may not be a suitable response. An offender may present with both an anger management problem and an intimate partner violence problem, in which case treatment, in the form of a batterer intervention program, can address both aspects and is fitting. 
Domestic violence intervention treatment has been around since the late 1970s but really began to expand nationally in the 1980s and 1990s because of mandatory arrest laws for offenders. While there are no national standards in place, most states in the U.S. have standards in place for batterer intervention programs, although some are not mandated but rather serve as guidelines. Often, there is little to no funding for batterer intervention programs. Levels of qualification, education, and training of staff/facilitators tasked with treatment delivery differ substantially across programs and states.  In the absence of a national standard (Stover & Lent, 2014), each state or county, and sometimes each individual treatment program, has developed its own versions of a treatment model. In places where there are limited local standards or the standards are merely guidelines, it is not unusual to find treatment programs that are staffed with facilitators who lack domestic violence training, collude with participants or utilize punitive and shame-based approaches. Most batterer intervention programs are psycho-educational, although there are some which can be characterized as purely educational or therapeutic as well. It is for this reason that it is hard to define a ‘traditional’ approach. In some states, batterer intervention programs are also referred to as intimate partner violence (IPV) treatment programs to differentiate between a broader definition of domestic violence perpetrated against any member of the family and intimate partner violence perpetrated against an intimate partner. 
Many researchers divide intimate partner violence treatment programs into two groups: those that use a cognitive-behavioral approach, focused on changing the thoughts that lead to abuse and providing the pro-social skills with which to improve the offender’s emotion management and relationship skills, and those that use the Duluth model (Babcock, 2004), focused on changing the abuser’s belief that they should exercise power and control over their partner. Nevertheless, most IPV treatment programs combine the two approaches (Cannon et al., 2016). Consider a program that utilizes the Power & Control Wheel (Pence, 2008) in a particular session. Does that in itself categorize the program into the ‘Duluth’ model? What if that same program also incorporates mindfulness or dialectical behavior therapy (DBT) skills (Linehan, 2014)? How then would the program be categorized? Although many programs are heavily weighted with a cognitive-behavioral approach, they are not always overt about it, and they may not have a standardized curriculum, so that leaves doubt and subjective interpretation about their methods. How researchers divide and define programs is a question worth asking so that IPV treatment programs can get a more accurate picture of outcomes and shape their programs for success. 
Regardless of how a batterer intervention program is shaped, it can only be as good as the system in which it operates. “Program effectiveness,” according to Gondolf (2003), depends on the intervention system of which the program is a part (Gondolf, 2003). A batterer intervention program is responsible for continually evolving to use the most effective methods and standards possible. However, that effort is inadequate without ample court response for violations, more intensive programming for high risk (participants), and consistent risk monitoring (Gondolf, 2003). From law enforcement, the court, and probation to treatment, the entire system must function in a united fashion to yield the best results. 
It is equally important to acknowledge the value of fundamental standards. In an evaluation among four geographically distributed cities to measure the effectiveness of treatment, Gondolf concluded that different treatment approaches could have similar successful outcomes when they share a common standard (Gondolf, 1999). Meaning, IPV treatment programs can have diverse and individualized approaches as long as they adhere to a common core standard. Consequently, what alternative approach to IPV treatment could successfully conform to fundamental standards, and what should those standards be? A broad sample of research into batterer treatment programs yields mixed results, mainly due to how programs are defined and measured, as mentioned above Babcock et al., 2016). However, one common theme that does consistently emerge is the need to step away from a 'one size fits all' approach and move towards a more individualized, cognitive-behavioral approach. It is imperative to note that aside from an effective model and standards, other important factors are just as critical, such as group cohesion and the therapeutic relationship between the facilitator and the participants. A 2003 study found that the strongest predictors of outcome were group cohesion and the client-therapist alliance (Taft et al., 2003).  
In this chapter, we will examine one example of an alternative approach to IPV treatment, which consists of the following components:
· Education and training requirements for IPV treatment facilitators;
· A risk, needs, responsivity assessment, and treatment framework;
· A differentiated treatment model;
· A cognitive-behavioral treatment approach with a standardized core curriculum; 
· Core competencies and completion criteria for successful completion of treatment; and
· Quality management.   
This approach is from the State of Washington, which amended its IPV standards in response to a broad concern about the efficacy of IPV treatment. As a result, Washington state convened an IPV treatment advisory committee, contracted with national IPV experts, and gathered feedback from a large selection of stakeholders, including victim advocates and survivors. The resulting changes in IPV treatment standards were immense. The previous standards were revoked completely, and a new chapter of IPV treatment standards was adopted in the State of Washington on June 29, 2018. A fuller representation of these changes can be found at: https://app.leg.wa.gov/wac/default.aspx?cite=388-60B). 
Colorado incorporated a similar differentiated treatment approach in 2010 (McRee Lauch et al., 2017). The main differences between the Colorado and Washington models are the risk assessment tools and Colorado’s mandated use of a multidisciplinary team to determine treatment progress and completion. 
Education and Training Requirements for IPV Treatment Facilitators
There are three levels of direct treatment staff in certified IPV treatment programs in the State of Washington. The first level (trainee) requires a bachelor’s degree, a counseling credential issued by the state, thirty hours of training in domestic violence victim advocacy, and thirty hours of training in providing IPV treatment. The second level (staff) requires the previous level’s education, credential, and training, along with at least fifty hours of experience providing supervised, direct treatment at an IPV treatment program and fifty hours of experience working with domestic violence victims. The third level is that of ‘supervisor.’ The Washington state model requires that each state-certified IPV treatment program have at least one supervisor with the following qualifications:
· A master's degree from an accredited university in counseling, psychology, social work, or similar social services field;
· A counseling credential issued by the state;
· A minimum of two years of experience providing direct services at an IPV treatment program;
· At least two hundred and fifty hours of direct treatment contact with participants at an IPV treatment program; and
· At least one hundred hours of experience working with victims of domestic violence. 
Supervisors are required to oversee the IPV treatment program by periodically observing assessments and treatments of all staff who provide direct client services in the IPV treatment program. Supervisors also review a sample of each direct treatment staff’s assessments and client records for compliance with state standards and the program’s own policies and procedures. Additionally, supervisors are required to report any critical incidents to the certifying department at the state, such as death, serious injury, or a violation of staff or client's rights at the program. 
A well-educated, trained, and experienced workforce plays a crucial part in providing effective assessments and evidence-based treatment. The State of Washington requires all direct IPV treatment staff to attain a minimum of twenty hours of continuing education annually, about half of which is victim-focused. The other half is treatment-focused. Suicide prevention education is also required. Furthermore, the state performs on-site reviews of all certified IPV treatment programs to determine compliance with state standards and require corrective actions when needed. 
A Risk, Needs, Responsivity Assessment and Treatment Framework
The risk, needs, responsivity (RNR) model is an evidence-based approach for working with participants in the criminal justice system. RNR (Andrews & Bonta, 2006) has three principles: 
Risk principle. We are looking specifically at the offender’s risk to re-offend in intimate partner violence.  
Need principle. Criminogenic needs '
are assessed as part of the RNR model, but the State of Washington's approach also evaluates static and dynamic risk factors (other than criminogenic) and their associated treatment needs. 
Responsivity principle: The State of Washington's approach individualizes treatment within a cognitive-behavioral model and considers the offender's learning style, motivations for healthy relationships, and personal strengths. 
“RNR is derived from decades of research demonstrating that the best outcomes are achieved in the criminal justice system when (1) the intensity of criminal justice supervision is matched to participants’ risk for criminal recidivism or likelihood of failure in rehabilitation (criminogenic risk) and (2) interventions focus on the specific disorders or conditions that are responsible for participants’ crimes (criminogenic needs)” (Andrews, 2006, Pg. 1).
The RNR model has been incorporated into outpatient IPV treatment programs with documented success. According to one study conducted by Gabora, results for incarcerated male offenders in an IPV treatment program using RNR principles showed reduced attitudes that supported violence against women and higher pro-social skills overall. In the same study, feedback from parole officers reported positive changes in behavior and attitude associated with treatment. A follow-up with the offenders after release indicated that program completion significantly reduced spousal violence in addition to general violent recidivism. These results are encouraging and demonstrate that domestic violence programs respecting the RNR principles may effectively reduce IPV (Gabora, 2015).
How does an outpatient program incorporate RNR into the assessment and treatment process? The Washington state model demonstrates one possibility by incorporating it into a robust behavioral assessment (https://app.leg.wa.gov/wac/default.aspx?cite=388-60B-0400). How RNR is integrated into the treatment process is explained later in this chapter. The Washington state model asserts the purpose of the assessment is to determine: (1) the level of risk, needs, and responsivity for the participant; (2) the level of treatment the program will require for the participant; and (3) behaviorally focused, individualized treatment goals or objectives for an initial treatment plan. 
Behavioral Assessment Standards 
The State of Washington requires the IPV behavioral assessment to include general information such as referral, demographic and cultural information. The cultural information includes gender identity, preferred pronouns, sexual orientation, religious or spiritual beliefs, race, ethnicity, groups with which the participant identifies, and any possible cultural context for the participant’s views about using violence in family relationships. A summary of historical information is gathered about the participant’s domestic violence or sexual assault victimization and trauma history, which includes any complex trauma. Information on legal interventions is documented, including current or past protective orders, restraining orders, or any other court orders such as a parenting plan. A summary of police or incident reports for current and past incidents involving coercive or abusive behaviors is also included when applicable. 
The assessment characterizes the types of abuse the participant has engaged in and whether abuse has affected any children. This is achieved by documenting the participant’s specific abusive behaviors, whether there were children present during any incidents or in the immediate aftermath of an incident, and the children's exposure to the abuse, the victim's injuries, or property damage. The assessor gathers information to determine how children have been affected in any way by the participant's domestic violence and if a parenting class specific to perpetrators of domestic violence will be required by the program. Third-party and collateral sources are necessary to assess the participant's risks and needs are required components of the assessment. Those sources include, but are not limited to, information from probation or parole officers, the victim, previous partners, or a current partner if they choose to provide information, victim advocates, 911 tapes, guardians ad litem, CASAs, or parenting evaluators, and child protective service workers.
The assessment compiles additional information into seven main domains, which constitute the core of the assessment document and includes:
1. Current and past high-risk factors as defined by the standards;  
2. Screening for traumatic brain injury, with documentation of making appropriate referrals for further assessment or treatment when needed;
3. A screening for indicators associated with the participant's mental health, with documentation of making appropriate referrals for further assessment or treatment when needed; 
4. An assessment of the participant’s belief system as it relates to hierarchical relationships, spiritual, cultural, or religious beliefs about gender and family roles that condone partner violence;
5. Screening for substance use, with documentation of making appropriate referrals for further assessment or treatment by a substance use disorder professional when needed;
6. An assessment of the participant's environmental factors which must include a criminal history from the participant's self-report, a background check that covers each state they have lived in over the last ten years, and collateral sources. The environmental factors include criminogenic needs as defined later in this chapter; and
7. Documentation of the results from an evidence-based, standardized test that provides empirical and objective data regarding risk, lethality, or needs for domestic violence perpetrators. Documentation of a separate evidence-based test and the participant's level of psychopathy must be completed when needed based on the assessment interview, background check, or input from a third party or collateral sources.
In addition to the seven domains of the assessment, the assessor also estimates the participant's readiness to change, the current level of accountability, motivations for healthy relationships, and their perceived strengths. The assessor then notes the absence or presence of acute or critical factors, which indicate the participant is at a higher risk for lethality or recidivism: 
· Previous incidents of physical assaults causing injury, sexual assaults, strangulation, or previously reported incidents toward more than one partner;
· Stalking behaviors;
· Physical, sexual, or assaultive violence against children, pets, or an elderly person;
· Attempts or threats of homicide or suicide in the last twelve months;
· Repeated violations of probation, no contact orders, protective orders, or similar orders; or
· A demonstration of medium to high levels of traits and characteristics associated with psychopathy.
Participants may be determined to have a high level of risk, need, or lethality, even if they do not meet any of the critical or acute factors listed above. 
Finally, the assessment summary includes findings from the behavioral assessment and interview with the participant, collateral information, and input from third-party sources, which are public record or have been released to be shared in the assessment by the source of information. The summary contains a recommendation and rationale for no treatment or placement into one of four levels of treatment. The assessment is contained in a single document. However, it is an ongoing process of gathering information throughout treatment from the participant and third-party contacts, with particular attention to dynamic risk factors. The assessment process collects information that assists the program in developing an individualized treatment plan, which includes the program’s general and specific responsivity as defined by the RNR model (Andrews & Bonta, 2010):
Programs can produce significant reductions in recidivism when program facilitators adhere to the RNR model. The risk principle has two components. The first part emphasizes the importance of predicting criminal behavior, which is why the State of Washington requires evidence-based testing for risk or lethality. The second component focuses on the need to appropriately match the level of IPV treatment to the offender’s risk level. As the risk level increases, the amount of treatment needed to reduce recidivism also rises (Andrews & Dowden, 2005). General responsivity in the Washington state model includes a trauma-informed cognitive-behavioral approach. Specific responsivity considers strengths, learning style, personality, motivation, and bio-social (e.g., gender, race) characteristics of the individual. 
A Differentiated Treatment Model
Once the assessment determines risks, needs, and lethality, the participant is recommended to either no treatment or to one of four levels of treatment (see Table 1). The interview with the participant, evidence-based testing, criminal history, and input from a third party and collateral sources determines the level of risk, needs, and lethality in the assessment. In order to qualify for level one treatment, participants must have engaged in abusive and controlling behaviors with an intimate partner but have no previous domestic violence charges, regardless of an arrest or legal outcomes. Suppose the assessor cannot obtain information from any collateral or third-party sources. In that case, the assessor does not have sufficient information to categorize the participant as ‘low risk’ and cannot place them in level one treatment. 
One prominent factor that separates level three from level two is the presence of criminogenic needs or traits associated with an antisocial personality. Participants with several criminogenic needs or antisocial traits will require more time in treatment, and they will be recommended for level three treatment (see Table 2). 
“Criminogenic needs are dynamic risk factors that are directly linked to criminal behavior. Criminogenic needs can come and go unlike static risk factors that can only change in one direction (increase risk) and are immutable to treatment intervention. Offenders have many needs deserving of treatment but not all of these needs are associated with their criminal behavior. These criminogenic needs are subsumed under the major predictors of criminal behavior referred to as ‘central eight’ risk/needs factors” (Andrews et al., 2006, pg.1).
Level four treatment is reserved for participants with medium to high levels of traits and characteristics associated with psychopathy and focuses almost entirely on criminogenic needs and intrinsic motivations for change. 
A Cognitive-Behavioral Treatment Approach and Standardized Core Curriculum 
Using a trauma-informed, cognitive-behavioral treatment approach is a requirement of the Washington state model (https://app.leg.wa.gov/wac/default.aspx?cite=388-60B-0320), but that does not exclude an augmentation to the approach with DBT, Internal Family Systems (IFS), mindfulness, or other evidence-based approaches. The University of Washington (Harborview) developed the "Cognitive Behavioral Treatment Guide for Intimate Partner Violence" (Berliner et al., 2020), and it meets the requirements of the Washington state rules for treatment in levels one, two, and three. The guide is for the facilitator, and it includes mindfulness activities, information about the session topic, and links to homework documents. The guide consists of twenty-nine sessions, including those orienting the participant to the curriculum and providing definitions; and those providing information in overcoming unhelpful thinking, coping with emotional dysregulation, managing anger and other challenging emotions, developing empathy for victims, and improving one's communication, conflict resolution, and parenting skills. (Berliner et al., 2020). The guide is available, free of charge, and can be viewed or downloaded from the State of Washington’s website: https://www.dshs.wa.gov/esa/community-services-offices/domestic-violence-intervention-treatment. 
IPV treatment groups in the State of Washington are typically open, and as a result, there is no specific order to the treatment guide. Facilitators are encouraged to use the guide as a ‘core’ curriculum and add to it in order to meet the individual needs of the participants in the group. Having a standardized core curriculum helps deliver a more consistent treatment, and flexibility for augmentation allows the program to address the participant’s individual needs. Figure 1 demonstrates the almost infinite combination of individual needs of participants in IPV treatment. Although the core curriculum is a consistent deliverable for all group members, numerous other factors may be present in each category surrounding the core standards. When enough group members share a common factor outside the core curriculum, it is simple for the group facilitator to incorporate it into group treatment. When just one or two group members have additional needs that are not met in the core curriculum, facilitators can use individual sessions to meet the participant's needs. The State of Washington's model allows for a group, individual, or a combination of group and individual sessions for high-risk/need participants. 
Core Competencies and Completion Criteria 
Dynamic risk factors must improve during IPV treatment. Examples of stable and acute dynamic risk factors could include substance abuse, unemployment, emotional regulation difficulties, few pro-social friends, arguing with coworkers, intense negative emotional state when arguing with their intimate partner and using physical and verbal abuse to get their way, 'win' or as a means to end arguments.  Documentation of the following core competencies and completion criteria are required to successfully complete levels one, two, and three IPV treatment in the Washington state model:
· Documentation of the participant’s cognitive and behavioral changes;
· Documentation that the participant has met all of the treatment program’s requirements for completion;
· Evidence, the participant, has remained in compliance with any co-occurring treatments required in their treatment plan;
· The knowledge that there have been no reports of physical violence in the last six months;
· Documentation that the participant has met the minimum treatment period requirements for their level of treatment;
· Proof that the participant complies with all related court orders;
· Documentation of the participant’s accountability and adherence to their accountability plan; and 
· Documentation of the participant's knowledge of their primary personal motivations for using abusive or controlling behaviors and alternative ways to meet their needs in a non-abusive manner.
Level four participants have a unique treatment approach and completion criteria outlined in the Washington state standards (https://app.leg.wa.gov/wac/default.aspx?cite=388-60B-0430). The Washington state model also has standards for quality management to improve each IPV treatment program (https://app.leg.wa.gov/wac/default.aspx?cite=388-60B-0125) continually. 
As part of the quality management plan, participants are asked to complete outcome data forms at the end of treatment, which measure demographics, their understanding of the cognitive-behavioral paradigm, healthy relationship skills, and their use of abusive behaviors before, during, and after treatment. The outcome data form is voluntary and confidential. Completed forms are sent to the State of Washington to compile the data and provide programs feedback. Over six hundred data outcome forms were submitted to the State of Washington in the first two years of implementing the new standards. The data helps compile quantitative and qualitative information to facilitate continuous improvement in IPV treatment programs.  For more information about this alternative IPV treatment approach or the core curriculum, you can contact:
State of Washington 
Department of Social and Health Services 
Domestic Violence Perpetrator Treatment Program Manager
https://www.dshs.wa.gov/esa/community-services-offices/contact-information 
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Table 1
Differentiated Levels for IPV Treatment in the State of Washington
	Treatment Level
	Brief Description
	Minimum Treatment Length

	No Treatment
	Possible referral to victim services or not amenable to treatment
	NA

	Level 1
	Low risk and need
	6 Months

	Level 2
	Medium risk or need
	9 Months

	Level 3
	High risk or need
	12 Months

	Level 4
	Medium to high levels of traits and characteristics associated with psychopathy as evidenced by testing, criminal history or collateral contacts
	18 Months















Table 2
Criminogenic Needs, Indicators and Intervention Goals
	The seven major risk/need factors along with some minor risk/need factors Major risk/need factor 
	Indicators 
	Intervention goals 

	Antisocial personality pattern 
	Impulsive, adventurous pleasure seeking, restlessly aggressive and irritable 
	Build self-management skills, teach anger management 

	Procriminal attitudes 
	Rationalizations for crime, negative attitudes towards the law 
	Counter rationalizations with pro-social attitudes; build up a pro-social identity 

	Social supports for crime 
	Criminal friends, isolation from pro-social others 
	Replace procriminal friends and associates with pro-social friends and associates 

	Substance abuse 
	Abuse of alcohol and/or drugs 
	Reduce substance abuse, enhance alternatives to substance use 

	Family/marital relationships 
	Inappropriate parental monitoring and disciplining, poor family relationships 
	Teaching parenting skills, enhance warmth and caring 

	School/work 
	Poor performance, low levels of satisfactions 
	Enhance work/study skills, nurture interpersonal relationships within the context of work and school 

	Pro-social recreational activities 
	Lack of involvement in pro-social recreational/leisure activities 
	Encourage participation in pro-social recreational activities, teach pro-social hobbies and sports 



(Andrews & Dowden, 2005; Lowenkamp, 2004; Lowenkamp, Latessa & Smith, 2006; Taxman, F.S., & Marlowe, D.B. (Eds.), 2006)







Figure 1
Individualized IPV Treatment in the State of Washington
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