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ABSTRACT
The American College of Surgeons Committee on Trauma 
requires that trauma centers demonstrate adequate 
financial support for an injury prevention program 
as part of the verification process. With the ongoing 
challenges that arise with important social determinants 
of health, trauma centers have the important task of 
navigating a patient through the complex process of 
obtaining services and tools for success. This summary 
from the American Association for the Surgery of Trauma 
Prevention Committee focuses on a model that has been 
present for several years, but has not been brought to 
full awareness in the trauma world. It highlights the 
importance of the Family Justice Center concept that 
brings a multitude of organizations under one roof, 
thus eliminating the hurdles encompassed by trauma 
patients, seeking life-changing resources necessary 
to mitigate the impact of both community violence 
exposure and intimate partner/domestic violence. It 
discusses the potential benefits of a partnership between 
trauma centers and Family Justice Centers and similar 
models. Finally, it also raises awareness of important 
programmatic evaluation research required in the arena 
of injury prevention targeting a population whose 
outcomes are difficult to measure.

INTRODUCTION
Domestic violence (DV) is a public health issue 
which crosses families, communities, and popula-
tions.1–4 Some risk factors and social determinants 
of health that have an impact on the prevalence 
of violence are: hopelessness, unemployment 
(although it affects all social classes), access to fire-
arms, lack of housing, lack of role models, mental 
illness, and substance abuse.1 2 DV includes violence 
against partners, children, parents, or the elderly, 
whereas intimate partner violence (IPV) involves 
violence that occurs in a close relationship and is 
not specific to only those associations with sexual 
intimacy. The Centers for Disease Control and 
Prevention (CDC) defines DV or IPV as ‘physical 
violence, sexual violence, stalking, or psychological 
harm by a current or former partner or spouse’.5 6 
On average, 50 women in the USA are killed with 
a firearm by intimate partners each month. Abused 
women are five times more likely to be killed if the 
person abusing the woman owns a firearm.1 7 8 The 
American College of Obstetrics and Gynecologists 
issued a statement noting that women dispropor-
tionately experience IPV, and abusers with access to 

a firearm within those relationships are a key risk 
factor for intimate partner homicide.1 2 9

According to the CDC, one in four women and one 
in seven men in the USA have experienced violence 
(sexual, physical) and/or stalking from an intimate 
partner in their lifetime; and the risks to victims 
are potentially severe. CDC data link IPV with an 
increased risk of injury and death.1 7 10 11 Although 
both men and women are harmed by IPV, women 
more frequently experience severe consequences 
of IPV and suffer life-threatening injuries.12 13 
The disproportionate impact of IPV on women is 
apparent in homicide data which demonstrate that 
42% of female murder victims are killed by an inti-
mate partner, as compared with 5% of men who 
sustain fatal injuries with an intimate partner as the 
perpetrator.12 14 15 Almost half of women murdered 
by an intimate partner have a documented emer-
gency department (ED) visit within 2 years prior to 
their death.12 15 These patients often present with 
traumatic injuries, which provide surgeons, emer-
gency physicians and nurses an opportunity to 
break the cycle of violence.12

In the USA, about 20 people per minute are phys-
ically abused by an intimate partner, which equates 
to 10 million people abused annually from inti-
mate partners.16 17 Twenty-two percent of women 
and 14% of men are harmed by at least one act of 
severe physical violence by an intimate partner at 
some point in their lifetime. These data translate 
to an incidence of nearly 2.8 million women and 
more than 2.3 million men severely injured annu-
ally.1 7 17 This toll of abuse is significantly more 
common than other diseases, such as breast cancer 
and heart disease.18 Almost 23 million women and 
1.7 million men have been the victim of completed 
or attempted rape at some point in their life.

There appear to be disparities regarding the 
impact of DV/IPV in certain ethnic populations, 
and among the lesbian, gay, bisexual, transgender, 
queer community.7 18 A recent survey indicates that 
higher rates for Native American women persist, 
but disproportionately high rates are now also 
observed in multiracial (56.6%) and non-Hispanic 
black (45.1%) women.7 19 Women with disabilities 
are more vulnerable to rape and sexual coercion, 
along with several forms of IPV.1 10

IPV is under-reported and often goes unrecog-
nized by family members, friends, and healthcare 
providers. This may be due to a propensity of 
patients who experience IPV not to disclose the 
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violence unless prompted by family, friends or healthcare profes-
sionals. Available data demonstrate that only about one in four 
women patients will offer spontaneous testimony of an IPV inci-
dent.12 20

No one is immune from IPV; not even surgeons or other physi-
cians. Although the true prevalence of IPV among US surgeons 
is unknown, it is important to note that anyone can be a victim 
regardless of income, education, race, ethnicity, age, or profes-
sional role.16 Collectively, the authors of this article have eight 
physician colleagues who were killed by IPV.

Community violence exposure in the form of a child being 
subjected to either DV or IPV involving a parent deserves 
mention because it has direct bearing on the physical, mental, 
and emotional development of children. Increased stress levels 
among parents are often a significant predictor of physical abuse 
and neglect of children, in addition to neighborhood poverty.1 10 
If the parent is unable to access professional support after DV or 
IPV, the exposed child will also not receive assistance or treat-
ment. This may contribute to lifelong mental health and physical 
health problems for the child such as chronic disease, anxiety, 
substance abuse, depression and physical violence.1 19 21 The 
Family Justice Center (FJC) concept provides services to address 
root causes of these issues to mitigate preventable lasting effects.

Researchers estimate that upwards of 18.8 million children 
in the USA witness DV across their lifetime.22 23 Meta-analytic 
studies consistently find that children exposed to DV are at a 
higher risk for emotional, social, and behavioral difficulties 
both in the short term and long term.22 24–26 Moreover, children 
exposed to DV experience additional stresses associated with 
the trauma of repeated separations, child custody battles, and 
isolation from extended family supports. Children exposed to 
DV are also at a significantly higher risk for abuse and neglect.27 
28 While the research on exposure to DV continues to emerge, 
existing evidence suggests these children are at risk for propen-
sity to perpetuate the cycle of DV.27 29–31 The higher the expo-
sure to childhood trauma, the higher the rates of impaired 
social, emotional and cognitive functions, health/behavioral risk 
factors, acute and chronic diseases, disability, early death and 
risk for intergenerational transmission of adverse childhood 
experiences.27 32 33 Given the prevalence of children exposed to 
DV in the USA and the negative consequences on their future, 
an effective system-level intervention is needed to provide chil-
dren the opportunity to develop positive childhood events and 

positive coping mechanisms that allow for resiliency and ability 
to thrive in difficult environments.27

THE FJC MODEL
Development
The FJC concept began in San Diego, California by Casey Gwinn, 
JD (president) and Gael Strack, JD (CEO) in 1989, and led to the 
creation of Alliance for HOPE International in 2002, of which 
Chan Hellman, PhD of the University of Oklahoma, Tulsa is 
the lead researcher.34 As of 2021, there are FJCs in 43 states in 
the USA and 25 countries around the world.34 35 There are now 
over 130 FJCs in the USA, approximately 17 in California,36 and 
currently a state-wide movement in Georgia.34 Of these centers, 
37 are formally affiliated with the FJC Alliance, as of January 31, 
2021. FJCs are codified in the federal Violence Against Women 
Act. CA SB 557 (Senator Kehoe); AB 1623 (Majority Leader 
Atkins).37 It was the first state legislation in the USA focused on 
defining and evaluating FJCs. FJCs are defined as:

Multiagency, multidisciplinary service centers where public and 
private agencies assign staff members on a full time or part-time 
basis in order to provide services to victims of DV, sexual assault, 
elder abuse or human trafficking from one location in order to 
reduce the number of times victims must tell their story, reduce the 
number of places victims must go for help and increase access to 
services and support for victims and their children.38

In 2003, US President George W Bush put forth the Presi-
dent’s FJC Initiative to provide $20 million to 15 communities 
to help them establish pilot FJCs in communities across the 
country. This initiative used the San Diego FJC as its model.35 39 40 
The US Department of Justice views the FJC model to be a best 
practice approach in responding to DV.39 They recognize dispari-
ties in care regarding people of color, and endeavor to encourage 
importance of promoting human rights.6

Program details
Programs provided by Alliance for HOPE International include, 
but are not limited to6:

►► FJC Alliance: assists in supporting interested communities 
with the necessary tools required to establish and sustain a 
functional Family Justice multiorganizational center.

►► Training Institute on Strangulation Prevention: teaches 
management of non-fatal strangulations to increase the 
knowledge base of professionals (medical providers, law 
enforcement agents, etc) involved in the management of 
DV and sexual assault victims who are strangled. The insti-
tute also amplifies advocacy among the legal and medical 
communities.

►► Camp HOPE America: evidence-based mentoring and 
camping summer program that provides an intervention for 
children exposed to DV by developing resilience, hope, and 
character.

►► VOICES Survivor Network: volunteer network of DV and 
IPV survivors working in a collaborative multidisciplinary 
fashion to break generational cycles of violence and abuse in 
families, leading to economic justice and healing.

►► Justice Legal Network: assists victims with civil legal advo-
cacy, including but not limited to: matrimonial law, immi-
gration law, disability representation, and elder protection.34

Acquiring up-to-date knowledge to appropriately care for stran-
gulation victims, and skills necessary for financial liberation and 
parenting are critical. Victims of IPV may suffer near and non-
fatal strangulation that may go unrecognized due to lack of iden-
tification of clinical signs. Alliance for HOPE’s Training Institute 

Figure 1  Camp HOPE participants: by year.
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on Strangulation Prevention focuses on addressing near and 
non-fatal strangulation cases in DV, sexual assault, elder abuse, 
and child abuse cases.41 The institute trains medical personnel, 
staff caring for DV/IPV victims, as well as victims/family/friends. 
The FJC offers four 6-week financial literacy courses to clients 
each year. A 10-week dual track parent/child program called 
‘Stepping Stones’ is offered three times per year.42

The VOICES Survivor Network is an important aspect of the 
FJC, where survivors encourage each other, and support and 
shepherd one another along the way to liberation.

The International Family Justice Center Conference is the 
only national and international violence prevention conference 
focused on the development of multiagency, multidisciplinary 
teams in every community in America and around the world.6

The resources and structures of these Centers vary across 
communities. However, best practice approaches recommended 
for developing FJCs include: colocated multidisciplinary services 
for victims and children; law enforcement agencies with proac-
tive arrest or mandatory arrest policies for offenders; enforce-
able prohibitions against offenders on the site of the Center; 
trained professionals who already work with DV issues within 
the community; elected officials and other community policy-
makers who support the Center; a thorough planning process 
that guides the development of the Center; and widespread 
support from community members.39 42

Benefits to individuals/community
The ultimate goals of FJCs are to promote victim safety and hold 
offenders accountable42 43 by coordinating, monitoring and risk 
assessment and management, though law enforcement is not the 
central focus of intervention and prevention efforts.38 42–44

This coordination reduces the risk of ‘intimate terrorism’—
defined as physical abuse plus a broad range of tactics designed 
to maintain control over the other person in the relationship, 
that is more likely to be serious and to escalate over time.45 
Multiple studies have noted that when compared with all other 
groups, African-American women are more likely to experience 
‘dual arrest’ (eg, be arrested along with the perpetrator), as well 
as prosecution in cases involving IPV; but the FJC model of 
working with law enforcement and multiple other agencies seeks 
to eliminate such occurrences by incorporating teachings on how 
to eradicate systemic racism.7 46–48

In a multi-institutional pilot study involving just under 4500 
survivors, the two most common reasons for seeking services 
across the four pilot sites were abuse-related assistance (talking 

to someone about DV/counseling) and legal aid (filing restraining 
orders, and help with immigration issues). Case management 
and shelter/housing were the third and fourth highest, including 
child support/visitation assistance. Greater than 50% of survi-
vors received services in the same day, and nearly 50% of survi-
vors returned for services after their initial contact with FJCs.49

By incorporating the important social determinants of health 
model, the objective is to provide evidence-based services for 
DV, IPV, elder abuse, sex traffic, and child abuse victims. The 
aim is not replacing or duplicating programs, but taking existing 
resources and putting them under the same roof by providing 
more opportunities to coordinated services. Increased access 
to services should lead to streamlined case management and 
improved interagency communication. This model is identical 
to the comprehensive cancer center concept promoted by the 
American College of Surgeons Commission on Cancer where a 
multidisciplinary team provides cancer services to an unfortu-
nate patient afflicted with cancer within the same building. This 
allows for integrated coordinated collaborative comprehensive 
cancer care.50 It also mirrors the pediatric and women’s health 
concept of providing a myriad of services under one umbrella, 
and the Trauma Recovery Center (TRC) model.

TRCs function similarly to FJCs by providing comprehensive 
psychological, forensic testing, and survivor network services, in 
addition to helping clients navigate the criminal justice system. 
These services are provided to victims of any violent crime, 
DV, sexual assault (and other physical assaults), criminal motor 
vehicle crashes, gang-related violence, and loss of a loved one to 
homicide. At least one TRC provides a specific traumatic brain 
injury neurotrauma outreach program. All FJCs treat victims of 
all ages and offer Camp HOPE participation to interested chil-
dren, but some TRCs only treat victims aged 18 and older, and 
do not have an equivalent camp.51 52

Without an FJC (or an equivalent model), in many cases, 
victims need to access multiple locations and struggle with a 
wide variety of administrative ‘red tape’ at the same time when 
their family is in crisis and the risk of harm is significant and 
immediate. These centers are designed to ‘wrap victims in 
support services and end the frustrating journey for victims of 
having to go from agency to agency, telling their story over and 
over again in order to get the help they need’.40 This allows 
for more improved service provision for the abused and their 
children. For example, a victim who enters an FJC can meet 
with a victim advocate, file a police report, talk about his/her 
case with a prosecutor, receive practical assistance (eg, shelter 
and transportation), and get information on other community-
based support resources all in one location.51 Prior to starting an 
FJC, the following needs to be in order: community readiness, 
the community leaders should visit another established facility/
model to determine how they function, buy-in from community 
organizations with a champion to lead the charge, sustainable 
funding plans, protected information sharing among agencies, 
and accessibility of the center to all cultural groups.40 Concerns 
and misinformation about immigration were a noted barrier 
before coming to FJCs in one study, but not afterwards. Survivor 

Table 1  Children’s Hope Index (CHI) scores before and after Camp HOPE

2015 (n=229) 2016 (n=314) 2017 (n=793) 2019 (1127)

Pretest CHI score (mean) 25.38 25.15 25.72 25.92

Post-test CHI score (mean) 27.51 25.93 26.19 26.56

Follow-up CHI score (mean) 28.67 26.75 27.06 27.43

Table 2  Analysis of variance for Children’s Hope Index scores before 
and after Camp HOPE

Year ANOVA

2015 (F(2, 172)=9.22; p<0.05)

2016 (F(2, 115)=6.33; p<0.05)

2017 (F(2, 393)=12.13; p<0.05)

2019 (F(2, 781)=36.80; p<0.001)

ANOVA, analysis of variance.
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concerns included fear of deportation, fear of having children 
removed, and a lack of awareness of legal services to address 
immigration and citizenship. One of the most significant benefits 
of FJC services noted by survivors was receiving immigration 
services that helped them to become legal residents.49

EVIDENCE-BASED EFFECTIVENESS OF CAMP HOPE
Alliance for HOPE International is an organization that links all 
FJCs. This organization assists with the establishment of Family 
Justice/Multi-Agency Centers; provides training on the handling 
of non-fatal strangulation, holds conferences, provides keynotes, 
and hosts training around the world. They also help start and 
operate Camp HOPE America across the USA.6 Camp HOPE 
America is the first and only evidence-based camping and mento-
ring program in the USA focused solely on children impacted 
by DV, sexual assault, and child abuse. It began in California 
and is now creating affiliated Camp HOPE America programs 
across the USA.6 The camp is based on this definition of hope: 
an individual’s motivation to achieve future goals, as well as 
their belief that they have the ability and means to achieve those 
goals. An individual’s level of hope is related to a host of positive 
outcomes including education, physical and mental health, and 
career outcomes.53 54

During the past 5 years (2015–2019), several variables were 
analyzed by researchers at the University of Oklahoma, Tulsa 
(and then found to be improved) among participants attending 
Camp HOPE. Adverse Childhood Experiences (ACE) scores of 
Camp HOPE children (mean: 63%) were found to be mostly 
at the level of 4 or greater (range: 1–10), when compared with 
other children’s national level ACE score of 1.61, of similar age 
groups by the CDC (mean: 12.5%). With an ACE score of 4 or 
greater, the likelihood of significant life-altering diseases rises as 
follows: becoming a victim of DV (300%), chronic depression 
(300%), alcoholism (700%), attempted suicide (1200%), and 
injection heroin abuser (3000%). The number of participants in 
Camp HOPE has increased over the years from 234 to 1127 
(figure 1), with an age range of 6–18 years. Male:female ratio is 
48.3%:51.7%. The number of states represented by children who 
have participated in Camp HOPE increased from 1 to 15 during 
the study period. Children’s Hope Index, range: 6–36 (exam-
ines the extent to which children think they can establish and 
maintain pathways to their goal), Children’s Resiliency Score, 
range: 6–36 (underscores children’s belief in themselves, others, 
and their dreams), and Counselor Observation of Camper Partic-
ipant Hope Score, range: 6–36 (highlights the observation of 

a child gaining confidence in optimism, self-control, gratitude, 
grit, social intelligence, and curiosity) have remained positive in 
a constant statistically significant manner (p<0.05). Analysis of 
variance was done based on the mean difference of pretesting 
and post-testing. See tables 1–6.6 22 27 55

THE CHALLENGE
Although the concept has significant support, data regarding 
the effectiveness of FJCs are limited, and a growing number 
of researchers are beginning to examine the effect of FJCs to 
address the dearth of data regarding their true impact. Funded 
research to assess the impact of FJCs is needed. It might be 
worth noting that the methodological challenges of demon-
strating efficacy of FJCs match those experienced by all injury 
prevention efforts, where process measures (how many attend, 
services rendered) rather than outcome measures (lives saved) 
can be tracked. Clients served are typically in a state of crisis, 
there are multiple privacy and safety concerns and outcomes 
cross the domains of the criminal justice system, social services 
and healthcare; however, there is a need for creative, method-
ologically sound evaluation research to document the impact 
of FJCs on the clients and communities they serve. Thus far, 
research has focused on defining FJCs and how to accurately 
collect data and measure these outcomes. Proximal outcomes 
primarily focus on individual, client-level impact and include 
number of clients served, demographic data, type of services 
received, and impact the services have on clients in areas of satis-
faction, safety, empowerment and hope. Longer term outcomes 
tend to be more challenging, and include lasting systemic 
changes such as decrease in homicides due to IPV, increase in 
issuance of restraining orders, and an overall increase in systemic 
effectiveness in preventing and responding to DV and IPV. A 
comprehensive data sharing warehouse model with triangulation 
among FJCs has been suggested.40 Partnerships between FJC and 
trauma centers hold the promise of improved multidisciplinary 
outcome-related research.

THE MISSING LINK AND THE ROLE OF THE SURGEON
Teachers, clergy, law enforcement agents, physicians and 
surgeons often encounter victims of DV, IPV, child abuse, sexual 
abuse, and elder abuse. They often serve as gatekeepers of these 
tragic and horrific events and injuries, and are obligated to steer 
victims in the right direction. Women willing to discuss IPV with 
their healthcare provider are four times more likely to use an 
intervention and 2.6 times more likely to leave an abusive rela-
tionship.12 56 A study conducted at an urban, academic level I 
trauma center demonstrated that 84% of women patients who 
sustained injuries secondary to IPV examined in the ED agreed 
to speak with an in-house patient advocate. One of the most 
important motivators for seeking help by survivors is the concern 
for their children.49

The role of the surgeon in the care of their patients should 
not be limited to the boundaries of the operating room or the 
trauma resuscitation area. Surgeons should recognize the impact 
we have on every facet of care and should work to address the 

Table 3  Children’s Resiliency (CR) Scores before and after Camp HOPE

2015 (n=229) 2016 (n=314) 2017 (n=793) 2019 (1127)

Pretest CR Score (mean) 27.53 28.41 27.75 28.29

Post-test CR Score (mean) 29.96 28.69 28.21 28.74

Follow-up CR Score (mean) 30.3 28.77 28.85 29.61

Table 4  Analysis of variance for Children’s Resiliency Scores before 
and after Camp HOPE

Year ANOVA

2015 (F(2, 162)=14.27; p<0.05)

2016 (F(2, 147)=2.23; p<0.05)

2017 (F(2, 388)=8.57; p<0.05)

2019 (F(2, 769)=36.34; p<0.001)

ANOVA, analysis of variance.

 on June 7, 2021 by guest. P
rotected by copyright.

http://tsaco.bm
j.com

/
T

raum
a S

urg A
cute C

are O
pen: first published as 10.1136/tsaco-2021-000725 on 7 June 2021. D

ow
nloaded from

 

http://tsaco.bmj.com/


5Duncan TK, et al. Trauma Surg Acute Care Open 2021;6:e000725. doi:10.1136/tsaco-2021-000725

Open access

root causes of violence. Trauma-Informed Care (TIC) is a rapidly 
growing concept in the surgical community that raises awareness 
of inadvertent provider behavior, comments, and attitudes that 
affect a patient’s traumatic event by secondary trauma. Such care 
plays a critical role in addressing cultural sensitivity, especially in 
aiding victims of DV/IPV. It behooves trauma centers to adopt 
the philosophy of the TIC methods of healing and recovery, 
and not embolden mannerisms that perpetuate such retrauma-
tization. IPV is a serious and underdiagnosed cause of traumatic 
injury and ED visits. Surgeons must be vigilant in identifying 
individuals at increased risk for injury secondary to IPV during 
the COVID-19 pandemic and thereafter, and should be familiar 
with wrap-around services for survivors of IPV and DV.12 In 
2014, the American College of Surgeons Committee on Trauma 
(ACS-COT) recognized the importance of IPV, declaring that 
‘it is the responsibility of the treating surgeon not only to care 
for the immediate injury and to reassure the patient, but also 
to identify resources in his or her hospital and to help identify 
resources in the community’.16 57 In addition, The Joint Commis-
sion requires hospitals and clinics to screen all patients for IPV 
and provide ample access to social service support.16 58

The presence of an FJC in a local area potentially eliminates 
the multiorganizational transport barrier needed for services, 
but requires trauma teams to be familiar with these centers. 
Trauma centers have a role to play in screening and directing 
unfortunate victims for appropriate services, and are in a posi-
tion to break the vicious cycle of preventable violence that spans 
the gamut of all ages and demographic groups. With establish-
ment of an FJC in a county, it provides partnership opportunities 
between trauma centers and the professionals in the FJC, such 
that a warm hand-off of victims can be conducted for timely 
services. In so doing, at-risk victims would reap the benefits of 
critically important services, which promotes empowerment, 
and ultimately alight from the potentially dangerous situation in 
their environment. The ACS-COT verification process mandates 
that a hospital-based injury prevention program ‘must include 
and track partnerships with other community organizations’.7 59

Creating a partnership negates the retraumatization a victim 
suffers in seeking compatible support. Raising the aware-
ness factor in the community will hopefully decrease the inci-
dence of ‘dual arrests’ African-American women suffer. Wide 
dissemination of the FJC model could also encourage counties 
without FJCs to potentially begin the process of creating one, 
and encourage outcomes and efficacy research in those munic-
ipalities that already have an FJC. The future of FJCs with 

recognition and expansion is bright, particularly with local and 
federal grants to tap into.

CONCLUSION
A reality of the world we live in is that DV is so pervasive as to 
require the FJC model on such a large scale. By partnering with 
FJCs, trauma centers and violence intervention programs can 
enable more services, promote outcomes research and develop 
grant funding for sustainment of this not-so-novel, but relatively 
unknown gem.
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