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The Hidden Wound:
Domestic Violence, Traumatic Brain Injury,
and the Case for Hyperbaric Oxygen Therapy
Millions of survivors of intimate partner violence are living with an undiagnosed, untreated physical brain injury.
New York has become the first state to name the problem. The treatment already exists.
	75–80%
OF DV/IPV SURVIVORS
sustain a brain injury
	1.6M+
ESTIMATED ANNUAL
U.S. brain injuries from IPV
	29
PEER-REVIEWED STUDIES
support HBOT for brain-wound recovery
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[bookmark: _Toc233126260]Executive Summary
Domestic violence and intimate partner violence (IPV) are widely understood in the United States as crimes, as public health emergencies, and as drivers of profound psychological harm. What is far less understood — by the public, by most clinicians, and by the systems meant to protect survivors — is that physical IPV is also one of the leading and least-recognized causes of traumatic brain injury (TBI) in the country.
A growing body of peer-reviewed research, summarized in this paper, finds that 75% to 80% of survivors who experience physical intimate partner violence sustain one or more traumatic brain injuries over the course of their abuse — from blows to the head, from being thrown against walls or furniture, and from strangulation, which deprives the brain of oxygen and produces a related but distinct hypoxic-anoxic brain injury. Researchers estimate that the number of brain injuries sustained by domestic violence survivors each year may rival or exceed the combined annual totals from military combat and contact sports — yet this population receives almost none of the screening, diagnosis, or treatment infrastructure built around those better-known groups.
This is not a new form of brain injury. It is the same wound — the same diffuse axonal shearing, the same oxygen-deprivation cascade, the same downstream cognitive and psychiatric consequences — that the TreatNOW Coalition has spent over a decade documenting in combat veterans, and that a growing evidence base of 29 peer-reviewed studies supports treating with hyperbaric oxygen therapy (HBOT). The population is different. The mechanism of injury is different. The underlying physical injury, and the physiological case for treating it, are the same.
In 2024, New York became the first state in the nation to formally name this connection in law and policy, through New York City Council legislation requiring first-responder and provider training on the domestic violence–TBI link, and through the country's first TBI screening program embedded directly in domestic violence shelters. New York's own data confirms what the research literature has found nationally: the great majority of DV survivors who present to shelters and justice centers carry an undiagnosed brain injury. New York named the clinical problem. It did not yet name a treatment. That gap — the space between diagnosis and treatment — is the opening this paper addresses, and the opportunity for every state that follows New York's lead.
	What This Paper Argues
1. TBI from domestic violence is a national public health crisis on a scale comparable to — and in raw numbers likely larger than — the veteran and athletic TBI populations that have driven most public attention and research funding to date.
2. This brain injury is almost never screened for, almost never diagnosed, and almost never treated as a physical wound — it is instead absorbed into psychiatric diagnoses like PTSD and depression, which describe the survivor's symptoms but do not address the underlying physical injury.
3. Hyperbaric oxygen therapy, supported by a substantial and growing body of peer-reviewed research in TBI populations, is the most directly applicable treatment available for the physical brain injury at the center of this crisis — and is not currently part of the policy conversation in any state, including New York.
4. New York's 2024 legislative and screening initiatives provide a proven, replicable model. Every state can adopt a version of New York's approach — and should go one step further by writing HBOT access into the treatment pathway from the start.


[bookmark: _Toc233126261]Part One: The National Scale of the Crisis
[bookmark: _Toc233126262]How Many Americans Are Affected
The Centers for Disease Control and Prevention's National Intimate Partner and Sexual Violence Survey (NISVS) is the federal government's primary tool for measuring the prevalence of intimate partner violence nationwide. Its most recent data brief, drawn from a nationally representative survey conducted between September 2023 and September 2024, finds that more than one in three women in the United States — roughly 43.5 million — have experienced contact sexual violence, physical violence, and/or stalking by an intimate partner at some point in their lives.
	34.0%
OF U.S. WOMEN
experienced IPV in their lifetime
	43.5M
WOMEN AFFECTED
lifetime IPV (contact SV, physical violence, or stalking)
	$3.6T
ESTIMATED COST
lifetime economic burden of IPV, nationally


Source: CDC, National Intimate Partner and Sexual Violence Survey (NISVS), 2023/2024 Intimate Partner Violence Data Brief.
These are lifetime prevalence figures from a public health survey, not law enforcement counts — and they are widely considered conservative, since IPV is persistently underreported to both researchers and authorities. The CDC brief separately finds that IPV imposes a lifetime cost of approximately $103,767 per female victim and $23,414 per male victim, for a national total approaching $3.6 trillion — a figure that captures medical care, lost productivity, and criminal justice costs, but does not capture the long-term cost of untreated brain injury addressed in this paper.
Disparities Within the Crisis
IPV does not distribute evenly across the population. Women experience IPV, and especially severe and repeated forms of physical IPV, at substantially higher rates than men, and certain groups of women bear a disproportionate share of the burden. National survey data finds non-Hispanic Black women have a lifetime IPV prevalence around 53.6%, and women with disabilities are substantially more likely than non-disabled women to report nearly every category of IPV victimization measured, including physical violence and stalking. Multiracial and American Indian/Alaska Native women report the highest lifetime exposure of any racial or ethnic group, exceeding 57%.
[bookmark: _Toc233126263]Strangulation: The Most Dangerous and Most Overlooked Form of Physical IPV
Strangulation is one of the most common and most lethal forms of physical violence within abusive relationships, and it is the single clearest bridge between domestic violence and brain injury. Unlike a blow to the head, strangulation does not require visible trauma to cause catastrophic harm — it can produce permanent brain injury or death within minutes while leaving no external marks at all, which is part of why it is so rarely identified, charted, or prosecuted as the serious injury it is.
Studies of women presenting to domestic violence shelters and emergency departments have found strangulation prevalence ranging from roughly 58% to 68% of survivors, and in some service-seeking populations, over 80% report having been choked or strangled by a partner at some point. A retrospective review of survivors evaluated through a standardized strangulation-injury assessment tool found that nearly half could not consciously recall losing consciousness during a strangulation event, yet still reported the physiological symptoms — confusion, memory gaps, disorientation — consistent with a hypoxic brain injury they never knew they had.
	Two Mechanisms, One Wound
Domestic violence produces brain injury through two related but distinct pathways. The first is traditional traumatic brain injury (TBI) — a blow, jolt, or impact to the head from a fist, an object, a wall, or the floor, producing the same shearing and bruising injuries seen in falls, car crashes, and sports concussions. The second is hypoxic-anoxic brain injury (HAI) — oxygen deprivation to the brain caused by strangulation or suffocation, which damages brain tissue through a different mechanism but produces an overlapping set of cognitive, emotional, and behavioral consequences. Clinically and physiologically, both are brain injuries. Both are treatable with the same underlying therapeutic logic: restoring oxygen delivery to damaged brain tissue.


[bookmark: _Toc233126264]Part Two: Domestic Violence Is a Traumatic Brain Injury Crisis
[bookmark: _Toc233126265]The Prevalence Research
The clinical research literature on IPV-related brain injury has grown substantially over the past decade, driven in large part by the work of researchers including Dr. Eve Valera at Harvard Medical School and Massachusetts General Hospital, whose studies are among the most frequently cited in the field. A 2018 study by Valera and colleagues of 99 women who had experienced intimate partner violence found that 75% had sustained at least one traumatic brain injury from partner violence, and 50% had sustained multiple brain injuries over the course of their abuse. Valera has estimated that the number of brain injuries sustained by domestic violence survivors nationally may reach 1.6 million per year — a figure she and other researchers argue is likely conservative, given chronic underdiagnosis and underreporting.
A 2022 scoping review of 42 published studies on IPV-related TBI found that documented prevalence rates range from 19% to 75% across the empirical literature, and reach as high as 100% in studies that specifically enrolled survivors who reported head injuries. The wide range reflects differences in study populations and screening methods rather than disagreement about the underlying problem: every study in the literature, regardless of methodology, finds that physical IPV survivors sustain brain injuries at rates far higher than the general population, and far higher than public awareness or clinical practice currently reflects.
	75%
AT LEAST ONE TBI
Valera et al., 2018 (n=99)
	50%
MULTIPLE TBIs
same study population
	1.6M
EST. ANNUAL U.S. CASES
Valera, Harvard Medical School


Source: Valera, E.M. et al., Journal of Head Trauma Rehabilitation and related publications; Ohio Domestic Violence Network research summary.
[bookmark: _Toc233126266]Confirmed at the Point of Service
These prevalence figures are not confined to academic research — they are being confirmed in real time by frontline domestic violence service providers and justice systems that have begun screening for brain injury for the first time. Ohio's statewide domestic violence network found, in screening conducted through its member programs, that 81% of survivors reported having been hit or hurt in the head, neck, or face — with 49% saying it happened too many times to count — and 83% reported having been choked or strangled.
A retrospective chart review of survivors screened at a community Justice Center in New York found that of 40 physical IPV survivors assessed, all 40 — 100% — reported a prior history of partner-induced acquired brain injury within the preceding 60 days, and 92.5% reported at least one probable hypoxic brain injury from strangulation. These are not historical estimates; they are findings from survivors walking through the doors of services that exist today, assessed with validated clinical screening tools, in real time.
[bookmark: _Toc233126267]Why This Injury Goes Unrecognized
The central clinical problem this paper addresses is not a lack of injury — it is a near-total absence of recognition. Several converging factors explain why IPV-related brain injury remains the most under-diagnosed major TBI population in the country:
1. No standard screening protocol. Unlike youth sports, the military, and increasingly the NCAA, domestic violence shelters, emergency departments, and law enforcement have no standardized, widely adopted tool for screening IPV survivors for brain injury at intake.
1. Diagnostic substitution. Cognitive, emotional, and behavioral symptoms caused by an undiagnosed brain injury — memory loss, difficulty concentrating, mood instability, irritability — overlap heavily with PTSD, depression, and personality disorder diagnoses, and IPV-related TBI is routinely absorbed into those psychiatric labels rather than identified and treated as a physical injury in its own right.
1. No external markers. Strangulation, the single most dangerous mechanism of injury in this population, frequently leaves no visible bruising or other evidence, which means it is underrecorded in medical charts, police reports, and court filings alike.
1. Survivor-side barriers. Stigma, fear of retaliation, distrust of systems, and the survivor's own lack of awareness that a head injury occurred all suppress reporting — particularly for strangulation events that did not produce a clear loss of consciousness.
1. A research and funding gap. Despite the scale of the problem, IPV-related brain injury has received a small fraction of the research funding and public attention directed at military and sports-related TBI over the same period.
	“If traumatic brain injury is not considered a consequence of interpersonal violence, a victim's behavior can be misunderstood by people with whom the victim interacts, including health professionals.” — peer-reviewed literature, cited widely across the IPV-TBI research base.


[bookmark: _Toc233126268]The Downstream Consequences
An untreated brain injury does not resolve on its own simply because the abusive relationship ends. The cognitive and psychiatric consequences of IPV-related TBI compound over time, and research has found they include measurable deficits in long-term and working memory, executive function impairment, emotional dysregulation, and significantly elevated rates of PTSD and depression — the very symptom cluster most often mistaken for a purely psychiatric condition. Survivors with a probable brain injury are also documented to face higher rates of acute medical complications: one analysis found IPV survivors with a co-occurring TBI were three times more likely to require intensive care unit admission than those without.
Research has also identified a generational dimension to this crisis. Approximately 75% of women who experienced TBI from domestic violence in adulthood report having also experienced abuse as a child — evidence of a cycle in which brain injury, instability, and exposure to violence compound across a lifetime and, frequently, across generations within the same family.
[bookmark: _Toc233126269]Part Three: The Same Wound Already Has a Treatment
[bookmark: _Toc233126270]From Veterans to Survivors: One Underlying Injury
The TreatNOW Coalition's policy work over the past two decades has centered on a single, evidence-driven argument: that traumatic brain injury is a physical wound to brain tissue, not a psychiatric condition, and that the standard of care for veterans — pharmacological symptom management — treats the downstream symptoms of that wound without addressing the underlying injury. That argument, and the research base behind it, does not depend on the cause of the injury. A brain injured by a blast wave, a brain injured by a football collision, and a brain injured by a partner's fist or forearm share the same basic pathology: disrupted blood flow and oxygen delivery to injured tissue, inflammation, and a cascade of cellular damage that worsens without intervention.
Hyperbaric oxygen therapy works by dramatically increasing the amount of oxygen dissolved in blood plasma, allowing oxygen to reach injured brain tissue that has lost adequate blood supply — tissue that imaging often shows as metabolically idling, neither fully dead nor fully functioning. The treatment's underlying mechanism is the same regardless of how the injury occurred, which is precisely why a treatment validated in combat veterans is directly relevant to a population, IPV survivors, that has never been part of the conversation.
[bookmark: _Toc233126271]The Existing Evidence Base
The TreatNOW Coalition's evidence compilation includes 29 peer-reviewed studies of HBOT for TBI and post-traumatic stress, encompassing several randomized controlled trials — the strongest tier of clinical evidence — alongside controlled and observational studies, arrayed according to the NHMRC evidence hierarchy used broadly in evidence-based medicine. This includes Israeli randomized controlled trials conducted at the Sagol Center for Hyperbaric Medicine and Research, where HBOT is provided at government expense to veterans and, since October 2023, to civilian trauma survivors with post-traumatic stress, alongside U.S.-based research spanning more than a decade.
None of this existing evidence base was generated using a domestic violence survivor population. That is precisely the gap this paper identifies: a validated treatment, a documented mechanism of injury, and a population in obvious clinical need — with no research, no pilot programs, and no policy connecting the three.
	Strangulation-Related Injury and HBOT: A Direct Physiological Fit
Hypoxic-anoxic brain injury from strangulation is, by definition, an oxygen-deprivation injury — brain tissue damaged because it did not receive enough oxygen for a period of time. Hyperbaric oxygen therapy's core mechanism is the delivery of supersaturated oxygen to compromised tissue. Of every mechanism of IPV-related brain injury, strangulation-related hypoxic injury maps most directly onto what HBOT is physiologically designed to address — yet it is also the mechanism least likely to be recognized, screened for, or treated under current practice.


[bookmark: _Toc233126272]Why This Population Has Been Overlooked
Veterans and athletes became the public face of the TBI crisis because their injuries occur in institutional settings — the military and organized sports — that eventually built screening, tracking, and research infrastructure around them, often after years of advocacy and, in the case of the NCAA, after major litigation forced the issue. Domestic violence survivors have no equivalent institution. There is no sideline concussion protocol for a survivor assaulted in her own home, no after-action report, no helmet sensor, no team physician. The injury is sustained in private, is rarely reported even when survivors do seek help, and disappears into the broader, already-overwhelmed domestic violence response system rather than triggering a distinct medical pathway.
The result is a population that, by the most cited research estimates, may sustain more brain injuries each year than U.S. military combat and organized contact sports combined — with almost none of the corresponding research investment, screening infrastructure, or treatment access.
[bookmark: _Toc233126273]Part Four: New York Has Shown the Country How to Start
While the DV-TBI connection remains largely invisible in national policy, one state has moved further than any other to name it formally and build the early infrastructure to respond. New York's 2024 actions provide a template every other state can adapt — and a foundation TreatNOW's HBOT advocacy can build directly on top of.
[bookmark: _Toc233126274]New York's 2024 Gender-Based Violence Data
New York's Office for the Prevention of Domestic Violence (OPDV) has compiled statewide domestic violence data for eighteen consecutive years. The 2024 dashboard, released October 2025, documents system contacts — not estimates — across law enforcement, courts, shelters, hotlines, and state social services. New York City alone recorded 249,077 domestic incident reports in 2024, and the state's courts entered 241,351 orders of protection statewide. New York's own non-NYC counties recorded 38 intimate partner violence homicides; NYC recorded an additional 33 intimate partner and 33 family violence homicides.
	249K
NYC DV REPORTS, 2024
OPDV / ENDGBV dashboard
	241K
ORDERS OF PROTECTION
entered statewide, 2024
	~2M+
EST. NY ADULTS
with lifetime IPV exposure (CDC rates applied)


Source: NYS Office for the Prevention of Domestic Violence (OPDV), 2024 Gender-Based Violence Dashboard; NYC ENDGBV 2024 Fact Sheet.
[bookmark: _Toc233126275]The First State to Connect the Dots
New York has taken three concrete steps in 2024 alone that, taken together, make it the national leader on this issue:
1. The first TBI screening program embedded in domestic violence shelters in the United States. Volunteers of America — Greater New York (VOA-GNY) launched this pilot in 2022 across seven NYC shelters. Its published findings confirm the TBI prevalence rates found in the broader research literature.
1. First-in-the-nation legislation requiring provider training. NYC Council Majority Leader Amanda Farías introduced Int. No. 29 in February 2024, requiring New York City to train first responders and DV service providers on TBI prevalence, symptom identification, and the long-term health impacts of repeated brain injury among domestic violence survivors.
1. Coordinated state and advocacy awareness efforts. The NYS Department of Health and OPDV have jointly announced awareness initiatives, and Sanctuary for Families — New York's largest domestic violence service provider — has published explicit materials connecting IPV-related TBI to its frequent misdiagnosis as PTSD, calling for statewide provider training.
[bookmark: _Toc233126276]The Gap New York Has Not Yet Closed
Int. No. 29 requires New York City to train responders and providers on the prevalence of TBI among domestic violence survivors and the long-term health impacts of repeated brain injury. It does not mention, require, or fund any treatment response — including HBOT. New York has built the diagnostic half of the pathway: awareness, screening, and training. It has not yet built the treatment half. That is the precise opening this paper is written to fill, in New York and in every state that follows.
[bookmark: _Toc233126277]Part Five: A National Policy Roadmap
New York has demonstrated that a state can name this problem and begin building infrastructure to address it within a single legislative session. The following recommendations are designed to be adapted by any state legislature, governor's office, state health department, or coalition of domestic violence service providers — using New York's model as a floor, not a ceiling.
[bookmark: _Toc233126278]Recommendations for State and Local Policymakers
1. 1. Mandate TBI awareness training, following New York's Int. No. 29 model. Require first responders, emergency department staff, and domestic violence service providers to receive training on the prevalence and symptoms of IPV-related brain injury, including hypoxic injury from strangulation.
1. 2. Fund TBI screening at the point of first contact, following the VOA-GNY model. Embed validated brain injury screening tools directly into shelter intake, justice center processing, and emergency department protocols for IPV survivors — not as a separate referral, but as a standard part of intake.
1. 3. Write a treatment pathway into the legislation — not just a training mandate. Once a survivor is screened and identified as having a probable brain injury, state policy should specify what happens next. Currently, in every state including New York, the answer is: nothing specific. HBOT should be evaluated and included as a treatment option in any state-funded or state-mandated response pathway.
1. 4. Fund a pilot program connecting screened survivors to HBOT, modeled on HBOT4KYVETS. Kentucky's HBOT4KYVETS initiative has demonstrated a workable model for state-supported HBOT access for a brain-injured population. A parallel pilot — screening DV/IPV survivors at shelters and justice centers, then connecting screened-positive survivors to HBOT treatment and tracking outcomes — would generate the first dedicated evidence base for this population.
1. 5. Direct research funding toward IPV-related brain injury specifically. State health departments and public universities should be directed to fund research into IPV-related TBI and HAI prevalence, screening tools, and treatment outcomes, closing the research gap that has left this population decades behind veterans and athletes in evidence generation.
1. 6. Require strangulation to be documented and charged as a brain injury event, not only as an assault. Law enforcement and prosecutorial training and charging guidance should reflect strangulation's role as a hypoxic brain injury mechanism, not merely a violent act — improving both the legal record and the medical referral that follows.
[bookmark: _Toc233126279]Why Every State Should Act — Not Only New York
New York's 2024 dashboard data and the national CDC prevalence figures cited throughout this paper point to the same conclusion from two directions: this is not a New York problem, a coastal problem, or an urban problem. Intimate partner violence occurs at comparable rates across every state, and the underlying physiology of IPV-related brain injury does not vary by geography. Every state with a domestic violence shelter system, a justice center, or an emergency department is already serving a population of survivors carrying an undiagnosed, untreated brain injury — whether or not that state has begun to measure it.
New York took the first step nationally because it had the data, the advocacy infrastructure, and the political will to act on a single legislative session's worth of momentum. Other states do not need to wait for their own VOA-GNY pilot or their own Int. No. 29 to begin. The research base, the legislative model, and the treatment evidence already exist. What is missing in every state — including New York — is the final link: connecting a documented brain injury to a treatment capable of healing it.
	The Core Argument, in One Paragraph
Three out of four domestic violence survivors who experience physical abuse sustain a brain injury. That injury is almost never screened for, almost never diagnosed, and almost never treated as the physical wound it is — it is absorbed instead into psychiatric labels that describe its symptoms without addressing its cause. A validated, evidence-supported treatment for traumatic brain injury already exists. New York has shown that a state can name this problem in a single legislative session. The next step — in New York and everywhere else — is to connect the diagnosis this country has finally begun to make to the treatment that can actually heal it.


[bookmark: _Toc233126280]Part Six: A National Partnership Landscape
New York is not the only state with the institutional infrastructure to act on this paper's recommendations. Every state administers domestic violence funding in some form, but the governance models vary widely — and those differences matter for advocacy strategy. Three distinct structures appear across the states surveyed below, and each represents a different kind of partner for TreatNOW's HBOT advocacy.
1. Standalone state offices. A small number of states, like New York, have a distinct government office dedicated to domestic violence policy, with its own director, staff, and budget line — closely mirroring the OPDV model this paper is built around.
1. DV programs nested within a larger health or human-services department. The most common model nationally. These carry real budgets and dedicated staff, but operate as a program or bureau inside a larger department rather than as a freestanding office.
1. Governor-appointed councils or commissions. Several states pair their funding agency with a separate, policy-facing council or commission that reports directly to the Governor or Lieutenant Governor — often the more promising entry point for a policy and legislative pitch like this one, since these bodies exist specifically to generate recommendations rather than administer grants.

	State
	Office / Body
	Parent Structure
	Best Entry Point

	New York
	Office for the Prevention of Domestic Violence (OPDV)
	Standalone state office
	OPDV Executive Director / policy staff — existing model

	Idaho
	Idaho Council on Domestic Violence and Victim Assistance (ICDV)
	Standalone state office
	ICDV program staff

	Florida
	Office of Domestic Violence (ODV)
	Dept. of Children and Families
	ODV oversight staff

	New Jersey
	Division on Women (DOW); DV Fatality Review Board
	Dept. of Children and Families
	DOW policy staff; Fatality Review Board (Governor-appointed)

	Massachusetts
	Division of Sexual and Domestic Violence Prevention and Services; Governor's Council to Address SA, DV, and Human Trafficking
	Dept. of Public Health (Division); Governor/Lt. Governor's office (Council)
	Governor's Council — policy-facing, chaired by Lt. Governor

	Illinois
	Domestic Violence Prevention & Intervention Bureau; Illinois Criminal Justice Information Authority (ICJIA)
	Dept. of Human Services (Bureau); independent state agency (ICJIA)
	ICJIA — manages the 2025–2029 statewide violence prevention plan

	Pennsylvania
	DV services line item; Pennsylvania Coalition Against Domestic Violence (PCADV) as lead advocate
	Dept. of Human Services
	PCADV (coalition) — leads state budget advocacy

	California
	Domestic Violence Programs
	Governor's Office of Emergency Services (Cal OES)
	Cal OES program staff

	Kentucky
	DV programming under HBOT4KYVETS partnership (existing)
	Cabinet for Health and Family Services
	Existing TreatNOW relationship — active model


Source: State agency websites (OPDV, ICDV, Florida DCF, NJ DCF, Mass.gov, IDHS/ICJIA, PA DHS, Cal OES, KY CHFS); PCADV budget advocacy announcements; NNEDV state coalition directory.
[bookmark: _Toc233126281]Reading the Landscape
Massachusetts and Illinois stand out as the most promising near-term targets after Kentucky and New York. Both pair a funding bureaucracy with a separate, policy-oriented body — the Governor's Council in Massachusetts and ICJIA's statewide violence prevention planning process in Illinois — that exists specifically to generate recommendations, not just disburse grants. Illinois has also just tripled its domestic violence funding and is actively drafting a five-year plan, which means new initiatives are easier to fold in while a planning cycle is already open.
New Jersey is also worth early attention: its Division on Women already convenes a Governor-appointed Domestic Violence Fatality Review Board, a body whose explicit purpose is generating policy recommendations from the worst-case outcomes of unaddressed domestic violence — a natural audience for an argument about an undiagnosed, treatable brain injury sitting upstream of those outcomes.
Idaho and Florida have the cleanest structural parallel to New York — a single, named office with a director and dedicated budget — which makes the OPDV partnership pitch easiest to translate directly, even though neither has New York's scale of DV-TBI-specific activity yet. Pennsylvania and California are largely grant-administering structures without an obvious internal policy shop; in both states, the state coalition (PCADV in Pennsylvania; the California Partnership to End Domestic Violence) is the better first call, since coalitions hold the legislative relationships that the grant office typically does not.
	A Note on State Coalitions
Separate from all of the government structures above, every state and territory has a domestic violence coalition — a membership nonprofit (not a government office) that the National Network to End Domestic Violence (NNEDV) represents nationally. Coalitions don't control state budgets, but they frequently have closer legislative relationships than the government offices that fund them, and most have already done the work of organizing local shelters and justice centers that any HBOT pilot would eventually need to reach. A parallel outreach track to the relevant state coalition, alongside the government office, is worth building into any state-by-state TreatNOW strategy.


[bookmark: _Toc233126282]Selected Sources
This paper draws on federal public health survey data, peer-reviewed research literature, state government data dashboards, and published service-provider research. Key sources include:
1. Centers for Disease Control and Prevention, National Intimate Partner and Sexual Violence Survey (NISVS), 2023/2024 Intimate Partner Violence Data Brief and 2023/2024 Sexual Violence Data Brief.
1. Valera, E.M. et al., research on traumatic brain injury prevalence among women survivors of intimate partner violence, Journal of Head Trauma Rehabilitation and related publications, Harvard Medical School / Massachusetts General Hospital.
1. “Battered and Brain Injured: Traumatic Brain Injury Among Women Survivors of Intimate Partner Violence — A Scoping Review,” peer-reviewed scoping review of 42 published studies.
1. Nemeth, J.M. et al., “Partner-Inflicted Brain Injury: Intentional, Concurrent, and Repeated Traumatic and Hypoxic Neurologic Insults,” Brain Sciences, 2025.
1. Prevalence and Risk Factors for Intimate Partner Physical Violence-Related Acquired Brain Injury Among Visitors to a Justice Center in New York, peer-reviewed clinical study.
1. NYS Office for the Prevention of Domestic Violence (OPDV), 2024 Gender-Based Violence Dashboard; NYC Mayor's Office to End Domestic and Gender-Based Violence (ENDGBV), 2024 Fact Sheet.
1. Volunteers of America — Greater New York (VOA-GNY), published findings from its domestic violence shelter TBI screening pilot program.
1. Sanctuary for Families, “Domestic Violence Often Causes Traumatic Brain Injury — Why Is No One Talking About It?”
1. American Brain Foundation, published research summaries on domestic violence and traumatic brain injury.
1. Ohio Domestic Violence Network, member-program screening data on head injury and strangulation prevalence.
1. TreatNOW Coalition, compilation of 29 peer-reviewed studies on hyperbaric oxygen therapy for traumatic brain injury and post-traumatic stress, arrayed by NHMRC evidence hierarchy.
1. National Network to End Domestic Violence (NNEDV), State and U.S. Territorial Coalitions directory.
1. State agency sources: Idaho Council on Domestic Violence and Victim Assistance; Florida Dept. of Children and Families, Office of Domestic Violence; New Jersey Dept. of Children and Families, Division on Women; Massachusetts Executive Office, Governor's Council to Address Sexual Assault, Domestic Violence, and Human Trafficking; Illinois Dept. of Human Services and Illinois Criminal Justice Information Authority; Pennsylvania Coalition Against Domestic Violence budget advocacy releases; California Governor's Office of Emergency Services; Kentucky Cabinet for Health and Family Services.

Prepared by the TreatNOW Coalition in partnership with the BART Foundation. This paper is intended as an advocacy and policy resource and does not constitute medical advice. Survivors and clinicians should consult qualified medical professionals regarding individual diagnosis and treatment.

TreatNOW Coalition  |  BART Foundation	Page 19 of 1
