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PROFESSIONAL VALUES OF CRISIS CENTER STAFF

This article examines the professional values of crisis center staff providing support to survivors of
domestic violence. The aim of the study is to identify the key professional values of crisis center workers,
analyze the typical ethical dilemmas arising in the process of supporting survivors, and determine the or-
ganizational and systemic factors influencing the implementation of professional principles in everyday
practice. The study is based on a qualitative research design. The empirical data were collected through
in-depth semi-structured interviews with seven crisis center professionals from Almaty and Karaganda.
The data were analyzed using thematic analysis with a coding framework structured around four analyti-
cal domains: professional values, ethical dilemmas, support practices, and systemic barriers.

The findings demonstrate that ensuring the safety of clients and children serves as the central profes-
sional orientation of crisis center staff. Core values consistently reflected in professional practice include
a trauma-informed and non-blaming approach, respect for client autonomy, confidentiality, mainte-
nance of professional boundaries, teamwork, and supervision. The value of the study lies in its empirical
description of how professional values are enacted in everyday crisis intervention practices and how or-
ganizational environments influence the quality of professional decision-making. The study contributes
to the development of research on professional ethics, crisis intervention, and social work in the field of
domestic violence prevention and response. The practical significance of the findings lies in their poten-
tial application to the development of professional training programs for crisis center staff, improvement
of service delivery standards, implementation of supervision systems, and strengthening of interagency
support mechanisms for survivors of violence.

Keywords: domestic violence, crisis centers, professional values, ethical dilemmas, safety, confi-
dentiality.
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AaFAapbIC OPTAAbIKTapbl KbI3MeTKePAEpPiHiH K9CiOM KYHABIAbIKTApbI

MakaAa TypMbICTbIK, 30PAbIK-30MObIAbIKTaH 3apAar LWeKKEeH aAamAapFa KemMeK KepceTeTiH
AAFAAPbIC OPTAABIKTAPbI KbI3METKEPAEPIiHIH KBCiOM KYHABIABIKTAPbIH 3€PTTEYre apHaAraH. 3epTTeyAiH
MakcaTbl — AAFAQPbIC OPTAAbIKTAPbl KbI3METKEPAEPIHIH HEerisri Kacibu KyHABIAbIKTapPbIH aHbIKTay,
JKOOIPAEHYLLIAEPAI  CyMEMEAAEY ToXipUOECIHAE TYbIHAAMTbIH TUMTIK 3TUKAAbIK, AWMAEMMAAAPAbI
TaAAQY, COHAAM-aK, KBCION KarMAAAAPAbIH KYHAEAIKTI KbI3METTE XYy3ere acyblHa 8Cep eTeTiH YIbIMADIK,
JKOHE XKYMEAiK pakTopAapAbl alKbIHAQY. 3epPTTEYAiH 8AICHAMAABIK, HETi3iH CanaAblK, 3epTTey AM3aiHbI
Kypaabl. DIMNMPHKaAbIK, 6a3a AamaTbl xxeHe KaparaHAbl KaAaAapbliHAAFbl AAQFAQPbIC OPTAAbIKTapPbIHbIH
JKETI MaMaHbIMEH >KYPri3iAreH TEepeHAETIAreH >KapTblAai KYpbIAbIMAAQHFAH Cyx6GaTTapAbl KaMTUMAbI.
AepekTepai TaAAdy KBCiOM KYHABIAbIKTap, 3TUKAAbIK, AMAEMMaAAp, KBMEK KepceTy Taxipnbeaepi kaHe
JKYMEAIK KEAEPTIAEp CUSAKTbI TOPT aHAAMTUKAABIK, OAOK GOMbIHILIA KOATAYFa HEri3AEAreH TaKbIPbIMTbIK,
TAAAQY ©AICI apKbIAbl >Ky3ere acbIpblAAbI.

3epTTey HOTWMXKEAEpi AaFAAPbIC OPTaAbIKTapbl KbI3METKEPAEPiHiH Herisri Kacion 6araapbl
KAMEHTTEP MeH OararapAblH Kayirci3airiH Kamramacbi3 eTy ekeHiH kepcetTi. Kecibu Taxipmubeae
TpaBMara Ce3iMTaA >KoHe aribinTamayllibl eMeC TOCIA, KAMEHT aBTOHOMMSICbIH KYPMeTTeY, KYMUSAbIAbIKTbl
caKTay, Kacibu uiekapaAapAbl yCTaHy, KOMaHAAAbIK ©3apa 9peKeTTecTiK MeH CYrnepBM3ns CUSKTbI
KYHAbIABIKTAPAbIH,  TYpakTbl KepiHIC TabaTblHbl aHbIKTAaAAbl. 3€pPTTEeYAiH KYHAbIAbIFbI  KaCibu
KYHAbIABIKTApAbIH, AAFAAPbICTbIK, KOMEK KOpPCETY TaXipubeciHAe KaAal >Ky3ere acarvbliHbiH >KeHe
YMbIMAbBIK, OpTaHbIH KaCibM LueliMAepAiH carnacbiHa KaAal acep eTeTiHiH 3MMMPUKAAbIK, TYPFblaaH
cunartTaybiHAQ XKaTblp. XKyMbIC KacCibu 3T1Ka, AAFAAPbICTbIK, MHTEPBEHLMS KOHE TYPMbICTbIK, 30PAbIK-
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Professional values of crisis center staff

AAY CaAaCbIHAAFbl BAEYMETTIK XXYMbIC 3epTTeyAepiHiH AaMyblHA YAEC KoCaAbl. HaTuxkeAepAiH npakTu-
KaAbIK, MaHbI3bl OAAPAbBI AAQFAAPbIC OPTAAbIKTapbl KbI3METKEPAEPiHiH, GIAIKTIAIMIH apTTbipy 6araapAa-
MaAapblH 83ipAeyAEe, KOMEK KOpCeTy CTAaHAAPTTAPbIH >KETIAAIPYAE, CYNepBU3USAbIK, KOAAQY XKYMECIH
EHTi3yAEe >K&HE 30PAbIK-30MObIAbIKTaH 3apAarn LeKKeHAEPAI BEAOMCTBOAPAAbIK, CYMEMEAAEYAIH He-
FYPABIM TYPAKTbl MOAEAIH KAAbINTACTbIPYAQ KOAAQHY MYMKIHAIMNIMEH aHbIKTAaAAABbI.

Ty#iH ce3aep: TYPMbICTbIK, 30PAbIK-30MObIAbIK, AAFAAPbIC OPTAAbIKTAPbI, KOCIOM KYHABIAbIKTAP,
3TUKAABIK, AMAEMMAAApP, Kayimnci3Aik, KYNMUSAbIAbIK.
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MpodeccuoHarbHbIE LEHHOCTH PABOTHUKOB KPU3UCHDBIX LLEHTPOB

CraTbs NOCBSILLEHA MCCAEAOBAHMIO NMPOMECCHOHAAbHBIX LLEHHOCTe PabOTHUKOB KPU3MCHBIX LieH-
TPOB, OKa3bIBAIOLLMX MOMOLLb MOCTPAAABLUMM OT ObITOBOrO HaCMAMS. LIeAb MCCAeAOBaHMS 3aKAlOHaeT-
CS1 B BbISIBAEHMM KAIOYEBbIX MPOQECCMOHAABHbIX LIEHHOCTEN PAaOOTHNMKOB KPU3MCHBIX LIEHTPOB, aHaAM3e
TUMUYHBIX 3TUYECKNX AMAEMM, BO3HMKAIOLLMX B MPAKTMKE COMPOBOXAEHMS MOCTPAAABLUMX, & TaKxXe
OnpeAeAeHr M OpraHM3aLMOHHbIX M CUCTEMHbIX (DaKTOPOB, BAMSIOLWMX Ha peaAm3aumio npodeccuo-
HaAbHbIX MPUHLMMOB B MOBCEAHEBHOM AEITEABHOCTU. METOAOAOTMYECKYIO OCHOBY MCCAEAOBAHNS CO-
CTaBMA KQuUeCTBEHHbI MCCAEAOBATEALCKMIA AM3aiiH. IMNnpUUeckas 6asa BKAIOUAET FAYOUHHbIE MOAY-
CTPYKTYPUPOBaHHblE MHTEPBbLIO C CEMbIO CMELIMAAMCTaMM KPU3MCHBIX LleHTPOoB AAmaTbl M KaparaHabl.
AHaAM3 A@HHbIX MPOBOAMACS METOAOM TEMATMYECKOro aHaAM3a C MUCTMOAb30BaHWEM CUCTEMbI KOAM-
POBaHMsl MO YETbIPEM aHAAUTUUECKMM BAOKaM: MPOCHECCHOHAABHbBIE LLIEHHOCTU, 3TUYECKME AUAEMMDI,
MPaKTUKM MOMOLLM U CUCTEMHbIE Gapbepbl.

Pe3yAbTaTbl MCCAEAOBAHMS MOKA3aAM, YTO LLEHTPaAbHbIM MPOMECCUOHAABHBIM OPUEHTUPOM PaboT-
HMKOB KPM3MCHBIX LLEHTPOB BbICTyNaeT obecrneveHre 6€30MacHOCT KAMEHTOB U AeTeid. B npodeccu-
OHAAbHOW MPaKTMKE YCTOMUMBO MPOSBASIOTCS Takme LEHHOCTH, Kak TpaBMa-MH(OPMMUPOBaHHbIN U He
0BBUHSIOLLMIA NTOAXOA, YBXKEHME aBTOHOMMU KAMEHTA, COOAIDAEHUE KOH(PUAEHUMAABHOCTH, NMOAAEP-
»KaHne npoeccMoHaAbHbIX rpaHuLl, KOMAHAHOE B3aMMOAENCTBME M cyrnepBu3ns. LleHHocTb npose-
AEHHOTO UCCAEAOBAHMS 3aKAIOYAETCS B IMIMMPUUYECKOM OMMCaHUM TOro, KakmMm 06pa3om npodeccro-
HaAbHble LIEeHHOCTW PEaAM3YIOTCS B peaAbHbIX MPaKTHKaX KPM3UCHOM MOMOLLM M Kak OpraHn3aLMoHHas
CcpeAa BAMSIET Ha KaueCcTBO NMPodeccroHaAbHbIX pelleHnin. PaboTa BHOCUT BKAQA B Pa3BUTHE MCCAEAO-
BaHWI NPOo(eCccCOHaAbHOM 3TUKM, KPU3UCHOW MHTEPBEHLMM M COLMAaAbHOM paboTbl B ccepe nNpoTu-
BOAEMCTBMS ObITOBOMY HacuAMIO. [pakTMyeckoe 3HaYeHMe Pe3yAbTaTOB COCTOMT B BO3MOXKHOCTM MX
NpUMeHeHusi Npu paspaboTke NMpPorpamMm MoBbilLeHUs KBaAU(UKaALMU COTPYAHUKOB KPU3UCHbBIX LieH-
TPOB, COBEpPLUIEHCTBOBAHMM CTAaHAAPTOB OKa3aHus MOMOLLM, BHEAPEHUMN CYTNEPBU3MOHHOM MOAAEPIKKN
1 hopMMpOBaHMM BOAEE YCTOMYMBOI CUCTEMbI MESKBEAOMCTBEHHOIO COMPOBOXKAEHMS MOCTPAAABLLNX
OT HaCUAMS.

KatoueBble cAoBa: ObITOBOE HACUAME, KPU3MCHblE LEHTPbI, MpPoeccroHaAbHble LEeHHOCTH,
3TUYECKME AMAEMMbI, 6E30MaCHOCTb, KOH(PUAEHLIMAABHOCTb.

Introduction

Domestic violence remains one of the most
complex social problems because it is not only an
individual incident within a family but also a persis-
tent social mechanism that affects survivors’ safety,
health, economic independence and social partici-
pation (WHO, 2024; World Health Organization,
2013). In everyday practice, crisis centers function
as key “first-contact” institutions providing emer-
gency support. They are the point where immediate
protection needs, legal pathways, psychological sta-
bilization and risk-sensitive case management inter-
sect (Sullivan, 2018; Goodman et al., 2016).
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The professional work of crisis-center staff is
inherently value-laden. Decisions are made under
uncertainty, resource scarcity and constant time
pressure, often in situations of heightened danger
(stalking, escalation risks, and children’s safety).
Therefore, service quality depends not only on
formal protocols but also on professionals’ stable
“value core”: which principles are non-negotiable,
how responsibility boundaries are drawn, how the
balance between client autonomy and risk commu-
nication is understood, and how confidentiality and
its limits are interpreted.

Empirical findings from the present study indi-
cate that the most consistent themes in practitioners’
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accounts include: safety as the primary decision
filter; a non-blaming, trauma-informed approach;
respect for client autonomy combined with the cen-
ter’s duty to inform about risks; confidentiality as a
component of safety with clearly recognized limits;
professional boundaries; teamwork and supervision;
and systemic constraints (SAMHSA, 2014; WHO,
2013; Sullivan, 2018).

Importantly, safety operates as a meta-value
rather than a declarative principle: it structures prac-
tical steps from initial risk screening and 24-72-
hour safety planning to careful handling of sensitive
information and pacing of legal actions.

This also generates a central ethical dilemma
“safety vs client autonomy”-where practitioners
must respect clients’ choices while ensuring a mini-
mum safety package and explicit risk communica-
tion.

The study further highlights structural barri-
ers that complicate the implementation of values in
practice: weak interagency coordination, social nor-
malization of violence and stigma, family pressure,
clients’ economic dependence, and the emotional
risks of the profession, including burnout under
high moral load and limited resources.

The aim of this article is to identify and describe
crisis-center workers’ professional values in the
context of domestic violence, and to demonstrate
how these values are enacted through typical dilem-
mas, support practices and perceived barriers. The
empirical basis consists of in-depth interviews with
staff from crisis centers in Almaty and Karaganda,
with participants anonymized as R1-R7 in the ma-
terials. The analytical strategy relies on thematic
analysis with four coding blocks — values, dilem-
mas, practices and barriers — linking micro-level
professional decision-making to organizational and
systemic conditions (Braun & Clarke, 2006; Tong et
al., 2007). The article is structured as follows: meth-
odology and sample; results of the thematic analy-
sis, including core values, dilemmas, practices and
barriers; discussion of organizational implications;
and conclusions with practical recommendations for
strengthening standards, supervision and interagen-
cy collaboration.

Literature review

Domestic violence most commonly discussed in
the international literature under the term intimate
partner violence (IPV), i.e., violence perpetrated by
an intimate partner is widely recognized as a major
public health problem, a violation of human rights,

and a direct threat to survivors’ physical, mental, and
social well-being. According to World Health Orga-
nization estimates, approximately 30% of women
globally experience physical and/or sexual violence
by a partner or sexual violence by a non-partner
over the course of their lifetime, with a substantial
share of cases attributable specifically to partner
violence (WHO, 2024). This framing is essential for
research on the professional values of crisis-center
practitioners, whose everyday decisions are shaped
not only by personal convictions but also by the on-
going necessity to assess the risk of repeat violence,
threats and stalking, and the impacts of violence on
children.

At the level of service provision, crisis centers,
shelters, and specialized NGOs constitute critical
access points to safety, initial psychological sup-
port, legal navigation, and social referral pathways.
Research on victim-support services emphasizes
that effectiveness depends not only on the range of
services offered, but also on sow those services are
delivered respectfully, safely, without coercion, and
in ways that account for trauma histories and the
practical constraints of the system (Sullivan, 2018).

In Kazakhstan, the relevance of this topic is am-
plified by the concurrent institutional development
of support systems and the continuing “latency”
of the problem. Quantitative studies in Kazakhstan
note that violence often remains hidden due to so-
cial norms, distrust, and barriers to help-seeking,
which reduces the likelihood of formal reporting
and complicates access to protection (Kainazarova
et al., 2025). Public materials from governmental
bodies also indicate an expansion of crisis-support
infrastructure: official information reports that ap-
proximately 74 crisis centers operate nationwide, a
significant proportion of which include shelters for
women and children (Government of Kazakhstan,
2025). At the same time, analytical reports point
to regional disparities in service availability and to
workload pressures related to the financing and or-
ganization of specialized social services delivered
through crisis centers.

Within sociological and social work perspec-
tives, “professional values” are understood as stable
normative orientations that define standards of what
is acceptable and unacceptable in helping practice
and delineate the boundaries of professional inter-
vention. Core values typically include respect for
human dignity, self-determination (autonomy), non-
discrimination, confidentiality, competence, and
accountability to clients and society. These orienta-
tions are codified both in international ethical prin-
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ciples for social work (IFSW, 2018) and in profes-
sional codes that explicitly emphasize clients’ rights
to self-determination and the obligation to protect
confidentiality within the bounds of law and ethics
(NASW, 2021).

In the context of domestic and partner violence,
this framework requires further specification: the
value of client autonomy must be balanced with
practitioners’ responsibility to communicate risk,
support safety, and avoid actions that may inad-
vertently increase danger. Accordingly, research
on services for survivors highlights that values are
enacted through “micro-decisions” in practice what
to document, how to discuss risks, how to build rap-
port without pressure, how to maintain confiden-
tiality, and where the limits of confidentiality lie
(WHO, 2013).

One of the most widely endorsed approaches
in contemporary support systems is the trauma-in-
formed approach. 1t assumes that traumatic expe-
riences are prevalent and shape behavior, decision-
making, and the capacity to seek help; therefore, an
organization’s task is to prevent retraumatization
and embed an understanding of trauma into proce-
dures and interactions. In SAMHSA’s formulation,
a trauma-informed approach entails recognizing the
widespread impact of trauma, identifying its signs
in clients and staff, integrating trauma knowledge
into policies and practices, and actively resisting
retraumatization (SAMHSA, 2014). At the level of
guiding principles, SAMHSA emphasizes safety;
transparency and trust; peer support; collaboration;
empowerment and choice (voice); and attention to
cultural, historical, and gender factors (SAMHSA,
2014).

In IPV response, these principles align closely
with survivor-centered (or women-centered) prac-
tice: minimizing blaming interpretations (e.g., “why
didn’t you leave earlier”), acknowledging the cycli-
cal nature of violence and the possibility of return-
ing to abusive partners, respecting the survivor’s
pace, and avoiding practices that intensify shame
and isolation (WHO, 2013). International guidance
consistently stresses that even an initial professional
response must be supportive, safe, and respectful in
order to preserve trust and avoid increasing the risk
of further violence (WHO, 2013).

Increasingly, contemporary service models are
described as supporting empowerment and restoring
control over one’s life, rather than directive “res-
cue.” Conceptual models of crisis-service practice
suggest that sustained improvements in well-being
are linked to the extent to which services help sur-
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vivors regain a sense of safety, access resources,
strengthen social support, and make decisions un-
der conditions of risk (Sullivan, 2018). Empirical
research also underscores the role of the helping re-
lationship (the practitioner—survivor “alliance”): the
quality of the relationship with an advocate or sup-
port professional can operate as an important mech-
anism associated with increased perceived agency
and improved psychological well-being (Goodman
et al., 2016). Thus, the professional value of auton-
omy does not imply “non-intervention”; rather, it
involves active work to provide information, clarify
alternatives, support choice, and strengthen safety
while respecting the client’s right to decide (WHO,
2013).

Confidentiality in services for survivors of vi-
olence serves a dual function: (1) it builds trust in
the practitioner and the service, and (2) it is a di-
rect component of safety, because information leaks
may lead to stalking, retaliation, or coercive return.
WHO clinical and policy recommendations stress
the need to conduct consultations in private settings
and to maintain confidentiality while explicitly ex-
plaining its limits in advance (e.g., mandatory re-
porting requirements or imminent threats to life)
(WHO, 2013). This establishes a central ethical di-
lemma for crisis-center practitioners: balancing pro-
tection of trust with obligations to respond when the
life or safety of children or other persons is at risk.

Research on support services also highlights that
the “safety of space” in shelters and crisis centers
requires strict communication rules, careful control
of location disclosure, and caution in interagency
coordination to avoid creating risks for all residents
(WHO, 2013).

Professional values in crisis-center work also
necessarily include boundaries both as an ethical
principle and as a mechanism for preventing burn-
out. Working with traumatic narratives, threats,
and crisis situations increases the risk of second-
ary traumatic stress and other forms of professional
exhaustion. Studies of social workers indicate that
a substantial proportion experience symptoms of
secondary traumatic stress, and some may devel-
op clinically significant levels of symptomatology
(Bride, 2007).

For professionals supporting survivors of do-
mestic violence, emotional strain is particularly pro-
nounced due to the combination of “real, ongoing
danger” to the client and a high degree of empathic
engagement. A study of domestic violence advo-
cates found that key protective factors include col-
legial support and high-quality clinical supervision;
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protection is also strengthened by an organizational
environment characterized by shared responsibil-
ity and “shared power” (respect, reciprocity, and
aligned decision-making), rather than a rigidly hi-
erarchical model (Slattery & Goodman, 2009). In
the Kazakhstani context, studies of organizations
working on violence against women additionally
document structural stressors surges in demand dur-
ing crisis periods, resource constraints, the need to
adapt service formats, and organizational pressure
all of which intensify risks of staff overload (Kara-
bay et al., 2024).

Even when teams share a coherent value base,
service effectiveness depends on interagency coor-
dination (police, health care, education, courts, and
social services). International recommendations em-
phasize the need for coordinated systems, adequate
funding, and staff training to ensure appropriate ini-
tial responses and referral pathways (WHO, 2013).
In practice, however, “systemic barriers” (limited
shelter capacity, uneven accessibility, bureaucratic
procedures) can turn values into an arena of contin-
ual dilemmas and compromises. In Kazakhstan, an-
alytical materials similarly note challenges related
to crisis-center accessibility and the regulatory pro-
vision of specialized social services, which shapes a
persistent constraint environment for practitioners.

Overall, contemporary literature identifies sev-
eral “nodal” foundations of crisis-center practitio-
ners’ professional values: safety as a primary crite-
rion; non-blaming, trauma-informed engagement;
support for autonomy and empowerment; confiden-
tiality and management of its boundaries; profes-
sional boundaries and team sustainability; and inter-
agency coordination under conditions of systemic
constraint (SAMHSA, 2014; WHO, 2013; Sullivan,
2018; Slattery & Goodman, 2009).

At the same time, in Kazakhstan there remains
a need for empirical studies that examine how these
values are articulated and enacted by crisis-center
professionals in everyday decisions, dilemmas, and
practices at the intersection of professional ethics
and the structural constraints of service provision
(Kainazarova et al., 2025; Karabay et al., 2024).

Materials and methods

Study Design

This study was conducted within a qualitative
paradigm and has an exploratory design. The em-
pirical basis comprises in-depth semi-structured in-
terviews with crisis-center staff working with sur-
vivors of domestic violence. Data were interpreted

using thematic analysis as a strategy for identifying
recurrent meanings and practices in participants’
professional experience (Braun & Clarke, 2006).

The reporting logic follows principles of trans-
parency in qualitative research particularly regard-
ing the description of the sample, procedures, ana-
lytic steps, and the use of illustrative quotations
consistent with the COREQ recommendations
(Tong et al., 2007).

Sampling Strategy and Participants

The sample was formed using purposive sam-
pling with an emphasis on capturing diversity of
functional roles within crisis services, including:
initial intake and risk assessment; shelter opera-
tions; child-focused practice; legal navigation and
referral; coordination of complex cases and supervi-
sory functions; outreach and partnerships; and train-
ing and standards of practice.

Participants included seven crisis-center work-
ers from Almaty and Karaganda (six women and
one man). Participants ranged in age from 27 to 59
years (27, 33, 35, 42, 46, 51, and 59). To ensure
confidentiality, anonymized identifiers (P1-P7) are
used throughout the text, and no specific organiza-
tions or other identifying details are reported.

Data Collection

Interviews were organized around thematic
blocks designed to elicit professional reflection and
the “internal logic” of crisis work: (1) professional
trajectory and work context; (2) understandings of
professional values and principles; (3) values in ac-
tion (examples of decisions/cases); (4) ethical and
legal boundaries; and (5) organizational culture,
support, and practitioner sustainability (burnout).

Data Analysis

Analysis was conducted as an iterative, code-
based thematic analysis with progressive refinement
of codes and higher-order meaning-making (Braun
& Clarke, 2006). The analytic framework operation-
alized coding across four interrelated dimensions of
professional experience: (1) values, (2) dilemmas,
(3) practices, and (4) barriers. The analytic output
included a codebook indicating code coverage (i.e.,
how many participants articulated each code), as
well as a synthesis of cross-cutting emphases and
integrative themes.

Ethical Considerations

The study adhered to principles of informed
consent, voluntary participation, and confidentiality.
Notably, participants’ reflections on the boundaries
and exceptions of confidentiality as a professional
norm constitute part of the study’s empirical mate-
rial.
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Results and discussion

Sample characteristics

Seven crisis-center professionals from two cit-
ies in Kazakhstan (Almaty and Karaganda) partici-
pated in the study (six women, one man). Partici-
pants’ ages ranged from 27 to 59 years (M = 41.9;
Me =42).

Table 1
Socio-demographic characteristics of participants (n = 7)

Indicator Value
Total participants 7
Women 6
Men 1
Age (M) 41.9
Age (Me) 42
Age (min—max) 27-59

Participants represented a range of functional
roles across the crisis-service continuum: initial
intake and risk assessment; shelter-based support;
child-centered work; legal navigation; complex
case coordination and supervision; outreach and
access pathway development; and staff training
and standardization. Typical cases included repeat

Table 2

help-seeking, nighttime arrivals without documents,
threats/stalking, complex presentations (violence
+ addiction + children + housing instability), and
strong social normalization of violence in clients’
environments.

Cross-cutting core meanings

Across interviews, a stable core of professional
meanings was identified: (1) safety as the primary
decision filter; (2) a non-blaming stance grounded
in recognition of survivors’ lived experience; (3)
client autonomy paired with the duty to communi-
cate risk; (4) confidentiality as a safety mechanism,
with explicit boundaries (risk to life, child safety);
(5) professional boundaries and rejection of “rescu-
ing”; (6) teamwork and supervision as infrastructure
for quality; and (7) a persistent context of systemic
constraints (capacity, staffing, interagency coordi-
nation, reporting and accountability demands).

Respondents commonly described a shift from
expectations of a “quick exit” toward understand-
ing support as a longer, non-linear process marked
by returns. In this framing, keeping “the door open”
and ensuring a “minimum safety package” were
viewed as critical practice commitments (translated
from the original interviews).

Value codes

Value codes show the densest normative core
around safety, trauma-informed non-blaming en-
gagement, autonomy, confidentiality, and profes-
sional boundaries.

Coverage of value codes (n = 7) (n = number of respondents explicitly articulating the value; % = proportion of the sample)

Code Value n %
V1 Safety first 7 100
V2 Non-blaming / trauma-informed approach 7 100
V3 Autonomy and voluntariness of decisions 7 100
V4 Confidentiality as protection 7 100
V5 Professional honesty / realism 6 86
Vo6 Priority of children’s well-being 4 57
V7 Professional boundaries (anti-heroism) 7 100
V8 Teamwork and supervision 6 86
Vo Non-discrimination and accessibility of support 3 43

V1. Safety first (7/7). Safety of the client,
children, and shelter space was positioned as
the primary decision criterion, operationalized
through safety planning, escalation prevention,
and controlled disclosure of identifying informa-
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tion. Safety was repeatedly framed as collective:
a single error may compromise the entire shelter’s
location.

V2. Non-blaming, trauma-informed engage-
ment (7/7). Participants emphasized avoiding shame
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and moralizing, arguing that blame disrupts trust
and reduces subsequent help-seeking.

V3. Autonomy and voluntary decision-making
(7/7). “We do not decide for the person” encapsulat-
ed the approach: staff provide risk information and
options while recognizing the client’s right to make
imperfect choices, especially in scenarios of return-
ing to the perpetrator or declining to file a report.

V4. Confidentiality as protection (7/7). Confi-
dentiality was construed as both trust-building and
safety-critical, with a strong emphasis on proactive-
ly explaining exceptions in advance, particularly
when life-threatening risk or child safety concerns
emerge.

V5. Professional honesty/realism (6/7). A recur-
ring value was avoiding unrealistic promises regard-
ing timelines, placement availability, and legal pro-
cedures; respondents framed realism as essential to
ethical practice.

V6. Priority of children’s well-being (4/7). Chil-
dren were treated as an independent subject of safe-

Table 3
Coverage of ethical dilemma codes (n=7)

ty and care; respondents emphasized that children
should not be instrumentalized in adult conflicts.

V7. Professional boundaries and rejection of
“heroism” (7/7). Boundaries were described as an
ethical norm and a prerequisite for sustainability,
including limits on availability and avoidance of
shifting professional support into personal rela-
tionships.

V8. Teamwork and supervision (6/7). Team-
based discussion and supervision were positioned as
mechanisms of quality assurance and psychological
containment for complex cases.

V9. Non-discrimination and accessibility (3/7).
Respondents highlighted plain language, barrier re-
duction, and safe modes of contact (including anon-
ymous approaches) to support equitable access.

Ethical dilemmas

Ethical dilemmas clustered around recurrent de-
cision nodes in crisis practice. The most universal
were “safety vs. autonomy” and “empathy vs. pro-
fessional distance.”

Code Dilemma n %
D1 Safety vs. client autonomy 7 100
D2 Confidentiality vs. duty to intervene 6 86
D3 Justice/punishment vs. escalation prevention 4 57
D4 Speed of support vs. bureaucracy 5 71
D5 Client needs vs. shelter safety 3 43
D6 Empathy vs. professional distance 7 100
D7 Resource scarcity and triage ethics 2 29
D8 Client/family values vs. center values 6 86

D1. Safety vs. autonomy (7/7). The most fre-
quent scenario involved client choices perceived as
higher-risk (returning to the perpetrator, refusing to
report, maintaining contact). The dominant practice
logic combined respect for choice with explicit risk
communication and a minimum safety plan.

D2. Confidentiality vs. duty to intervene (6/7).
This dilemma emerged when risks to life or child
safety required interagency action, potentially un-
dermining trust. Participants emphasized anticipa-
tory clarification of confidentiality limits.

D3. Justice/punishment vs. escalation preven-
tion (4/7). Respondents noted that rapid punitive ac-
tion can intensify threats, especially in stalking con-

texts and when children are involved; caution was
framed as risk management.

D4. Speed vs. bureaucracy (5/7). Participants
described a persistent mismatch between the ur-
gency of crisis and slow procedural requirements
(documentation, queues, approvals), experienced as
“the system moving slower than the crisis”.

DS5. Client needs vs. shelter safety (3/7). Ten-
sion arose between individual preferences (contacts,
calls, meetings) and collective safety rules; strict
shelter protocols were justified by the shared-risk
environment.

D6. Empathy vs. distance (7/7). Emotional en-
gagement was recognized as necessary, while “res-
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cuer” dynamics were framed as risky for both client
and practitioner.

D7. Triage ethics under scarcity (2/7). Limited
capacity produced ethically burdensome decisions
regarding who could be accommodated, with harm-
minimization as the guiding rationale.

D8. Client/family values vs. center values (6/7).
Social normalization of violence (“this is how it is,”

Table 4
Coverage of practice codes (n=7)

“for the children™) conflicted with the center’s norm
that violence is unacceptable. A common strategy was
to avoid direct confrontation and instead re-anchor dis-
cussion in safety, consequences, and available choices.

Practice codes

Practice codes captured how values were en-
acted in routine work from initial risk assessment to
practitioner sustainability.

Code Practice n %
P1 Risk assessment and safety planning 7 100
P2 Minimizing secondary traumatization 6 86
P3 Stepwise support and a “minimum package” 7 100
P4 Multidisciplinary collaboration 6 86
P5 Referral navigation and interagency coordination 5 71
P6 Shelter protocols / safety of space 3 43
P7 Child-centered practices 4 57
P8 Outreach and “safe channels” 2 29
P9 Professional hygiene/resilience and team practices 7 100

P1. Risk assessment and safety planning (7/7).
Initial risk screening, a 24-72-hour plan, code
words, document preparation, and contact control
functioned as the operational core of safety work
and a key response to the autonomy-safety dilem-
ma.

P2. Minimizing secondary traumatization (6/7).
Respondents emphasized “not interrogating,” avoid-
ing repeated detailed recounting, respecting pace,
and documenting carefully.

P3. Stepwise support and a minimum package
(7/7). Even when clients declined an “ideal” path-
way, staff-maintained engagement and offered min-
imum safety, information, and options consistent
with the “door stays open” commitment.

P4. Multidisciplinary collaboration (6/7). In-
volving psychologists, lawyers, and social workers
supported role clarity and reduced error risk in com-
plex cases.

P5. Navigation and interagency coordination
(5/7). Participants described coordinated work with
police, courts, healthcare, and educational institu-
tions, often via formal referrals and accompaniment.
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This practice was repeatedly constrained by system-
ic coordination barriers.

P6. Shelter protocols and safety of space (3/7).
Rules governing communications, address protec-
tion, and risk management for other residents were
framed as necessary for collective safety.

P7. Child-centered practices (4/7). Practices
included assessing children’s needs, liaising with
schools/kindergartens, and supporting caregivers’
understanding of stress-related child responses.

P8. Outreach and safe channels (2/7). Neutral
communication and minimization of digital/interac-
tional traces were used to reduce the likelihood of
escalating risk.

P9. Professional hygiene and sustainability
(7/7). Supervision/intervision, end-of-shift closure
routines, leave, and boundaries on availability were
treated as ethical prerequisites for maintaining ser-
vice quality and mitigating burnout risk.

Barrier codes

Barriers constituted the structural background
against which values had to be continuously opera-
tionalized through compromise.
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Table S
Coverage of barrier codes (n=7)

Code Barrier n %
B1 Shortage of shelter places/resources 5 71
B2 Staffing shortages and overload 5 71
B3 Reporting requirements and bureaucracy 4 57
B4 Weak interagency coordination 6 86
BS5 Normalization of violence and stigma 6 86
B6 Client economic dependence 3 43
B7 Limited child/trauma competencies in the wider system 2 29
B8 Emotional risks of the profession: burnout 7 100

B1. Shelter capacity/resource scarcity (5/7).
Respondents described situations in which women
with children could not be accommodated at the
point of crisis; scarcity intensified triage pressures.

B2. Staffing shortages and overload (5/7). Turn-
over and fatigue were described as risks to quality
and as factors exacerbating vulnerability to burnout.

B3. Bureaucracy and reporting demands (4/7).
Participants described tension between human-cen-
tered support and paperwork/metrics, with high time
costs and the risk of dehumanizing service delivery.

B4. Weak interagency coordination (6/7). The
dominant formulation was that “the system moves
slower than the crisis”; inconsistent understandings
of violence across partner agencies disrupted path-
ways of protection and support.

B5. Normalization of violence and stigma (6/7).
Family pressure and norms discouraging disclosure
delayed help-seeking and increased returns, compli-
cating efforts to maintain the service’s non-violence
framework.

B6. Economic dependence (3/7). Housing and
financial constraints frequently drove returns, rein-
forcing the long-term, non-linear character of sup-
port trajectories.

B7. Limited child/trauma competencies (2/7).
Shortages of specialized professionals and accessi-
ble services constrained child-centered components
of support.

B8. Burnout and emotional risk (7/7). Partici-
pants reported markers such as cynicism, irritabil-
ity, diminished empathy, and somatic symptoms,
and explicitly framed sustainability as part of ethical
helping practice.

The findings indicate that the “normative core”
of crisis-center professionals’ values is organized
around the meta-value of safety and sustained
through an interconnected set of orientations non-

blaming practice, client autonomy, confidentiality,
professional boundaries, and teamwork/supervi-
sion operating under persistent systemic pressure
(resource scarcity, interagency gaps, bureaucracy,
and reporting demands). In the thematic analysis,
these elements were reproduced across nearly all
participants and formed a stable practice logic: sup-
port is conceptualized not as “rescue,” but as ongo-
ing accompaniment that anticipates possible returns,
where the key outcome becomes a minimum safety
package and continuity of contact (“the door re-
mains open”).

Domestic violence as a crisis type generates a
distinct professional rationality: “safety first” func-
tions not as one value among others, but as the pri-
mary decision filter shaping legal pathways, the
scope and form of documentation, shelter rules, and
even the tone and timing of communication. This
aligns with international clinical and programmatic
guidance emphasizing safety orientation and the
avoidance of practices that increase escalation risk,
including uncontrolled disclosure of information
and “accelerating” action without risk assessment
(World Health Organization [WHO], 2013).

In interviews, the safety logic was expressed both
as the organization of space (confidential shelter ad-
dress, rules governing contact and disclosure) and as
the organization of process (safety planning, stepwise
support, follow-up checkpoints, and discouraging
actions likely to heighten risk). Practically, these ac-
counts correspond to victim-defined advocacy, where
safety is interpreted broadly extending beyond physi-
cal risk to include basic needs that shape vulnerability
(housing, income, access to services) and where safe-
ty planning is framed as collaborative work rather
than top-down instruction (Davies, 2011).

Non-blaming and trauma-informed practice as a
condition for trust and service engagement. A cross-
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cutting motif in the data is the rejection of survivor-
blaming and the recognition of survivors lived ex-
perience as a foundational professional norm. For
crisis centers, this stance is not only ethical but also
pragmatic: a non-blaming posture reduces barriers
to help-seeking and supports continuity of engage-
ment, especially in contexts of repeated help-seek-
ing and returns to relationships captured in the anal-
ysis as a shift from “saving” to “accompanying.”
This aligns with the principles of a trauma-informed
approach, where safety, trustworthiness, collabora-
tion, and empowerment are treated as organizing
features of work with trauma (Substance Abuse
and Mental Health Services Administration [SAM-
HSA], 2014). Importantly, in crisis-center settings
trauma-informed practice is not limited to “careful
communication”; it also involves organizational
discipline (protocols, supervision, clear boundaries)
that prevents secondary traumatization of both cli-
ents and practitioners.

Client autonomy and the “safety vs. autonomy”
dilemma. Across all interviews, client autonomy
was articulated as a core principle (“we do not de-
cide for the person”), alongside the center’s respon-
sibility to communicate risks and offer minimally
safer options. This produces the key ethical dilem-
ma identified as central in the dataset (D1): clients
may choose “non-ideal” or higher-risk options, and
practitioners must maintain a balance between re-
spect for choice and harm prevention.

Such balancing is also emphasized in contem-
porary survivor advocacy, particularly when rela-
tionship exit is not feasible or may increase danger
and when safety planning must be developed “in
contact” (Davies, 2011). In this regard, the prac-
tices identified in the study stepwise support and
the “minimum package” (contacts, scenarios, code
words, checkpoints) operate as professional mecha-
nisms that preserve autonomy without abandoning
responsibility.

Confidentiality: trust, safety, and the boundaries
of intervention. In the data, confidentiality functions
simultaneously as a value (V4) and as a recurrent
tension point (D2) due to intervention boundaries
in cases involving life-threatening risk and/or child
safety. This reflects international guidance: confi-
dentiality is critical for access to support, yet excep-
tions related to safety and legal duties of protection
are structurally embedded in violence-response sys-
tems (WHO, 2013).

From a sociological perspective, it is notable
that confidentiality is interpreted not as “absolute
silence,” but as a technology of safety (minimiz-
ing traces, controlling access to data, careful docu-
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mentation). This shifts ethics toward the procedural
level: values are enacted through routines and safe-
guards rather than through declarative principles
alone.

Professional boundaries, teamwork, and sus-
tainability as an “infrastructure of ethics”. A distinct
contribution of these findings is the emphasis that
values are “performable” only when supported by
organizational infrastructure: supervision, team-
based case discussion, workload distribution, clear
rules, and rejection of “heroic” expectations. These
results align with research on occupational well-
being among IPV-support practitioners: supervision
quality, collegial support, and a culture of shared
power reduce secondary traumatic stress among
domestic violence advocates (Slattery & Goodman,
2009).

Respondents described boundaries as a form
of professional maturity: not being available 24/7,
avoiding rescuer dynamics, and not remaining alone
with severe cases. This resonates with broader mod-
els of burnout conceptualized as a syndrome emerg-
ing from chronic mismatches between job demands
and resources, control, recognition, and value align-
ment (Maslach & Leiter, 2016). Crucially, burnout
in these accounts is not merely “fatigue” but changes
in the moral-emotional fabric of professional work
(cynicism, emotional numbing, irritability), which
directly threatens service quality.

Systemic barriers and moral load: bureaucracy,
scarcity, and interagency gaps. At the structural
level, the study documents a stable set of barri-
ers: shortage of shelter places and resources, staff-
ing overload, reporting pressure, weak interagency
coordination, normalization of violence, clients’
economic dependence, and universal exposure to
burnout risk. These barriers do not merely compli-
cate service delivery; they generate dilemmas (e.g.,
triage under scarcity, trade-offs between speed and
quality) that intensify practitioners’ moral load.

From the sociology of organizations, these dy-
namics can be interpreted through street-level bu-
reaucracy: front-line staff translate abstract poli-
cies into case-level decisions under high workload
and limited resources, resulting in routine rationing
strategies and reduced predictability of assistance
(Lipsky, 2010). In professional—ethical terms, such
conditions increase the risk of moral distress, when
practitioners know what would be “right” but insti-
tutional constraints make it difficult to enact. Re-
search within IPV/SV service sectors shows that
scarcity, operating above capacity, role shifts, and
communication failures are common sources of
moral distress with negative impacts on staff, orga-
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nizations, and clients (Voth Schrag et al., 2023). In
this study, that logic appears in continuous compro-
mise and an explicit orientation toward “minimizing
harm” when an ideal support trajectory cannot be
secured.

Practical and managerial implications

Positioning the findings against the relevant lit-
erature suggests several service-development direc-
tions that follow directly from the identified values
and barriers: Institutionalize safety as a cross-cut-
ting standard: implement unified protocols for risk
assessment, safety planning, and responses to stalk-
ing/threats; train staff to conduct risk review with-
out pressuring clients (WHO, 2013; Davies, 2011).
Build a trauma-informed organizational environ-
ment: embed trust, collaboration, and empowerment
not only in client interaction but also in workforce
management (supervision, psychological support,
rejection of “heroic” culture), thereby reducing sec-
ondary stress and improving service quality (SAM-
HSA, 2014; Slattery & Goodman, 2009). Strength-
en interagency pathways: given the repeated barrier
of systemic “slowness” and coordination gaps, for-
malize referral routes (MOUs, designated contacts,
rapid communication channels) to reduce reliance
on individual staff effort. Interagency coordination
must operate within a safety logic and prevent in-
formation leakage (WHO, 2013). Prevent moral
distress: introduce regular ethical case reviews, col-
lective triage decision mechanisms under scarcity,
and transparent workload allocation rules to reduce
the internalization of “personal guilt” for systemic
limitations (Voth Schrag et al., 2023).

Study limitations and directions for future re-
search

Interpretation should consider the qualitative
design and small sample (seven professionals from
two cities). First, the data reflect professional self-
report and may be influenced by social desirability.
Second, variation in organizational models (NGO
vs. state-led formats, shelter presence, staffing lev-
els) likely shapes how values and dilemmas are
articulated, but such differentiation is analytically
limited in a small sample. Future research may ex-
pand geography (including smaller cities), triangu-
late sources (interviews + observation + document/
protocol analysis), and incorporate clients’ perspec-
tives to compare “declared” versus “experienced”
standards of support. WHO also highlights the need
for context-sensitive research and implementa-
tion evaluation of recommendations across settings
(WHO, 2013).

Overall, the discussion supports the conclusion
that crisis-center professionals’ values function si-

multaneously as an ethical compass and a practical
risk-management tool; however, their enactment de-
pends directly on organizational and systemic con-
ditions. Where resource scarcity and interagency
fragmentation become normalized, moral load and
exhaustion risks increase; conversely, supervision,
teamwork, and clear protocols translate values into
sustainable practice.

Conclusion

This qualitative study suggests that, in the con-
text of domestic violence, crisis-center profession-
als’ values operate as a practical decision-making
“compass” that helps balance survivor support with
risk reduction. The core value structure comprises
safety as the primary action criterion; non-blaming,
trauma-informed engagement; client autonomy
paired with mandatory risk communication; con-
fidentiality as a component of safety; professional
boundaries and rejection of rescuer dynamics; and
teamwork/supervision as quality infrastructure.

At the level of dilemmas, the main tensions re-
volve around “safety vs. autonomy,” “confidenti-
ality vs. duty to intervene,” and compromises pro-
duced by limited resources and slow interagency
coordination. These tensions intensify burnout risk
(7/7), suggesting that sustainability practices (su-
pervision, workload distribution, clear regulations)
should be treated as elements of ethics and quality
rather than optional “add-ons.”

The practical contribution of the study lies in the
operationalization potential of the identified values
into staff training standards and crisis-support pro-
tocols: a basic safety package, careful (non-retrau-
matizing) interviewing, transparent confidentiality
rules, and stable team mechanisms for decision-
making. At the level of social policy, the findings
point to the need to strengthen shelter resource
capacity, improve interagency coordination, and
expand child-focused and trauma-therapy compe-
tencies in the support system because systemic con-
straints are precisely what transform professional
values into ongoing labor of moral compromise and
triage.
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