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Introduction
Intimate Partner Violence, also known as ‘Domestic Violence’ or ‘Violence Against Women’ is a major 
social and health problem- encountered by nursing, medical and social work professionals in their work 
(Tufts et al, 2009; Haggblom et al, 2005; Holt, 2003; Ferguson and O’Reilly, 2001; Humphreys, 2000).  
This Handbook has been written to accompany the Teachers Curriculum and Guidebook developed by 
the Leonardo da Vinci -project called Social and Health Care Teachers against Violence, HEVI 2008-
2010 to support teachers within the European Union to educate their students, as future  professionals, 
to understand the prevalence, dynamics, effects and responses to intimate partner violence (IPV) so that 
they can intervene effectively and safely to counteract this widespread and sometimes life threatening 
violation of women’s human rights (World Health Organisation, 2006). 

This short Handbook brings together information which will assist Teachers to utilize the Curriculum 
and Guidebook to the maximum, by providing additional information on the major topics addressed in 
the Curriculum Modules. This Handbook is not intended to replace the use of the Reading Lists and 
Websites which are listed in the Guidebook, but can act as a quick guide to the topics covered in the 
Modules.

Background information on violence
Definitions of violence

The World Health Organization defines violence as: “The intentional use of physical force or power, 
threatened or actual, against oneself, another person, or against a group or community, that either 
results in or has a high likelihood of resulting in injury, death, psychological harm, maldevelopment or 
deprivation” (World Health Organisation 2002).

The definition used by the World Health Organization associates intentionality with the committing of 
the act itself, irrespective of the outcome it produces. Excluded from the definition are unintentional 
incidents – such as most road traffic injuries and burns.

One of the more complex aspects of the definition is the matter of intentionality. The definition used 
by the World Health Organization, however, defines violence as it relates to the health or well-being 
of individuals. Certain behaviours – such as hitting a spouse – may be regarded by some people as 
acceptable cultural practices, but are considered violent acts with important health implications for the 
individual.

The World Health Organisation has introduced a typology of violence which gives an overview of the 
many faces of interpersonal, collective and self-directed violence. WHO offers a global public health 
approach to the violence (World Health Organisation 2002). 

The typology divides violence into three broad categories according to characteristics of those committing 
the violent act:

self-directed violence; violence a person inflicts upon himself or herself,•	
interpersonal violence; violence inflicted by another individual or by a small group of •	
individuals,
collective violence; violence inflicted by larger groups such as states, organized political •	
groups, militia groups and terrorist organizations. 

In this typology Interpersonal violence is divided into two subcategories: Family and Intimate Partner 
Violence and Community violence. The Teaching Guidebook of the HEVI -project focuses on Intimate 
Partner Violence, which usually, though not exclusively, takes place in the home. Violence against 
children is examined in the family context. 
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The public health approach to intimate partner violence covers for example the impact of such violence, 
factors which increase the risk for violent victimization and perpetration and effective violence prevention 
programs. 

One of the most common forms of violence against women is that performed by a husband or an intimate 
male partner. This is in stark contrast to the situation for men, who in general are much more likely to be 
attacked by a stranger or acquaintance than by someone within their close circle of relationships (World 
Health Organisation 2002).

Definitions of Intimate Partner Violence

There are a number of definitions of domestic violence, violence against women and Intimate Partner 
Violence. One of the clearest definitions of violence against women is that outlined in the 1995 Beijing 
Declaration and Platform of Action as it is both ‘gendered  and culturally sensitive’.

The term ‘violence against women’ means any act of gender based violence that results in, or is 
likely to result in, physical, sexual or psychological harm or suffering to women, including threats 
of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public or  private 
life. Accordingly, violence against women encompasses but is not limited to the following:

a. Physical, sexual and psychological violence occurring in the family, including battering, sexual 
abuse of female children in the household, dowry-related violence, marital rape, female genital 
mutilation and other traditional practices harmful to women… (United Nations, General Assembly 
1993; UN 1995)

Gender-based violence against women is “violence that is directed against a woman because 
she is a woman, or violence that affects women disproportionately. It includes acts that 
inflict physical, mental or sexual harm or suffering, threats of such acts, coercion and other 
deprivations of liberty.” (UN Secretary General’s study on violence against women 2006). 

The following gender neutral definition is also useful as it is short and incorporates the main dimensions 
of IPV:

A process whereby one member of an intimate relationship experiences vulnerability, loss of 
power and control and entrapment as a consequence of the other member’s exercise of power 
through the patterned use of physical, sexual, psychological and/or moral force. 

						      (Coker et al, 2003, p260)

The definition of violence against women by the European Union (EU) is based on the UN Declaration on 
the Elimination of Violence against Women. The EU emphasises the human rights and gender equality-
based approach to violence against women and points out that the obstacles to exercising women’s 
socio-economic and political rights increase women’s exposure to violence. The particular focus should 
be on legislation and public policies which discriminate against women and girls. 

The EU notes that violence against women is a manifestation of the historically unequal power relations 
between men and women and adversely affects not only women but society as a whole, and therefore 
urgent action is required. Joint actions by public authorities, institutions, and society in general, as well 
as an integral and multidisciplinary approach, are necessary for the eradication of violence against 
women.

The Council of Europe (COE) seeks to develop throughout Europe common and democratic principles 
based on the European Convention on Human Rights (COE/Rome 1950). COE gave the following 
declaration in 1993: “Violence against women constitutes an infringement of the right to life, security, 
liberty and dignity of the victim and, consequently, a hindrance to the functioning of a democratic society, 
based on the rule of law”.
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Violence against women is now recognized as a serious human rights abuse and increasingly as an 
important public health problem with serious consequences for women’s physical, mental, sexual and 
reproductive health (Garcia-Moreno et al, 2006). In all member countries of the European Union, violence 
against an intimate partner, or against children, is a crime punishable by imprisonment or other legal 
sanctions.

Terminology

The terms ‘family abuse/violence’, ‘domestic violence’ and ‘spousal assault’ are used differently in 
different countries and the meaning is different, particularly in relation to gender. 

The term ‘family violence’ implies that all members of the family are engaged in mutual conflict, while 
the term ‘spousal abuse’ excludes women who are co-habiting or in dating relationships and women 
who are abused by their sons or fathers. The term ‘battering’ obscures the fact that abuse can also be 
emotional, sexual, psychological or economic. WHO also notes that when abuse occurs repeatedly in 
the same relationship, the phenomenon is often referred to as ‘‘battering’’ (World Health Organisation 
2002). ‘Family violence’ is a generic term that encompasses elder abuse, child abuse, and intimate 
partner violence (American Medical Association, AMA, 2005). 

The American Medical Association (AMA) defines intimate partner abuse as “the physical, sexual, and/
or psychological abuse to an individual perpetrated by a current or former intimate partner”. The AMA 
also notes it as “past or present physical and/or sexual violence between former or current intimate 
partners, adult household members, or adult children and a parent. Abused persons and perpetrators 
could be of either sex, and couples could be heterosexual or homosexual.” (Sugg, N. et al 1999). 

While the term “intimate partner abuse” is gender-neutral, women are more likely to experience physical 
injuries and incur psychological consequences of intimate partner abuse (Rodriguez, M. et al 1999). 

The gendered nature of this crime is indicated by the fact that world-wide research in many arenas has 
shown that between 90% and 97% of abusive incidents within an intimate relationship are perpetrated by 
men against women. For this reason the terms ‘Domestic Violence’ or ‘Spousal abuse’ are a misnomer 
as they obscure the gender of the perpetrator and that of the victim.

This manual uses the term ‘Intimate Partner Violence’ because globally it is accepted and indicates that 
the majority of the victims of this kind of violence are women. ‘Intimate Partner Violence’ is seen as a 
manifestation of violence against women.

Prevalence of intimate partner violence

International prevalence

The World Health Organization estimates that between 10% and 69% of women worldwide experience 
physical violence at the hands of intimate partners and up to 70% of female murder victims are killed 
by their male partners (Heise and Garcia-Moreno, 2002: 89/93). The United Nations Population Fund 
Report (2000) states that between one in three women have been beaten, coerced into sex or abused 
in some way, and mostly by a male intimate partner or family member. One in four women have been 
abused during pregnancy. The European Union estimates that at some point in their lives, 1 in 5 European 
women will experience abuse by a male partner, while 25% of all reported crime involves assaults by 
a man on his wife or partner (EU, 2007). It is the major cause of death and disability for women aged 
between 16-44, accounting for more death and illness than cancer and road traffic accidents (Council 
of Europe, 2002).

In the United States more than 1 million cases of intimate partner violence are reported to police each 
year (Goldberg, 1999).  The National Coalition Against Domestic Violence reports that on average 10 
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women die at the hands of intimate partners each day (Wood, 2001). In Canada, there were 28,000 
incidents of spousal violence reported to the police in 2004, of which 84% involved female victims and 
16% involved male victims. However, only 28% of spousal abuse victims report incidents to the police 
(36% of female victims and 17% of male victims (Ogrodnik, 2006). 

Prevalence in some European countries

Since the 1980s a number of European countries have conducted major nationwide statistical surveys 
on the extent of interpersonal violence and its impact. The extent of the problem is recognised, and 
many states have taken actions to address the issue. Still there is a need for European data so that 
social and political interventions can be effectively targeted and tailored to meet the current needs.

Comparative data can advance theory and suggest improvements to cultural, political and societal 
responses to violence. However, accurate data comparison is more difficult than it seems. Ignoring or 
misjudging the scientific and methodological framework of specific data easily leads to wrong conclusions 
and interpretations. There have been attempts to compare prevalence data but they have faced many 
problems and data comparison has sometimes been impossible. 

A European research network called “Coordination Action on Human Rights Violations” (CAHRV) has 
addressed these problems and has taken the first steps to review European surveys on the prevalence 
and health impact of violence against women. Results show that the studies are constructed quite 
differently from one country to the next, and neither prevalence nor health impact data are comparable 
on a European level.

The report introduces the national violence against women surveys in Finland, France, Germany, 
Lithuania and Sweden. In those surveys there are differences and similarities of sample size and age 
range, data collection methods and year of the surveys. 

Lifetime prevalence rates for physical violence by current and/or former partners range from almost 
21% to 33% for women in the central age group of 20 – 59 who ever had a partner in Finland, Germany, 
Lithuania and Sweden. The French survey collected data on prevalence only in the past 12 months. 
Prevalence of physical violence by a current or former partner over the past 12 months range from 3% 
in Germany and France to 5% in Sweden and 7% in Finland. The Lithuanian survey did not include 
questions on last-year-prevalence. 

The age group of women between 20 and 59 reported high levels of lifetime prevalence of sexual 
violence by current and/or former partners, with 11.5% in the Finnish study, 6,5% in Germany, 7,5% in 
Lithuanian and 6.2% in the Swedish study. 

It is difficult to define exactly what is psychological violence in intimate partner relationships. Most 
prevalence studies use several dimensions of dominance, humiliating behaviour, threats and control 
in order to measure psychological violence. Indicators that were assessed in the Swedish, Finnish, 
Lithuanian, Germany, and, to some extent, in the French surveys were extreme jealousy, restricting the 
woman from seeing friends or other relatives, humiliating behaviour, economic control, threat to harm 
the children and threats of suicide. In the Lithuanian study at least one of these partner behaviours of 
the current partner was reported by 28,6% of women, 24,3% in the French study, 16,5 % in the Finnish 
study, 14,3% in Germany and 11,6% in the Swedish study (Schröttle M. et al. 2006). 

In the UK, one in four women will be a victim of domestic violence in their lifetime (Mirrlees-Black, 
1999).  One incidence of domestic violence is reported to the police every minute (Stanko, 2000), and 
it is the crime with the highest repeat victimization rate in Britain (Kewshaw et al, 2000). An average of 
two women per week are killed by a male partner or former partner, and nearly half of all female murder 
victims are killed by a partner or ex partner (Coleman et al, 2006). 
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Causes of Intimate Partner Violence   
The cause of Intimate Partner Violence has been the subject of much research and debate. This research 
tends to view such violence either from a wider socio political perspective or an interpersonal or familial 
perspective. The former sees violence against women as a “manifestation of historically unequal power 
relations between men and women, which have led to domination over and discrimination against 
women by men and that violence against women is one of the crucial mechanisms by which women are 
forced into a subordinate position compared to men” (UN, 1995). This approach to the causes of IPV is 
sometimes called the ‘feminist analysis’.

The latter approach sees violence as a result of stress in family life (Straus, 1990), or as a result of children 
experiencing or seeing violence in their childhood home (Watson and Parson, 2005; Black et al, 1999; 
Ellsberg et al, 1999), or as a result of a particular personality disorder (Dutton and Starzomski, 1993), 
or as a result of attachment difficulties. These approaches are sometimes described as psychological 
or sociological explanations.

Ecological framework

Heise (1998 ) has attempted to bridge the gap left by  both the feminist and non feminist (i.e. psychological 
and sociological) approaches to intimate partner violence. She notes that “a single factor explanation is 
inadequate” and is unable to explain why “individual men become violent and why women as a class are 
so often the target” (p.263). Her response is to propose what she describes as an “integrated ecological 
framework” which conceptualises abuse and violence as multifaceted phenomenon which involves 
an interplay of personal, situational and sociocultural factors. This framework draws on the empirical 
findings of the various disciplines which have been empirically found to be related to violence against 
women. She organizes these explanatory factors into layers and they are represented as a series of four 
almost concentric circles (see Figure 1 below.)

Figure 1. Factors related to violence against women at different levels of the social ecology. 
(Adapted from Heise, L.,1998)

At the first, “individual” level, the man’s developmental history includes issues such as whether he 
witnessed or experienced violence as a child, and Dutton and Starzomaski’s  (1993) “borderline 
personality organization” which can result from a child’s experience of an absent or rejecting father. At 
the next family context level, are located factors such as male dominance and control within the home, 
the use of alcohol and marital conflict. The third, “community” level, refers to the wider but contingent 
social structures which impinge upon the individual and family. These include, socio-economic and 
employment status, level of isolation of the woman and the family, and peer group influences. At the fourth 
and final level are the widest “societal” factors such as constructions of masculinity, rigid gender roles, 
beliefs in ownership of women, and an acceptance of interpersonal conflict and physical punishment. 

Individual
Society Community Family
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This model is a broader and more inclusive approach to understanding the causes of IPV and helps to 
guide a thorough assessment process. 

Other causes of Intimate Partner Violence   

It is important to note that some men and women become violent as a result of a traumatic brain injury, 
(TBI), the onset of severe mental illness (e.g. schizophrenia, or bi-polar disorder) or a severe stroke. In 
these situations, the causes and dynamics of the abuse will be very different to those outlined above. It 
is important to ascertain whether this is the case, as the legal interventions and the treatments required 
may be different.   

What is Intimate Partner Violence?
Intimate partner violence includes a range of sexually, psychologically and physically coercive acts 
used against adult and adolescent women by a current or former intimate partner, without her consent. 
Physical violence involves intentionally using physical force, strength or a weapon to harm or injure 
the woman. Sexual violence includes abusive sexual contact, making a woman engage in a sexual 
act without her consent, and attempted or completed sex acts with a woman who is ill, disabled, under 
pressure or under the influence of alcohol or other drugs. Psychological violence includes controlling 
or isolating the woman, and humiliating or embarrassing her. Economic violence includes denying a 
woman access to and control over basic resources. (UN Secretary General’s study on violence against 
women 2006).

IVP is not only confined to marriage, but may occur in any type of close adult relationships including 
other partnerships, families or households. IVP occurs in all social economic groups, all religious groups, 
all races, ethnic groups and within heterosexual, lesbian and gay relationships (Girshick Lori B. 2009), 
people of all ages and physical abilities. 

Physical abuse

Physical abuse is the control by violence or battering of another person or threat to use 
such means.

Sexual abuse

Sexual abuse is the domination and control by the abuse of the body of the victim. The 
most serious type of sexual abuse is rape. Sexual violence is generally accompanied by 
other forms of violence. 

Verbal abuse

Verbal abuse is a means of putting a woman down or undermining her confidence by 
verbally attacking her either in public or private. Verbal abuse would also include threats 
of any form. 

Emotional abuse

Emotional abuse is the domination and control of another human being by means of 
withdrawing love, approval, respect, understanding, caring and touching which are basic 
human emotional needs. 
A severe form of emotional abuse would be inflicting the “silent treatment” on a person, 
and refusing the person the right to say how they feel and the right to be listened to.
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Social abuse

Social abuse is the domination and control of another person through humiliation in public, 
which systematically isolates the person and makes her dependent on her partner. 

He can disassociate her from her friends and family through control of her freedom outside 
of the home.

Economic abuse

The abuse of economic power is the withdrawal of the financial means to feed, clothe and 
educate the woman and her children. The abuser may hold total control over spending 
money or paying bills as a means to dominate and/or abuse the woman. 

These tactics all serve to increase the perpetrator’s power and control over his partner. The Power and 
Control Wheel was developed by the Duluth Intervention Programme (Pence and Paymar, 1993) to 
show how these various tactics work (see Guidebook Appendix 2 ).  As the diagram shows, the majority 
of the abuses are not physical, but when the non physical intimidation and verbal abuse does not 
work, he will resort to physical and sexual abuse. However in some very abusive relationships, there is 
consistent physical and/or sexual abuse.

The ‘Gender Symmetry’ debate

Despite the findings of such studies as the Domestic Violence Matters Evaluation Study which strongly 
confirm the gendered nature of domestic and intimate partner abuse, (in which of the 1,236 individuals 
studied in the police system 99% were female and 99% of the perpetrators were male (Kelly L. and 
Regan L. 1999), there has been considerable debate in recent literature about women’s use of violence 
against their male partners. Some authors (e.g. Stets and Straus, 1990; Archer, 2000) suggest that 
women are as violent or even more violent than men in their intimate relationships. However, the most 
recent research suggests that research methodologies and the manner in which statistics are gathered 
and understood have led to this oversimplification of a complex issue. 

A number of researchers have attempted to resolve these apparent contradictions in the statistics, 
including Hester, (2009), Kimmel, (2002) and  Johnson (1995, 2006, 2009). Johnson’s work has become 
the most well known of these approaches. He has suggested that researchers have been looking at 
two different phenomenon and combining figures about different types of family violence. In 1995 he 
(Johnson 1995) introduced “common couple violence” and “patriarchal violence”. Common couple 
violence is common in a large number of families suffering from occasional outbursts of violence from 
either the husband or the wife, or both. 

A significant number of other families are terrorized by systematic male violence enacted in the service 
of patriarchal control. Johnson (1995) named this form of partnership violence “patriarchal terrorism”. A 
Finnish researcher calls this kind of violence “partnership terrorism” (Piispa 2002). It describes violence 
that is closest to the typical images we have of partnership violence and of the characteristics of victims 
and perpetrators. Later Johnson calls the severe violence ‘intimate terrorism’ which results in injury, 
homicide and which is the kind of abuse which professionals such as nurses and social workers are 
more likely to encounter. Johnson also describes “situational couple violence” in which both men and 
women equally engage, but which does not usually lead to serious injuries or legal action.

Later, he completed his division with two further forms: “violent resistance” (VR), which refers to cases 
in which the woman fights back in self-defense or even kills the man who has abused her for years, 
and “mutual violent control” (MVC), where both the husband and wife are violent and battle for control. 
According to Johnson and Ferraro (2000), the latter is relatively rare.

However, this conceptualization was largely untested, and in a later study (Johnson, 2000) it was 
expanded to include more groups, as follows: intimate terrorism: one spouse is violent or controlling, 
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97% men; violent resistance:  self defense as a response to violence or control (primarily by women, 
96%women); situational couple violence: violent but not controlling, 56% men; mutual violent control (3% 
of sample;). Such findings illustrate the complexity of intimate partner violence. Intimate terrorism means 
“the attempt to dominate one’s partner and to exert general control over the relationship, domination that 
is manifested in the use of a wide range of power and control tactics, including violence” (Johnson and 
Leone, 2005).

He also suggests that much of women’s’ violence is used in self defence. It is important to understand 
these typologies as the type of violence encountered will influence the risk factors for women and 
children, and will therefore also determine safety issues, referral and legal options, and appropriate 
treatments for the perpetrator or the couple.  However, if the worker encounters a man who is being 
unilaterally abused by a woman, he should receive the same support as an abused woman. He is 
equally entitled to legal protection orders and safety from abuse. 

Kimmel’s (2002) distinctions are “instrumental violence” which is goal oriented to maintain power and 
control and “expressive violence” which means expression of family conflict. 

Kelly and Johnson (2008) point out in their article that a growing body of empirical research has 
demonstrated that intimate partner violence is not a unitary phenomenon and that types of domestic 
violence can be differentiated with respect to partner dynamics, context, and consequences. They 
describe four patterns of violence: Coercive Controlling Violence, Violent Resistance, Situational Couple 
Violence, and Separation-Instigated Violence. (Kelly J.B & Johnson M.P 2008). 

Links between alcohol use and intimate partner violence

Findings from 2000 Scottish Crime Survey show that in 62% of incidents the perpetrator had been 
drinking alcohol and in 32% of incidents the perpetrator had taken drugs. Most (83%) incidents involving 
drugs also involved alcohol. (MacPherson S, 2002). 

Heavy drinkers are at increased risk of intimate partner violence victimization. Many women develop 
alcohol ‘problems’ following victimization. Alcohol misuse among victims (especially women) is often 
regarded as a consequence of domestic violence, developing perhaps as a means of coping with severe 
and repeat abuse. Alcohol misuse or dependency may be one symptom of post-traumatic stress and 
psychiatric disorder resulting from victimization experiences. Nonetheless, causes and effects of victim 
alcohol abuse in partner violence remain difficult to unravel (Finney 2004a).

Intimate partner violence is frequently committed by perpetrators who have been drinking or who have 
alcohol ‘problems’. Evidence suggests alcohol facilitates escalation of conflict into violence, perhaps 
through the disinhibitory pharmacological properties of alcohol on behaviour (Finney 2004a). 

Alcohol use is common in incidents of sexual violence, and perpetrator and victim drinking is common. 
This may be a function of the situation in which sexual violence occurs, or the influence of alcohol-related 
pharmacological and expectancy effects on sexual behaviour. Alcohol use is more likely in incidents of 
sexual violence between people who do not know each other well than intimates and the presence of 
alcohol has implications for the severity of sexual violence outcomes. Alcohol problems are common 
among male perpetrators of sexual violence. Alcohol problems are also common among sexual violence 
victims, which in many cases develop following victimisation. Alcohol relates to sexual violence via a 
number of direct and indirect pathways (Budd 2003, Finney 2004b). 

Strong links have been found between alcohol use and the occurrence of intimate partner violence in 
many countries. Evidence suggests that alcohol use increases the occurrence and severity of domestic 
violence. Alcohol consumption as a direct cause of intimate partner violence has often been contested 
either on the basis of additional factors (e.g. low socio-economic status, impulsive personality) accounting 
for the presence of both, or because frequent heavy drinking can create an unhappy, stressful partnership 
that increases the risk of conflict and violence. However, evidence is available to support relationships 
between alcohol and intimate partner violence that include:



13

Alcohol use directly affects cognitive and physical functioning, reducing self-control and •	
leaving individuals less capable of negotiating a non-violent resolution to conflicts within 
relationships.
Excessive drinking by one partner can exacerbate financial difficulties, childcare problems, •	
infidelity or other family stressors. This can create marital tension and conflict, increasing the 
risk of violence occurring between partners.
Individual and societal beliefs that alcohol causes aggression can encourage violent •	
behaviour after drinking and the use of alcohol as an excuse for violent behaviour.
Experiencing violence within a relationship can lead to alcohol consumption as a method of •	
coping or self-medicating.
Children who witness violence or threats of violence between parents are more likely to •	
display harmful drinking patterns later in life.

A number of individual, relationship and societal factors can exacerbate the association between alcohol 
use and violence. For perpetrators, heavier, more frequent drinking increases the risk of violence, and 
there is some evidence that problem drinkers are at increased risk of victimization. (World Health 
Organization 2006). 

Myths about Intimate Partner Violence

Only a small percentage of women are victims of violence.•	
Nobody has the right to interfere in the domestic affairs of a couple.•	
Women deserve to get raped and beaten; they provoke the assault by their behaviour and •	
clothing.
It’s just the odd domestic tiff - not as bad as they make out.•	
Physical violence is unlikely to get worse over time.•	
Only poor women are abused.•	
If there were no visible injuries then the assault cannot have been that bad.•	
Nobody ever gets killed as a result of domestic violence.•	
Battered women can always leave home if they want to.•	
Women who are abused come from an abusive family background.•	
Battering only occurs in working class and ethnic minority families.•	
If a woman leaves the abusive relationship the abuse will stop.•	
Women who experience domestic violence are weak.•	
Alcohol misuse causes wife battering.•	
Couple counselling will help resolve the abuse.•	
Women and children frequently lie about sexual violence.•	
Battered women batter their children.•	
Violent men are mentally ill or have low self esteem.•	
Men who are violent come from an abusive family background.•	
Abusive men cannot control their violence; they have an anger management problem.•	
Abusive men are easy to identify. They are physically violent all of the time and to everyone. •	

 (Adapted from Women and Violence, 1998 The Royal Australian College of General practitioners)
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Effects of Intimate Partner Violence

Effects on women victims

“Battering by a partner is the single major cause of injury to women in the USA. It is the single biggest 
reason women are admitted to casualty units” (Reports of the Surgeon General, U.S. Public Health 
Service, 1999). In addition to being a breach of human rights, intimate partner violence is associated 
with serious public health consequences (Ellsberg et al, 2008).

In the past decade, increasing attention has been focused on the effects of male partner violence 
on women’s physical and mental health. Studies of visits to emergency departments in the USA and 
elsewhere have suggested that physical abuse is a major cause of injury in women. Population-based 
studies have suggested that 20-75% of women who are physically abused by a partner report injuries 
due to violence at some point in their lives. Nonetheless, injury is not the most common physical health 
outcome of abuse by male partners. Epidemiological and clinical studies have noted that physically and 
sexually violent acts by intimate partners are consistently associated with a broad array of negative health 
outcomes, including gynaecological disorders, adverse pregnancy outcomes, irritable bowel syndrome, 
gastrointestinal disorders, and various chronic-pain syndromes. Abused women have more physical 
symptoms of poor health, and more days in bed than do women who have not been abused. Physical 
and sexual violence have also been associated with psychiatric problems, including depression, anxiety, 
phobias, post-traumatic stress disorder, suicidality, and alcohol and drug abuse. 

Research on the health effects of partner violence has been constrained by several factors. Most studies 
have been undertaken on clinical rather than population-based samples, mainly in North America and 
Europe. Furthermore, many studies have had small sample sizes, and have not controlled analyses for 
potential confounders. Violence has not been defined or measured consistently in the studies, making 
comparisons difficult.

The aim of the WHO multi-country study was to explore the magnitude and characteristics of different 
forms of physical, sexual, and emotional violence against women, with particular emphasis on violence 
perpetrated by male intimate partners. The study attempted to overcome obstacles of comparability 
encountered in previous studies by use of population-based surveys that included a standardised 
questionnaire, and with standardised training and data collection across participating sites. A further 
objective of the study was to assess the extent to which physical and sexual violence by intimate partners 
is associated with a range of health outcomes.  This report presents findings on partner violence and 
women’s self-reported physical and mental health. 

The analysis of all sites found significant associations between lifetime experiences of partner violence 
and self-reported poor health, and with specific health problems in the previous 4 weeks which included: 
difficulty walking, difficulty with daily activities, pain, memory loss, dizziness, and vaginal discharge. 
For all settings combined, women who reported partner violence at least once in their life reported 
significantly more emotional distress, suicidal thoughts and suicidal attempts than non-abused women. 
These significant associations were maintained in almost all of the sites. Between 19% and 55% of 
women who had ever been physically abused by their partner were injured (Ellesberg et al, 2008). 
(Appendix 1 gives an overview of the Health Consequences of Intimate Partner Abuse.)

IPV also exerts serious socio economic effects on women. As financial abuse and control is often an 
integral part of IPV, abused women may not have access to their own income, even if they are working 
outside the home. They may not be allowed to drive the family care, or visit friends and relatives. Moving 
house to ensure that neighbours and friends do not become involved in the support of the woman also 
means that she is socially isolated and does not know whom to trust. As she may also be constantly 
told that she is stupid and does not know how to raise her children, she will lose her self confidence and 
develop very poor self esteem. The effects of these forms of emotional and financial abuse will help to 
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undermine her ability to take action to protect herself. FEAR is the one of the most consistent effects of 
serious abuse.

Effects on children

These experiences of overhearing or observing the abuse of their mother can have long lasting impacts 
on the emotional and social development of many children. 

Children’s problems associated with witnessing violence can be divided into three categories: 
Behavioral and emotional problems; these children, compared to children who did •	
not witness violence at home, can be more aggressive and have antisocial behaviors 
(“externalized” behaviors), they can have fearful and inhibited behaviors (“internalized” 
behaviors), they might show lower social competence than other children and show more 
anxiety, low self-esteem, depression, anger, and temperament problems. It is also found 
that they have shown less skill in understanding how others feel and examining situations 
from others’ perspectives. 50% to 70% of children exposed to domestic violence suffer from 
posttraumatic stress disorder. (Edleson, J. L. 1997, April).
Problems in cognitive functioning and attitudes, such as learning problems caused by social •	
circumstances at home: parents have not the strength or interest enough to support for 
example the child’s schooling and learning. A child can develop attitudes justifying their own 
use of violence.  According the Finnish National Survey (Heiskanen & Piispa1998) 40 % 
of men who used violence against their female partner had been witnessing their father’s 
violent behaviour towards their mother during their childhood.
Longer-term problems; as adults depression, substance abuse (alcohol), trauma-related •	
symptoms and low self-esteem among women and trauma-related symptoms among men 
(Krug ym. 2005), mental problems and self-destructive behaviour (Forsberg 2002).

These effects will vary by the age, gender and length of exposure to the abuse, and they can include:
Undermining their developmental needs for safety and security (creating attachment •	
difficulties)
They may develop social problems such as poor social skills as a result of secrecy, shame •	
and isolation.
They may exhibit poor educational performance, or alternatively they may overcompensate •	
by immersing themselves in their studies.
Low self esteem•	
PTSS symptoms (bed wetting, school avoidance, fear, anxiety).•	

The impacts on older children of living with abuse can include:
Passive aggressive behaviour•	
Delinquency, bullying•	
Behavioural – externalising(boys)or internalising (girls)•	
Substance abuse•	
Running away from home•	
Difficulties in adulthood in forming secure attachments.•	

(A more detailed list of effects on children at different stages of their development is given in Appendix 
3).

Co occurrence of woman and child abuse

Studies suggest that in approximately 50-70% of all domestic violence situations, children living with the 
woman are also at risk of violence (see McGee, 2001 p19 for an overview of these statistics).
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Children can be directly and indirectly affected by abuse perpetrated on their mother in a number of 
ways. These can include one or all of the following:

Being aware of the violence as witnesses or overhearing it•	
Intervening to protect their mother- either directly risking assault themselves, or indirectly by •	
seeking help
Being encouraged to support/participate in the abuse and degradation of their mother. •	
(Kelly,L. 1996)

Heynen (2004) describes four typical forms of violence with which children may be faced:
Fathering through rape (forced pregnancy)•	
Mistreatment during pregnancy •	
Direct experiences of violence as co-/victims of battering•	
Growing up in an atmosphere of violence and humiliation (in Finland it is defined as •	
psychological violence against children).

One serious violence problem towards children caused by parents is abusive head trauma or inflicted 
traumatic brain injury of babies (previously known as the ‘shaken baby syndrome‘).

hidden injuries, such as bruising, retinal haemorrhages (serious injury in the eye, bleeding •	
inside eye) or fractures of the ribs or other bones 
babies are victims of violent shaking mainly in their first year of life•	
a peak at ages six to eight weeks, when babies cry the most •	
In the USA, approximately 30% of all childhood fractures are inflicted. In children younger •	
than 1 year, 75% of fractures are likely to be inflicted.

 (Kemp A. M et. al 2008)

Intimate partner violence can also affect on parenting skills: 
the parents’ ability to foster/bring up the children is weakened as a consequence of IPV •	
(stress); 
Inconsistent practices of bringing up children •	
Overprotection •	
Rough/hard punishment practices, often in a  physical manner (McCloskey etc. 1995)•	
Giving little support to their children (McCloskey etc. 1995)•	

Women who require particular consideration

Pregnant Women Pregnant women are particularly at risk of abuse by a partner. Of women 
experiencing domestic violence, 25% are assaulted for the first time during 
pregnancy. Pregnancy and family life with small children increase the risk 
of violence. 
Risk of violence increases during maternity and parental leave compared 
to average violence rate. 
4 % of women who have experienced violence report that the violence 
started during pregnancy, and also 4 % report that the violence started 
when their children were under the age of one. More than 10 % of  violent 
men were violent against their spouses also during pregnancy. (Heiskanen 
& Piispa 1998).
Violence towards pregnant women is often directed at stomach or genitals, 
so that the injury is not visible under clothing.
(See also Perttu S. & Kaselitz V. 2006).
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Women with Mental 
Health Problems

Domestic Abuse is closely linked with mental health issues (including 
substance misuse problems). Up to 64% of hospitalised female psychiatric 
patients have histories of being physically abused as adults. 

Women with mental health problems (e.g. depression, learning difficulties) 
are more at risk of domestic violence, as the nature of their problems 
renders them vulnerable and their partners may also have characteristics 
which increase the likelihood of them being abusers. 

Members of Ethnic 
Minority Communities:
Immigrant Women

Women with disabilities

Elderly women

These groups represent individuals who are marginalised in society, and 
may have some common risk factors and other inherent factors which 
present problems in dealing with Domestic Violence:

higher levels of dependency upon others, possibly including •	
their abuser.
higher incidence of socioeconomic deprivation, relative •	
isolation from friends, family, society, and services which may 
help them. 
may hail from cultures which uphold a man’s power over ‘his’ •	
woman, or have real or perceived immigration/naturalisation 
issues.
may have lower literacy levels and/or fluency in the local •	
language.

If a language interpreter is required, employ a professional one – NOT a 
friend or member of the family. 

If only a male interpreter is available, check with your patient if this is 
acceptable. 

Disabled women have a higher risk of battery, sexual abuse and rape 
than other women. It is important to ask disabled women about violence 
perpetrated by their spouse or someone else, like their assistant.

Older people perceive abuse under three broad areas: neglect (isolation, 
abandonment and social exclusion), violation (of human, legal and 
medical rights) and deprivation (of choices, decisions, status, finances 
and respect). Modernization, industrialization, an ageing population, 
urbanization and an increase in the number of women in the workforce 
may explain increased reports of elder abuse. (A global response to elder 
abuse and neglect: building primary health care capacity to deal with 
the problem worldwide: main report. World Health Organization 2008). 
In any society some population sub-groups are particularly vulnerable to 
elder abuse – such as the very old, those with limited functional capacity, 
women and the poor (The Toronto Declaration on the Global Prevention 
of Elder Abuse. World Health Organization 2002).

	
(Adapted from the Irish College of General Practitioners:  Domestic Violence: A Guide for General 
Practice, 2008)
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Women’s responses to intimate partner violence

Women’s resistance to IPV

Despite popular myths about women’s submission to violence in the home, women are always “resisting” 
this abuse. This resistance may be difficult to recognize at times, and may appear to be compliance or 
submission. However these resistant responses should be recognized for what they are- strategic ways 
of keeping herself safe from further abuse and violence. For example, remaining quiet in the face of 
verbal abuse and insults may appear as submission, but may actually be a woman’s strategy to avoid 
an escalation of the abuse. Women’s use of violence in self defence may be misinterpreted by police or 
others as an assault on her partner, but is in fact a desperate act to end the ongoing abuse or prevent 
even more serious assaults. Identifying and naming such resistant responses is an essential aspect of 
supporting women, who may themselves have internalized the common myths about women accepting 
or provoking such abuse. Questions which can elicit such information about her resistant responses 
may include the following: 

Can you tell me what has been happening for you? 
Tell me how you have been managing the situation up to now?
What have you been doing to keep yourself safe? 
How has that worked for you? 
What has changed recently? 
What would you need to feel safer from now on? 

What did you say to him when he wanted you to do that? 
Had you ever argued with him about that issue before? 
What were you thinking when you decided to go along with him for ‘peace sake’? 
Describe what changed when you didn’t do what he wanted you to do What else did you do that 
made life easier for you? 

(Based on the work of Wade, 1997, 2007; White, 1995, 2000, 2007)

Victim or survivor?

According to abused women, the word ‘victim’ means the result of violence; when they start to regain 
control over their own lives, they do not refer to themselves as victims. There are, in society, stereotypes 
of women’s helplessness, dependency and passivity. These stereotypes can live also among the 
professionals trying to help and support women. Women spend much energy trying to stop or reduce 
the abuse and they actively struggle to make the relationship non-violent and devise strategies to end it. 
Both victimization and surviving are present in the lives of women who experience violence. Surviving is 
a gradual process of empowerment. (Kirkwood C. 1993).

Cavanagh (2003) describes how women work to prevent and stop the violence. Being informed by 
women’s responses to abuse can promote more effective interventions by professionals. Women’s 
responses to violence and abuse reveal them to be both dynamic and complex.

Defining and Redefining the violence: First women prefer to see violence as single acts but seeing 
things ‘differently’ often meant deploying other ways of responding. The woman is shocked and confused 
and struggles to make sense of an act:

“After first assault I was shocked: I couldn’t believe what he’d done. I didn’t know how to make 
sense of it . . . was it me, him? But then I thought it was just a one-off incident that wouldn’t 
happen again”.
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Protecting the Integrity of the Relationship: Women are reluctant to tell others about the violence. 
Ideas about privacy are important and many women are concerned to safeguard their relationship. 
Women have feelings of shame, they want to forget the violence. Women hope to change their partners, 
a belief is grounded in cultural expectations of women as the primary caretakers of relationships: 

“ I felt I couldn’t tell them [family and friends] about it [violence] . . . I was ashamed . . . Everyone 
had told me that it would never last and I was determined to prove them wrong”. 

Employing Strategies for Stopping/Reduce the Violence – “Doing Gender”: The woman responds 
to the violence in ways that presents no direct threat to the man’s overall authority and power  - acting 
according to the gender role. The woman develops strategies for “managing” the violence - it does not 
mean simply “coping” with or “accepting” it. At the same time women manage children and households 
and violence and try to behave as men want: 

”Sometimes I said to myself, right, we will do it his way”. 

Generating Dialogue: Women speak about violence as much as possible in ways that are limited and 
shaped by men’s greater social power and control: 

“ I used to talk about it [violence] as often as I could. I wanted him to realise he had a problem 
and the only way I could make him realise was to bring it up, to say to him, ‘You have a problem, 
I think we should talk about it‘.” 

Specific Strategies for Avoiding the Violence: The woman tries to prevent man from using violence 
and employs a range of tactics to end it:

“ I used to make tea or coffee or just basically try anything to keep him in a good mood. 
Sometimes it worked too”.
“ I could hug him and tell him I loved him even if I hated him, and that used to help sometimes, it 
would sort of calm him down”. 

Deploying Responses which Challenged Men’s Use of Violence – “Not Doing Gender”: Most 
women find that “doing it his way” does not work; they had to step out the gender role:

“ He was alright as long as I was playing the game, living by his rules but I got fed up with his 
rules”. 

Verbal and Physical Response: Such responses are often riskier than other previously used responses. 
Women’s physical responses are mostly defensive and expressed in two main ways: women might hit 
first hoping to prevent an assault or hit back after an assault. 

“ I shout at him and I say to him, ‘You can’t do this. You can’t get away with this’, and I just start. I 
would never have been able to do that before. I was always too scared”. 

“Going Public” or Telling Others about the Violence: Going public has positive consequences for 
some women, sometimes the responses of those approached were critical. 

“ Then I got to the stage where I thought well, they [neighbours] knew he’s doing it anyway so 
why to hide. And then when he cracked my cheek bone, I thought well that’s it I’m not hiding it 
any more. I just told people. I even made a point of going to see my lawyer and my doctor while 
my face was black and blue”.

Leaving the Relationship: Women’s departure from the relationship generated much activity from men 
and while many women left, most returned:

“. . but he kept begging us and promising he would change so we ended up going back”.
“. . . I let the kids put a lot of pressure on me”.

(Cavanagh Kate 2003).

Leaving an abusive partner

Leaving abusive partners is a process. It is often assumed that if violence exists in the home, a woman 
will or should always leave her partner. This belief, which is often firmly held by many professionals 
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such as nurses and social workers, fails to recognize the many deep-rooted and practical reasons why 
women cannot leave. Research shows that leaving a violent  relationship is the most dangerous time for 
a woman (Sev’er , 1997) and this must be borne in mind when encouraging her to leave.  However, the 
evidence of research is that most abused women do eventually leave, but this leaving must be seen as 
a PROCESS and not a once off event.  A number of models have been developed to help professionals 
understand the process of leaving.

Liz Kelly (1995) introduces a crisis intervention approach to the leaving process. She has developed a 
conceptual framework of the journey women take from the time when abuse begins in their relationship to 
the time when violence may end.  In this framework, Kelly recognises that what is done at a time of crisis 
can either enhance or diminish an individual’s coping mechanism, and therefore must be informed by an 
awareness of  coping strategies which they have previously or are currently employing. She suggests 
that as women negotiate their responses to safety they move through a number of “processes” (which 
she stresses are not “stages”, as they do not represent an orderly progression, but are more fluid) from 
the time the first episode of abuse occurs to the time they negotiate safety. Crisis interventions must 
therefore be appropriately tailored to the specific needs of the woman depending on which process she 
is engaged with. She identifies these 6 processes as follows:

Managing the situation
This occurs when the violence or abuse is first experienced in the relationship, and while some 
women leave at this point, the majority do not. Those who stay must develop strategies to 
manage the situation, which usually involves strategies to manage the environment (and her 
partner) in order to reduce the potential for conflict.

Distortion of perspective
As the violence continues, her daily routine becomes dominated by the need to continue to 
manage the situation, and will involve the acceptance of responsibility for the abuse and its 
consequences.

Defining Abuse
After a number of assaults, the woman may come to define the abuse as violence, which implies 
naming her partner as an abuser and herself as an ‘abused woman’. This involves placing 
responsibility for the abuse with her partner, and a recognition that the abuse is not just an 
“aberration, but a recurring feature of the relationship”.

Re-evaluating the relationship
This recognition leads to an evaluation of the relationship, and the coping strategies continue in 
a changed context of meaning. It is now possible to contemplate the process of leaving either 
temporarily or permanently.

Ending the Relationship
This process may require a number of attempts to leave as the barriers to doing so are complex. 
(As will be seen in other work, particularly in that of Kirkwood (1993) , the process of leaving is 
influenced by a number of abuse related, economic and interpersonal factors).

Ending the violence
This is a recognition that ending a relationship does not necessarily imply an end to the violence, 
and may in fact lead to a greater risk of violence for women.

While recognising that women move through these processes at differing paces, it is important to note 
that Kelly seems to imply that ending and leaving the relationship follows on from a re- evaluation of the 
relationship as violent.
(Kelly, L. 1995)
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Prochaska et al (1994) describe Stages of Change and a professional can work with a woman according 
to these stages:

Stages of Change	 Patient’s Belief Professionals’ “nudging” strategies

Pre-contemplation	 “My relationship is not 
a problem”.	

Learn about the relationship.

Tell me how you and your partner handle 
conflict in your relationship.”

Contemplation or 
ambivalence	

“I know the violence is a 
problem, but I need to stay 
in the relationship”.	

Discuss the ambivalence.

“What are the good things about your 
relationship?”

“What are the not-so-good things?”

“How would you change things if you could?”
Preparation	 “The violence is a problem, 

and I’m planning some 
changes”.	

Offer support and encouragement. 
Clarify plans.
List community resources.
Provide anticipatory guidance. 

Action	 “I am making changes to 
end the violence”.	

Offer support and encouragement. 
List community resources.
Provide anticipatory guidance.
Review coping strategies.

Maintenance “I have adapted to the 
changes”.

Offer support.
Review need for community resources.
Discuss coping strategies.

Reassessment	 “I cannot maintain this 
change”.

Remain positive and encouraging.
Discuss efforts learnt form the effort.
Review Safety Plan.
Remain open for future discussions.

(Adapted from “Stages of change” for women affected by intimate partner violence: Prochaska et al, 
1994)

Barriers to leaving an abusive relationship

Fear of increased violence•	
Wanting to keep the family together•	
Guilt, shame, isolation, exhaustion, unpredictability•	
Not wanting ‘to fail’ in their relationship (reinforced by family, colleagues, etc.)•	
Fearful because of constant threats, stalking, access arrangements etc.•	
Poor self esteem•	
Contradictory feelings •	
Concern for her own safety •	
Concern for her children’s well being •	
Belief partner can change•	
Isolation and lack of resources•	
Lack of assistance or services•	
Financial concerns •	
Economic Dependence - nowhere else to go•	
Structural barriers in courts, social services•	
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Gender roles and lack of family support •	
Attitudes of the professionals •	
Attitudes in the society •	

The cycle of violence as a barrier

The cycle of violence means that there are periods of assaults and maltreatment and peaceful periods. 
The change between these periods is known in learning theories as intermittent reinforcement. 
In research it could be demonstrated that this model of behaviour produces emotional bonds and 
reduces the victim’s ability to make decisions independently. The violent periods cause desperation 
and hopelessness whereas peaceful periods lead to relief and hope. (Status of Women Council of the 
Northwest Territories, 1995).

All  of these models help us to understand that while some women may leave their partner the first time 
they are physically hit, most women engage in a process of trying to make sense of the abuse in order 
to make their relationship work and maintain their home and family intact. As well as this wish to keep 
their family together, women encounter a range of legal, economic and social barriers to leaving.

Minority ethnic or refugee women

The cultural setting in which Intimate Partner Violence occurs affects the way women experience it. 
For some ethnic minority women, there may be strong religious and cultural sanctions for leaving or 
divorcing their husbands. These issues include:

The central role of the family in many cultures.•	
The indissolubility of marriage in some religions/cultures.•	
Women applying for asylum status may not feel be able (or in some jurisdictions may not be •	
able to) apply for asylum as single or separated women.
Racism against minority cultures may inhibit women from disclosing abuse as they may fear •	
the actions of the police or the courts.

Refugee women, if separating from their partner, may fear losing their right to stay in this country and 
may have been threatened with this. They may fear that their immigration status may be challenged or 
that they or their children will be abducted and taken abroad. These are realistic fears and should be 
taken seriously. In these cases, the woman should be encouraged to seek legal advice.

Women with disabilities

A woman with disabilities may be dependent upon, or feel beholden to, her abusive partner who also 
acts as her “carer”. Her house may be specifically adapted to her needs. She may fear isolation at 
home or being forced into institutional accommodation if she takes action against her abuser. She may 
feel that a non-disabled person will not understand or empathise with the complexities of her particular 
situation. When relevant contacts and information or help available are communicated, regard should 
be given to the issue of accessibility. 
(Adapted from Domestic Violence: A Health Issue: Guidelines for Hospital Staff, 2004). 

Elderly women

Many older women who experience domestic violence are poorly served by the systems that target 
domestic violence and elder abuse, respectively, and the attitudes and needs of this population are 
poorly. Moreover, little has been done to develop responsive community prevention and intervention 
programs for older women who experience domestic violence.
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According to research on older women, (Beaulaurier et al. 2005) powerlessness, self-blame, secrecy, 
protecting the family, and hopelessness were seen by respondents as a contributing factor to the 
reluctance of older women to seek help for domestic violence or other forms of abuse. These victimization 
behaviors effectively become barriers to help seeking. Age was a contributing factor in erecting barriers 
to seeking help.

Older women may have experienced violence and abuse many times longer than their younger 
counterparts. Respondents related that there is a kind of inertia that develops in the course of a long, 
abusive relationship, such that change becomes extremely difficult. Also, older women may feel additional 
reluctance to seek help, since this would require discussing private family matters with outsiders. 
Repeatedly respondents observed that people of their generation did not talk about private family issues. 
Particularly for those older women who already feel that they are to blame for problems in the home, 
breaking secrecy can only exacerbate their feelings of shame and embarrassment. Hopelessness 
seemed to have a strong age-related component that was expressed as a feeling that it might be too 
late, or if things had gone on “this long” one might just as well continue to endure the abuse. 

Moreover, women in the study expressed little faith that they would receive adequate services if they did 
speak out. Many believed that domestic violence services were targeted toward younger women, and 
that an older woman would be turned away. Some even thought they might be laughed at or ridiculed. 
However, there was the added dimension that, in some cases, women with adult children appeared to 
fear that revealing domestic violence or abuse might disrupt their relationship with adult children.

However, the clearest age-related aspect of protecting family relates to the concern that many women 
expressed for the abuser. Most women in the study believed that reporting domestic violence would 
most likely result in arrest and removal of the spouse. For many women this was unacceptable. Many 
believed that their abuser was “sick” and needed treatment rather than punishment. (Beaulaurier R. L 
et. al 2005).

Recognizing IPV in the professional health context  
Injuries characteristic of Intimate Partner Violence

There are a number of injuries, which could indicate that the woman is being subjected to Intimate 
Partner Violence and as such may warrant more careful and sensitive investigation. These include:

1. Physical

Contusions•	 Back pain•	
Abrasions•	 Facial Injuries-especially the eye socket,•	

      nose, teeth and jaw
Minor Lacerations•	 Perforated Ear Drums•	
Fractures and Sprains•	 Abdominal Injury when pregnant•	
Injuries to the Head, Neck, Chest, Breast and •	

      Abdomen
Genital Injury•	

Repeated Chronic Injuries•	 Burns/bruises•	
Multiple injuries•	 Human bite marks•	
Pelvic pain•	 Bizarre Injuries•	
Rape•	
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2. The injury may be

Physical injuries at multiple sites•	 Symmetrically distributed and of different •	
ages (old and new bruises)

Affected areas normally clothed•	 Inconsistent with explanation given•	

3. Other indicators of abuse

Suicide/Para suicide•	 Poor Sleep Pattern•	
Eating Disorders•	 Substance abuse primarily alcohol•	
Drug abuse – Tranquilliser and Sedative Use•	 Overdose•	
Depression•	 Panic Attacks•	
Multiple somatic complaints•	 Tiredness•	
Mental Health problems•	 Low Self Esteem•	
Apathy•	

An American study has revealed that victims of Intimate Partner Violence are 15 times more likely to 
abuse alcohol, 3 times more likely to be diagnosed as depressed or psychotic and 5 times more likely 
to attempt suicide (Stark & Flitcraft, 1996).  It is widely recognised that psychiatric illness, depression 
and anxiety is greater among women who have experienced Intimate Partner Violence compared to 
those who have not. The Psychological/Emotional effects of Intimate Partner Violence include anxiety, 
helplessness, fear, demoralisation, shame, anger and panic. Many patients experiencing Intimate Partner 
Violence may also be inpatients in a Medical/Surgical Ward or be seen in the Outpatient’s Department. 
(Adapted from Domestic Violence: A Health Issue: Guidelines for Hospital Staff, 2004). 

Using assessment and screening tools

Enabling patients to disclose abuse may be difficult. Initially it may be helpful to approach the patient by 
asking non-threatening questions in an empathetic manner. For example:

Is everything all right at home?
How are you feeling?
Are you getting the support you need at home?
“I noticed X, Y and Z and I am concerned about you. I wonder if there is
anything I can do to help?”
“You seem afraid. Is there something you would like to talk about?”

If the patient affirms that there are problems at home, is hesitant or gives an answer which causes 
concern, staff should always investigate further.

Screening questionnaire

Most women do not disclose being victims of intimate partner violence to health professionals even though 
they most often seek help from them. Since the majority of health professionals do not ask about intimate 
partner violence most cases remain unnoticed (Bacchus et al, 2004). Screening questionnaires based 
on the experience of health professionals are helpful in asking about violence in intimate relationships 
and about violence against children. The screening questionnaire introduced in this Handbook is based 
on Finnish research and the Abuse Assessment Screen (AAS) (McFarlane and Parker, 1994). 

This screening questionnaire focuses on the behaviour of the current partner. In addition to physical and 
sexual violence questions n controlling behaviour and psychological violence are included as well since 
those often lead to physical violence and/or they are signs of physical and/or sexual violence. 



25

The screening questionnaire also contains questions about the children’s experience as witnesses of 
partnership violence (seeing or hearing) and violence against the children themselves. The need for 
further help is also checked in the questionnaire in order to be able to continue the support.
Barriers to Identification of Women experiencing IPV
	
Instructions for the use of the screening questionnaire

Pose the questions  calmly and without hurry. Give the woman time to think about them and •	
the possibility to ask further questions.
You can go through the set of questions while talking. Yet, it is important that the same •	
questions are asked in the same way. In order to so  the questions must be put (read) as 
they are on the form.
Give practical examples by explaining what for example ‘controlling behaviour’ means.            •	
Specify the questions if needed.•	
Document the victim’s story by using her words and expressions.•	
Documentation is important for her legal rights and her protection – she might need the •	
documentation late if she wants to report to the police / go to court.
The way you ask and write down the story is important.•	
The woman has the right to read the form and to have a copy of it.•	

(Adapted from Perttu and Kaselitz) 

Barriers to identification of women experiencing IPV

PATIENT BARRIERS	 WORKER BARRIERS
fear of consequences lack of training on how to proceed

fear for personal safety fear for personal safety
lack of privacy					    lack of privacy

fear that children will be removed		  fear for woman’s health
into care

woman blaming herself for abuse		  belief that woman is to blame for the abuse

partner won’t leave her side			   lack of awareness that abuse could be an issue

shame/embarrassment			   embarrassment

woman feels it will not be treated 
seriously		

belief that it is not a serious issue

fear of things will be taken out of her control	 lack of agency guidelines

confidentiality concerns			   personal involvement in the issue

language/cultural barriers			   resource issues-space, time etc.

fear that partner may be arrested		  not aware of referral options

(Adapted from Women’s Aid, Dublin)
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Why victims don’t tell

•	persistent hope that the abuse will stop
•	belief that the abuse is the victim’s ‘own problem’
•	belief that she is provoking the abusive behaviour
•	belief that nothing can be done about the abuse
•	shame/stigma of the abuse prevents her talking about it
•	belief that the issue isn’t serious enough to warrant attention
•	the desire to deal with the problem herself
•	the belief that the doctor won’t believe her or won’t be able to help her
•	inability to disclose: she is subject to bullying, or her abuser is always present at the surgery
•	fear of losing (custody of) her children
•	economic consequences of separation
•	reluctance to lose her intimate relationship
•	pride prevents her

(Adapted from Women and Violence, 1998 and the Irish College of General Practitioners, 2008)

Talking about violence
If intimate partner violence is suspected, it is essential to ask direct questions rather than let an improbable 
explanation pass without saying anything. Be honest and explain why you are asking and state intimate 
partner violence is common.

Examples of direct questions

“Are you or have you ever been afraid of your partner?”
“You seem frightened of your partner, has your partner ever hurt you?”
“Do you feel of have you felt unsafe at home?”
“Is there someone making you afraid?”
“Does your partner try to control you?”
“Have you been hurt or threatened by your partner or a family member?
“Is there anybody you know that caused you injury?”
“How have they hurt you?”
“Have they hurt you physically, sexually, emotionally?”
“When did they hurt you?”
“You mention that your partner loses his temper with the children, does he lose his temper with 
you?”
“Many women who come to us experience some form of emotional or physical abuse at home. 
Has this happened to you?”

Gently challenge the woman if the injuries do not fit with the explanation given:

“I notice you have a number of bruises, could you tell me how that happened, did someone hit 
you?”
“When I see these marks, they are more usually the result of being struck. Has anyone hit you? 

Talking to the patient/client

Recognise the need for a positive response and the importance of your support.•	
Ask about violence directly.•	
Listen with empathy and an open mind.•	
Actively listen to what she tells you. By listening, clarifying and avoiding making judgements •	
and offering advice, you will hear directly from her what she wants rather than what you think 
she needs.
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Move at the patient’s own pace.•	
Take a position: say that it is a crime; •	
Say that there is difference between arguments and abuse.•	
Do not criticise or react with shock or disbelief.•	
Do not say things like “Why do you stay with him, why don’t you leave•	
him?”•	
Use supportive comments i.e.•	

- “I understand. Can we help?”,
- “Intimate Partner Violence is wrong”.
- “There are many women in your position”.
-  “There is help available to get you away from this situation and keep you safe.”

Be sensitive to barriers such as language, culture, class, race, age, gender, sexuality or •	
disability. Let them know they are not alone in being abused and that the violence is not their 
fault. 
Ask about her own experience and understanding of violence.•	
Exclude partner, interview in a private and safe environment, stress and respect •	
confidentiality but explain the limits to confidentiality (i.e. risk to children).
Build on her strengths – based on the information she gives you and your own observations, •	
help her to see the ways in which she has developed coping strategies, solved problems, 
showed courage and determination, even if her efforts have not been completely successful. 
Help her to build on those strengths and resources.
Evaluate the woman’s immediate safety needs and that of other family members. Find out if •	
it safe for her to return home.
Prepare a safety plan with her.•	

Good practice response

Needs of women experiencing intimate partner violence

Women identified as experiencing IPV require a range of supports and advice, and these will depend 
on their individual and cultural contexts, their willingness to discuss their experiences, and the options 
open to them in each country/community. Consequently professionals must respond to abused women 
with sensitivity, knowledge and skill.  

Good practice responses common to all professionals

DO
DO take her seriously, believe her.•	
DO provide a safe environment conductive to disclosure. (Remember if the person is •	
accompanied by their partner it will not be safe for them to disclose).
DO give priority to the patient’s immediate safety whether or not they leave.•	
DO reassure the patient that the abuse is not their fault.•	
DO let the patient know that they are not alone in being abused.•	
DO refer the patient to specialist agencies and individuals.•	
DO remember that the patient’s options may be limited by lack of or access to resources.•	
DO remember that confidentiality is crucial.•	
DO check if it is safe to send her letters or to phone her at home.•	
DO keep appropriate records.•	
DO recognise the different needs of women with a disability or sensory impairment and have •	
support appropriate to their specific needs.
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DON’T
DON’T ignore your intuition if you suspect a woman has been abused.•	
DON’T insist on joint sessions with her and the man.•	
DON’T ask her if she did something to provoke the violence, just the facts. This places the •	
responsibility of the abuse with the victim instead of the abuser.
DON’T make decisions for her.•	
DON’T expect her to leave her home or her partner.•	
DON’T expect her to make life changing decisions in a hurry.•	
DON’T give up on her because things are taking longer than you think they should. Dealing •	
with intimate partner violence is a process of different stages and attempts. The relationship 
is not static, which means that the woman’s attitude to herself, the abuse and the abuser will 
change over time.
DON’T put pressure on her to disclose. It is always her choice.•	
DON’T pass on information about her whereabouts to anyone without her •	
explicit consent.•	

Good practice response for nursing staff

Create the conditions to facilitate disclosure.•	
Try to find a cubicle for the woman.•	
Ask to see the woman alone if she is accompanied by her partner.•	
Gently ask direct questions, stating that Intimate Partner Violence happens to a lot of •	
women.
Remain non-judgemental.•	
Explore ways of maximising her safety before she leaves the hospital.•	
Refer her to appropriate professionals and agencies if she wishes and give her  any •	
information that may be available.
Make her aware of available options.•	
Recognise the different needs of women with a disability or sensory impairment, or a •	
different cultural background and have support appropriate to their specific needs.
Do keep appropriate records.•	
Check if it is safe to send her letters or phone her at home.•	

Good practice response for social workers

Take her seriously, believe her and  create the necessary conditions to  disclose.•	
Assess immediate risk to women (and her children, if any).•	
How can you facilitate this woman to ensure her safety?•	
Does she require immediate access to a refuge?•	
What supports are available to her at present?•	
What options has she tried already?•	
Make her aware of the options available – legal, financial, support services such as Women’s •	
Aid, housing, refuge, local support group etc.
Help her to devise an immediate and long-term safety plan.•	
Link her into community and support services.•	
Follow up contact with the woman should be initiated in ways that maximise her safety. •	
Check if it is safe to send her letters or to phone her at home.
Recognise the different needs of women with a disability or sensory impairment or from a •	
different cultural background and have support appropriate to their specific needs. 
Keep appropriate records.•	
If children are concerned, assess the level of risk and refer to appropriate agencies.•	

(Adapted from Domestic Violence: A Health Issue: Guidelines for Hospital Staff, 2004).
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Documenting

Recording injuries and disclosures of IPV is an important task for health and social work personnel for 
a number of reasons;

1. These records may be necessary as evidence in a court case, if a woman seeks a civil 
     protection order or if her partner is charged in the criminal system. 
2. They may be necessary if there are legal proceedings regarding custody of and access to  
    children if the couple separate.
3. Having a record within the hospital system ensures that future injures (or death) are examined 
    with the possibility of IPV in mind.
4. Keeping a record of attendance at a clinic can provide a red flag regarding escalating risk. 

However the manner in which these records are kept must be in accordance with the principles of Good 
Practice.

Document the evidence – the nature and location of all injuries, new injuries and old injuries, use Body 
Maps, and use detailed verbal descriptions.

Record a brief statement from the victim/patient regarding how she was injured and who •	
caused her injuries. The name of the abuser and his relationship to the victim/patient should 
be recorded. Record time, date, and place of assault, and witnesses, if any. Record name 
and number of any police involved, details of weapons used, if any, details of any witnesses 
present.
Record a brief statement from the victim/patient regarding the history of previous violence in •	
the relationship.
If injuries are not consistent with the statement given by victim/patient and if she maintains •	
her position having being challenged the record should reflect this. The doctor should record 
that in his/her opinion the injuries are consistent with the explanation given.
Use non-judgemental terms in describing the patient’s statement as to the cause of her •	
injuries. Use phrases such as “the patient says…”
Avoid using terms such as “the patient alleges” such language sounds judgemental and •	
implies the writer does not believe what the patient says.
Document injuries with photographs –having obtained consent. Photographs must be taken •	
with a Polaroid camera and signed by the person who took them.
Preserve any physical evidence.  •	

(Adapted from Domestic Violence: A Health Issue: Guidelines for Hospital Staff, 2004).

How to photograph injuries

Photograph visible injuries (with the woman’s permission) where possible, using a Polaroid •	
Camera. 
If you do not have a camera which provides instant pictorial records, you may use a •	
disposable camera but do not send it to an external laboratory for processing (breach of 
confidentiality); if the images are required for evidence at a later time the camera can then be 
passed on to the Police for processing.
Avoid the use of a digital camera as the images produced may not be legally admissible as •	
evidence.
When taking pictures, the first in the sequence should be of the victims’ face; the back of •	
the picture should be numbered (1,2, etc)with the date and the time, with your signature and 
if possible the signature of the victim also. Proceed in this way with all photographs taken, 
numbering them in sequence.
You must have the patient’s explicit informed consent in order to take photographs; the •	
individual should be made aware of the potential future use of the images as evidence 
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and the fact that they may be viewed in an open forum e.g. courtroom. It is important to 
document the discussion and her agreement clearly in her medical record.
Offer her a chaperone in the room for photographing. She may or may not wish to have one. •	
Be guided by what the woman wants at that time.

(Adapted from Perttu and Kaselitz 2006)

Body map

The Body Map is a helpful tool to systematically document injuries.

It is especially helpful in cases of numerous injuries.•	
The Body Map helps to describe e.g. how the injuries are related to each other.•	
Indicate the injuries on the map with the same numbers as on the photograph.•	

(Adapted from Perttu and Kaselitz) 

See Appendix 2 for examples of a Body Map.

Risk assessment
The pattern of IPV is that it escalates and becomes more dangerous over time. The most dangerous time 
for an abused woman is when she is on the verge of leaving and for the following six months afterwards. 
It is important therefore to make a careful risk assessment with a woman presents with serious injuries 
or who appears very frightened and confused. It is also important to make a risk assessment if  a woman  
has been in violent partnership for a number of years. 

Estimating the fatality risk of violence

Safety plans should be based on an estimation on how great the danger is. By studying homicides 
indicators for particular dangerous, life-threatening situations, a number of risk factors have been 
mapped out. The following aspects are crucial for the assessment:

History of the perpetrator’s violence: Has the violent behaviour changed, has•	
he been violent during pregnancy, has the man’s father been violent against•	
his wife and/or children, has the man a criminal record?•	
What kind of violence was used (its frequency, gravity of injuries, lethally•	
dangerous forms)?•	
Has the perpetrator used guns or threatened to use them?•	
Does he use drugs and alcohol?•	
Does he show controlling behaviour (following and spying on her, controlling•	
her movement, appointments and conversations)?•	
Is he violent against children?•	
Are there disagreements and arguments about the children?•	
Does the woman want to separate/move out? The time of separation is the•	
most dangerous time for the woman!•	
Has he threatened to commit suicide? A perpetrator can commit “suicide” of •	 the whole family.

(Adapted from Perttu and Kaselitz 2006) 

There are a range of assessment tools specifically for use in social work settings. Some of these tools 
are listed in Appendix 4.  See also Radford at al (2006) for a more detailed outline of Risk Assessment 
and Safety Planning in the context of Child Protection. 

However in assessing risk it important to assess the women’s strengths and resistance strategies. The 
Multi Level Assessment Framework provides an outline of the risks within the woman’s family and social 
contexts, as well as the strengths which exist within these contexts. 
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Pattern of Violence: Form(s), level, frequency, direction, motive, meaning, 
consequences

Individual Risk Factors Individual Strengths

Family Factors: Risks Strengths

Environmental Risk Factors Environmental Strengths

Safety planning
It is essential to make a safety plan with all women presenting with IPV related injuries or distress, 
and with those who disclose such abuse. This should always be done in a collaborative non directive 
manner.

After having evaluated her situation and having estimated the dangerousness of the perpetrator it is 
important to draw up an individual safety plan together with the woman. 

Discuss with the woman how she can protect herself and her children

Anticipating violence: Are there signs that indicate the possibility that the partner will become •	
violent?
Escape routes: How and where to escape/go to be safe? Which is the safest room? Where is •	
there no exit?
Dangerous places: The kitchen is an especially dangerous place because there are knives •	
etc. It is advisable to avoid bathrooms and other rooms without exit?
Leaving the house: How to leave the house in a natural way? Empty the garbage bins, take •	
the dog out, etc.
Protecting oneself during a violent incident: How can she protect herself and her children? •	
The woman can learn how to protect herself from attacks. It does not prevent violence but 
can reduce the seriousness of injuries.
She should talk to the children about situations in which it might become necessary to leave •	
home as quickly as possible. It is good to talk about what to do in violent situations and 
where to escape to. She can also teach children to call emergency numbers (it would be 
good if they memorised these numbers). If the children are very young, the mother should 
find somebody to whom she could take them.
Agreements with trustworthy neighbours/friends/relatives: Is there a neighbour to which she •	
can escape or with whom she can hide? She can also arrange with the neighbours that they 
will call the police when they hear sounds of violence. Neighbours can keep the safety bag 
etc.
Advise her to make a second plan in case the first plan dies not work.•	

 (Adapted from Perttu and Kaselitz) 
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Safety plan steps

Step 1

Think About
Who can I call in a crisis?•	
Where you can go to make a telephone call?•	
A safe place where you can go to stay in an emergency. This may be a friend or relative, a •	
woman’s refuge, a hotel or a B&B.
The telephone number of a safe place.•	
What are the escape routes from my house/trailer/flat?•	
How to get to the safe place. Decide how you will get there at different times of day or night.•	
The number of a local taxi firm.•	
What to tell the children and how to tell it to them, when you need to put the safety plan into •	
action.
Can I work out a signal with the children and/or neighbours to call Gardaí or get help? (It is •	
important to teach the children how to call emergency services).

Step 2

Write Down
Important phone numbers•	

Taxi•	
Doctor•	
Police Station•	
Solicitor•	
District Court•	
Health Centre (CWO)•	
Social Welfare Office•	
Housing Department•	
Woman’s Refuge Support Service•	
Rape Crisis Centre•	
Family•	
Friends•	
Others•	

Your family’s essential medicines•	
Your PRSI/PPSN number•	
Your child benefit book number•	

Step 3

Collect together the following items. Hide them somewhere you can get them in a hurry. It may be a good 
idea to put them in a bag and store it with a friend

Essential medicines•	
Enough money (especially to get to a safe place by bus or taxi)•	
An extra set of keys for your home, car or office•	
Driving Licence•	
Extra clothes for you and your children (school unif•	
orms)•	
Children’s favourite toys/blanket•	
Address and phone book•	
The Health Services and Social Welfare Services require personal identification and •	
evidence to assess your entitlement, for example

Identification for self e.g. birth certificate•	
Children’s birth certificates•	
Medical Card•	
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PRSI/PPSN card •	
Marriage Certificate•	
Bank book and details•	
Pay slips•	
Lease/rental agreement/mortgage agreement•	
Passport•	
Any Court Order or documents•	

Step 4
If you can, discuss your safety plan with a trusted friend so that they can support you if you need to put 
it into action. Keep your safety plan in a safe place. Ideally somewhere you can get it quickly and if you 
need to leave in a hurry.

(Adapted from Domestic Violence: A Health Issue: Guidelines for Hospital Staff, 2004).

Counselling abused women 
Utilizing the Good Practice Guidelines, taking an accurate history of the abuse, making a risk assessment 
and accurately recording a woman’s abuse, developing a safety plan and making the appropriate referrals 
are the first important steps in providing  support in a nursing/clinical setting. However in some settings, in 
particular in some social work settings, it may be possible to provide ongoing counselling support for an 
abused woman. This is often provided in Women’s Refuges and specialized support services for abused 
women (e.g. Women’s Aid). A number of counselling and therapy approaches have been developed for 
women who experience IPV ( Wade, 1997, 2007; Wood and Roche, 2001; Roche and Wood, 2006) but 
whichever approach is used, counselling must pay special attention to a woman’s safety. Referring a 
couple to marriage or joint couple counselling can be dangerous and will be ineffective. 

Individual counselling therefore is essential for effective and safe practice. The basic principles of a 
strengths perspective are appropriate when engaging in such counselling as they respect and reinforce 
women’s own coping strategies, thereby increasing her self esteem and self confidence, which will 
enable her to make long term decisions to ensure her own and her children’s safety. Counselling however 
should not be terminated once the woman has obtained a protection order or left her partner. This is the 
most dangerous time for an abused woman and it is the time she will need most support. She may be 
intimidated by her abusive partner into returning to him, to give the relationship ‘another go’ or she may 
be harassed or stalked by him. There may be ongoing legal difficulties about access to their children. All 
of these issues may undermine her decision making and will require ongoing support and a ‘safe space’ 
in which she can discuss her fears and anxieties. 

Support groups

Support groups of women victims’ – based on the principles of building self-esteem, self-determination 
and empowerment – have proved an important addition to the range of support services provided by 
specialised women’s voluntary organisations. Support groups include at least three types of formal and 
informal structures:

groups completely self-managed by survivors, who may or may not have accessed existing •	
domestic violence services
informal groups – facilitated by staff and/or volunteers with experience of working with •	
survivors
formal group programmes – such as Pattern Changing for Abused Women. (Fallon, B. •	
and Goodman, M. (1995) Pattern Changing for Abused Women: An Educational Program.
London: Sage) or the Freedom Programme in the UK , – also facilitated by staff and/
or volunteers with experience of working with survivors and a thorough knowledge of 
the effects of domestic violence on women and children. (Information from: http://www.
freedomprogramme.co.uk/freedomprogramme/index.cfm)
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Domestic abuse, in the long run, erodes self-esteem and social skills, destroys family intimacy, damages 
growing children, reduces parenting skills and creates intense feelings of shame, guilt, isolation and 
loneliness. In stark contrast to abuse, support groups lessen isolation and establish social bonds. Sharing 
life stories can combat feelings of shame and guilt; women can find help and learn coping strategies, 
for example for dealing with their traumatised children, while at the same time they lessen their sense of 
inadequacy. (The Power To Change 2008). 

Refuges and other support services

Women’s Refuges provide one of the most important avenues to safety for abused women. It is important 
to know the location and telephone number of these refuges in the locality of the Hospital or the Social 
Work Service. There may be other services allied to the Refuge such as a place of safety for a woman’s 
pets. Many women are reluctant to leave their pets because of fear of what will happen to them while 
they are in the Refuge (Allen et al, 2007).

Many areas also provide follow on accommodation for women leaving a refuge who cannot return to their 
own homes. This can be temporary transition accommodation or long term accommodation provided by 
a voluntary or a Local Government agency. Social Workers in particular need to be familiar with these 
services as they are likely to be in touch with women during and after their time in a refuge.

Legal situation
Intimate Partner Violence is a violation of one’s human rights. Furthermore, in all EU countries it is also 
a crime to assault or abuse one’s intimate partners. However the legislation regarding this crime varies 
from country to country:  As it is important for professionals to know the legal situation in their own 
country, they need to be given an overview of the legislation and the rights of intimate partners under the 
legislation. As there is a difference between the Civil and Criminal legislation which impacts on the legal 
and police action which can be taken, and the particular court system and sanctions open to abused 
partners, these aspects of the legislation should be outlined to students. The following are the topics with 
which they should be familiar:

The Domestic Violence Legislation in their State:•	
Is there both Civil and Criminal Legislation: Are there Protection Orders ? (i.e. Barring •	
Orders/Exclusion Orders?)
How can an abused partner access these Orders?•	
Do they need legal representation?•	
Is there free legal aid available to them?•	
How can they access this Legal Aid•	
Who can the professional contact to update themselves regarding this legislation.•	
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Appendix 2 Body Map

EXAMINATION:
Date/time
Doctor 
Nurse
Photographs:  yes pieces  no___

DRAW THE INJURIES (INCLUDING 
THEIR MEASUREMENTS) ON THE 
DIAGRAMS:
x bruise
--- scratch

black mark
cut
lump/swelling

/// pain
fracture/luxation



41

Appendix 3 List of effects on children

Indicators that children may be experiencing violence (as witness or victim) include

aggressive behaviour and language, precocious language – often the only indicator of •	
violence in the home.
anxiety, appearing nervous or withdrawn•	
difficulty adjusting to change•	
psychosomatic illness•	
restlessness•	
bedwetting and sleeping disorders•	
‘acting out’, e.g. cruelty to animals•	
excessively ‘good’ behaviour.•	

Adapted from Women & Violence 1998, RACGP

Children and Adolescents may respond with the feelings of

Intense fear Anger
Horror	 Distress
Confusion Helplessness
Children can become withdrawn from their 
mother	

Physically attack their mother

They may suffer from Post-traumatic stress 
disorder

Medical problems e.g. asthma, arthritisulcers, 
headaches, stomach aches

Depression Bullying (bullying others or being bullied)

Substance abuse Eating disorders

Temper tantrums Inability to concentrate

Severe anxiety Suicidal ideation/attempts

Low self-esteem The children may feel ashamed
Blame themselves for the situation Isolation from friends
Some of the children will have difficulties with 
sleeping or have nightmares

They may lose interest in school or poor school 
attendance/performance

Regression to earlier developmental stage Experience multiple school problems

Over achieving Side with the perpetrators

Girls may marry men that are similar to their 
fathers.

Boys as adults may see it is normal behaviour to 
abuse their girlfriend or wives.

Stealing or other juvenile crimes Eating disorders

Denial of any problem. Female girls at risk of early pregnancy as a 
possible escape from home situation.
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Practice recommended for assessing children

Interview child on their own without perpetrator parent or victim parent present.•	
Provide an atmosphere that support children’s comfort in discussing sensitive issues.•	
Validate the children’s feelings during the assessment interview.•	
Provide safe and healthy coping skills and response to D.V.•	
Begin direct inquiry regarding D.V. with a general statement.•	

Impact on teens development

Teens who live in a Domestic violence environment are exposed to age inappropriate experiences and 
their global development will be different to a peer who has not had similar experiences. Adolescence 
is already a difficult stage for teens and parents alike. The impact of domestic violence often extends 
beyond the boundary of the family. Adolescents may have difficulty forming healthy intimate relationships 
with peers due to the models they experienced in their family.

Impact on teens behaviour

40% of violent juvenile offenders come from home there is domestic violence and 50% of children who 
come before children’s juvenile court have been exposed to violence in the home (Saartjie Baartman 
Centre for Women and children). Adolescents who have grown up in violent homes are at risk of recreating 
the abusive relationships they have observed. Witnessing or experiencing domestic violence has been 
found to be the best predictor of adolescent male abusive behaviour in a close relationship with a girl 
and a significant predictor of male and female experiences of victimization in a close relationship with a 
member of the opposite sex (Wekerle&Wlfe, 1998).

Positive outcomes

While many studies suggest a connection between violent experiences as a child with subsequent 
violent adult behaviour, not all children will replicate the cycle of violence as adults.

“Children may learn to accept, admire, emulate or expect such behaviour, but they may also be repulsed 
by it and reject its use.” (Dobash and Dobash 1979, pg 153).

One of the most difficult situations for an individual who has experienced domestic violence is the 
“inevitability” of a violent future. More research is required focusing on the factors which enable people to 
overcome an unpromising start to life. Support received, how the events where handled by parents and 
family, resilience, coping strategies and level of self-esteem are among the factors which will reinforce 
or reduce the effects of an abusive childhood.

Rutter and Madge (1976) emphasize children raised in the most deplorable circumstances develop into 
what they describe as normal children. Their key point is that we need to examine the factors which 
mediate the bad experiences of childhood and facilitate a break with the “cycles of disadvantage”.
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Appendix 4 Examples of Risk Assessment Tools

Examples of IPV Risk Factor/Marker Assessment Instruments and their purposes

Assessment Tool Authors Purpose Type of 
Abuse

For M/F 
Perp

AAS Abuse 
         Assessment     
         Screen

Soeken, McFarlane, 
Parker et al., 1998

This brief screener can be used 
to assess domestic vilence 
against pregnant women.

M

ABI  Abuse 
        Behavior 
        Inventory

Shepard & Camp-
bell, 1992

Identify abuse and its frequency 
of women.

E,P M

CAS1 Composite  
         Abuse 
         Scale

Hegarty, Sheehan, 
Schonfeld, 1999

Measures type, frequency and 
consequences

P, E, S M & F

CTS Conflict 
        Tactics 
        Scale

Straus, 1996 Type, frequency, severity P, E, S M & F

DAS Dyadic 
        Adjustment     
        Scale

Spanier, 1976 Screening; measures relationship 
discord

discord couple

DOVE Domestic 
           Violence  
           Evaluation

Ellis & Stuckless, 
2006

Assess and manage risk of DV 
between partners in divorce 
mediation

E, P M & F

ISA  Index of 
        Spouse 
        Abuse

Hudson & McIntosh, 
1981

For woman to complete re sever-
ity of physical abuse; evaluate 
treatment

P, non-P M

PAH Perpetrator 
        Assessment   
        Handbook

Sonkin, 1997 Factors that discriminate lethality 
risk

P, E, S M

RCI  Relationship 
        Conflict 
        Inventory

Bodin & Kaslow, 
1996

Assess verbal and physical con-
flict in COUPLES

E, P M & F

VAWS Violence 
           Against    
           Women 
           Scale

Marshall, 1992 Evaluation of male violence 
against women

P, S M

WAI  Wife 
         Abuse 
         Inventory

Lewis, 1985 Empirically designed, screening 
device, evaluation of treatment

USAF FAP’s Severity 
Index

Slep & Heyman, 
2004

Quantifies severity of violence P, E, S M & F

Key:

E - Emotional Abuse		  P - Physical Abuse		  S - Sexual Abuse

_________________
1 Items from CTS, Measure of Wife Abuse, Inventory of Spouse Abuse, Psychological Maltreatment of 
Women Inventory.
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